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Introduction
The benefits of  multi-disciplinary foot ulcer clinics (MDFUC) 
for patients suffering from chronic non-healing diabetic foot 
ulcers have been well reported in the medical literature.1,2,3,4,5,6 
Reduction in wound healing time, increased percentage of 
healed ulcers, diminished incidence of amputation and improved 
prognosis for limb salvage have been attributed to these types of 
specialist units. As a result MDFUCs are now considered best 
practice in managing multifaceted foot conditions, which require 
a highly specialised level of expertise.7,8 The concept and 
advantages of heterogenous teams is not new to the medical or 
business literature. These types of groups increase the diversity 
of viewpoints, which subsequently augments the range and 
innovation of solutions for complex problems.9 Research has 
highlighted the relative significance of this type of inter-
departmental cooperation over within-group cooperation.10 

Despite the fact that MDFUCs are the accepted gold 
standard for the management diabetic foot ulcers, there is a 
paucity of information in the literature on the logistics involved 
in establishing such a clinic. This deficiency was noted in early 
2002 when the Royal Perth Hospital’s (RPH) Podiatry 
Department set about establishing a MDFUC to compliment 
and coexist with their existing high-risk foot clinic (HRFC). This 
article will initially discuss the reasons as to why the specialised 
clinic was established. More importantly however it will outline 
the business case proposal, how key stakeholders were involved 
and the process by which approval for the clinic was obtained 
from the hospital executive. The overall aim of the article is to 
provide practical advice for those wishing to establish similar 
MDFUCs within their health service. It is anticipated that future 
articles will be published in regards to qualitative and quantitative 
data collected from the clinic.

Hospital Podiatry Department
The Podiatry Department at the RPH is essentially a HRFC. The 
department’s core business is managing patients with active 
ulceration, amputation, neuropathic arthropathy and foot 
deformity. This is usually secondary to medical conditions such 
as diabetes, peripheral vascular disease, renal disease, 
inflammatory arthritis and immuno-suppressive disorders.

Referrals for the department are received internally  
from the medical and surgical teams within the hospital, who 
then work collaboratively with the podiatry department to 
manage these patients with complex foot conditions. The 
podiatry staff currently participate in a number of multi-
disciplinary teams (eg. diabetes, amputee), where the 
department’s specialised knowledge and skills is required to 
compliment patient management in both the in-patient and  
out-patient setting.

The existing practice of the clinic was such that if the 
podiatrist had a particular concern regarding a patient that 
required urgent medical management (eg. infection suspected 
– patient requires oral antibiotics or admission), then a member 
of the original referring team (consultant/registrar/resident 
medical officer) was contacted. There was an understanding 
that they would be expected to attend the podiatry clinic and 
review the patient. In non-urgent cases, correspondence with 
the referring practitioner was either done by letter, telephone or 
face-to-face.

Why establish a MDFUC?
While the Podiatry Department enjoys an excellent relationship 
with the specialties that refer patients to the clinic (particularly 
our primary treatment group – diabetes), it was felt that patient 
management could be improved through more efficient 
coordination. A number of concerns about the existing 
arrangement were noted including:
•	� significant time delays with patients waiting for medical staff 

to attend the podiatry clinic;
•	� attending medical staff (typically registrars), are often 

rushed and dealing with patients who typically have a 
complex medical history. This often included patients with 
whom they may not be familiar;  

•	� situations where no registrars or consultants are available to 
attend, the patient is sent to the Emergency Department (if 
hospital admission was anticipated/required). Again the 
patient is required to wait for an extended period. 
Alternatively if the concern was non-urgent, the patient is 
rescheduled onto the appropriate medical or surgical 
outpatient clinic at a later date; and 
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