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Standardize Diabetic Foot Care 
Across Alberta

 Improve access to foot screening
 Support early detection and treatment  

of foot problems 
 Promote and facilitate better self-care

For more info please contact: kathy.dmytruk@ahs.ca

Lessons Learned

Broad Engagement
 Involve frontline staff
 Allied health professionals are important  

for foot care
 Collaboration with PCNs, Zones and the 

provincial Primary Care Integration team 
is necessary to identify HRFTs

MAIN MESSAGE

Normal Blood Sugar ≠ Healthy Feet

Check Your Feet: 
it only takes 

1 Minute!
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Outcomes

Diabetes Foot Care 
Clinical Pathway

317,000 Albertans 
have Diabetes

7,000+ present with a 
diabetic foot ulcer 
(dfu) each year at 
a cost of approx.  
$100M per year

Lack of coordinated 
and comprehensive 
foot care practices

Poor access to 
treatment

Variation and 
poor screening 
rates

PREVENTABLE

# of lower limb 
amputations 
(LLA)

Develop patient 
journey map2

Document 
current state3

Identify & 
prioritize gaps5

Define clinical 
pathway content6 Adapt pathway 

content for daily use 
in patient care
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Evaluate performance 
(process & outcomes)9

Gather evidence to 
describe 

ideal state
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Test/Implement8

Engage  
stakeholders

Determine next steps re: 
provincial rollout
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Work in development
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Innovative Strategies

 Establish community-based 
multidisciplinary High Risk Foot Teams 
(HRFTs)

 Partnership with pharmacy
• to distribute patient education 

scripts and screen people with 
diabetes

 Partner with AADL 
• to change footwear policy that 

promotes prevention

 Recruit Clinical Practice Leads
• to educate Primary Care Networks 

(PCNs) on assessment

 Embed the pathway electronically in 
Electronic Medical Record in the 
PCNs

 Partner with Alberta-based 
technological companies
• to improve foot care

Our Accomplishments

Enabled primary 
care to refer at 
risk patients for 
treatment locally

Developed working 
groups of clinical experts  
from PCNs, wound care 

and home care

Developed educational 
resources for 

providers and patients

Developed 
assessment/referral 
tools for providers

Foot Care 
Symposiums

Implemented pathway 
at 3 pilot sites 

 Phase 2 roll-out
• Mosaic PCN HRFT (Calgary Zone)
• Chinook PCN (South Zone)
• Kalyna County PCN (Central Zone)
• Edmonton North PCN (Edmonton Zone)

 Working with indigenous communities
 Exploring telehealth adaptation

Enhancing 
Care in the 
Community

Upheld optimal time 
to reduce risk 

of infection and 
potential DFU and  
LLA development

Supported changes 
in foot care 

self -practices for 
patients
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