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David Wylie

his is the second in a series of articles

celebrating 25 years of significant

developments in the delivery of
diabetes-related foot care.

Theglobalburdenofdiabetes-relatedfootdisease
has increased so rapidly over the last 25 years that
many international bodies now consider it to be a
publichealthemergency. Yetinspiteofasignificant
improvement in awareness of complications
associated with diabetes-related foot disease, the
challengeofreducinglower-extremityamputations
remains extant (Zhang et al, 2017).

One of the key clinical developments over this
periodhasbeentheimplementationoffootscreening
programmes for individuals with diabetes, in order
to stratify their risk of developing foot ulceration
and potential amputation, and to signpost them
appropriately for the level of support they require
commensurate with their individual risk.

To acknowledge the impact of foot screening on
diabetes service provision, David Wylie, co-chair
of the Foot in Diabetes UK (FDUK), invited seven
members of the FDUK executive committee to
respondtosevenquestionsaboutfootscreeningfor
individuals with diabetes.

Here, he edits their responses into an insightful
overviewofthemajorissuesrelatingtofootscreening
— past, present and future.

1) What have been the most
significant developments in the
development and delivery of screening
over the last 25 years?

Service delivery

Prior to the introduction of foot screening for
individualswithdiabetes,weknewthatsomepeople
withdiabetesdevelopedfootulceration, butwedid

not know which ones. Therefore, in undergraduate
and patient education, as well as service delivery
models,theprofessionofpodiatrytreatedallpeople
with diabetes as being at risk. We ‘educated’ them
never to treat their own foot problems, or to cut
their own toenails — or even to let anyone else but
a podiatrist cut their toenails. Now we are able to
saywithahighlevel ofassuranceandevidencethat
individuals screened as being in the ‘LOW RISK’
category are at no greater risk of developing foot
ulceration than the general population.

Standardisation of approach
Although guidelines pertaining to the assessment
of the foot in diabetes go back as far as the mid
1990s,whentheScottish Intercollegiate Guidelines
Network (SIGN) published SIGN Guideline 12
relating to the management of the diabetic foot, a
standardisedapproachtoscreening,assessmentand
managementtooksometimetobecomeestablished
in clinical practice. In 1998, the Clinical Resource
Efficiency Support Team (CREST) guidelines in
Northern Ireland advised that every person with
diabetes should have an initial foot assessment
and then be categorised by risk. At that time, the
differentiationbetweenscreeningandassessmentwas
less well defined. The International Working Group
on the Diabetic Foot (IWGDF) guidelines in 1999
followed and by the time SIGN 55 was published
in 2001, momentum was building for a consistent
approachtotaxonomisingindividualswithdiabetes
according to risk. These guidelines were quickly
followed by a raft of other guidelines across the UK,
including the National Institute for Health and Care
Excellence (NICE) diabetic foot guideline in 2004.
In 2002, the Scottish Care Information -
Diabetes (SCI-D) was implemented to provide a
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Scotland-wide data collection tool that supported
the Managed Clinical Network (MCN) for
Diabetes in Scotland, and provided an integrated
electronicdatabasetocapturealldataforindividuals
with diabetes in Scotland, including their foot
risk classification.

However,onreflection,itseemsthattheinclusion
of diabetic foot screening in the Quality Outcome
Framework for Primary Care across the UK in 2004
raised the profile of foot screening in a way that
nothing else had done until that point. Although
contributingonlyarelativelysmallweightingwithin
the overall framework, the financial incentivisation
of this activity provided an impetus that saw a
large increase in the number of individuals with
diabetes screened.

The national nature of the framework also drove
theneedforaconsistentapproachtodatacollection
during screening, in order to calculate risk in a
consistent manner.

Initially,footscreeningwasenvisagedasanannual
eventforallpeoplewith diabetes.However, astime
haspassed,anddatahaveaccumulated,thefrequency
offootscreeninghasbecomeanareaofcontentious
academicandclinicaldebate.Foralthoughfailureto
carryoutcomprehensivediabetesfootscreeningata
nationallevelhasbeenreportedtohavedetrimental
consequencesforthosewithdiabetes(Kuhnkeetal,
2013),evidenceforascreeningintervalremainsnon-
existent, with guidance based on expert opinion
alone (IWGDF, 2019).

Creation of clear pathways linked to risk
category

The consistency of approach to screening was
also helpful in answering the ‘so what?’ question
emerging from the screening outcome, ensuring
that individuals were signposted appropriately
to resources or treatment and interventions
commensurate with their screening category. In
2008, again in Scotland, the Diabetic Foot Risk
Stratification and Triage System was launched,
popularising the Traffic Light' risk classification
model of Green, Amber and Red for Low Moderate
and High Risk individuals. This project also
delivered patient information leaflets for each risk
category, with tailored advice and recommended
treatmentintervals.Thiswasupdatedin2016(Stang
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and Leese, 2016) to prioritise at-risk patients and
introduceearlierpreventativemanagementintothe
action points. The high-risk category was also split
to introduce a new category — ‘In Remission’ —
and renal disease was introduced as an additional
risk factor.

2) Who or what have been the major
influences in the development of
screening in the UK?
Theevidencedescribedaboveledtheway.However
this was amply augmented by Diabetes UK, FDUK,
local podiatry services, particularly those that
engaged in radical whole system redesign.

Atindividual level within the medical profession,
anumberofkeyindividualshelpedpodiatryraisethe
profileoftheirprofessional offerand,consequently,
theneedformorerobustprocessestosupportservice
redesign. Professor Mike Edmonds, Dr Matthew
Young, Professor Graham Leese, Professor William
Jeffcote and Dr Brian Kennon are national figures
representativeofthemanylocalconsultantsandGPs
whosupportedpodiatryintotheprofessionweknow
it to be today.

It is also important to acknowledge the
contribution made to foot screening by the
Scottish Foot Action Group, and the national
work in Scotland and Wales led by Duncan
Stang and Scott Cawley, respectively. This shows
what can be achieved by resourcing national
co-ordinatingroles,andisamodelworthconsidering
substantiating elsewhere.

3) What have been the main barriers
to screening in your own experience?
Although progress has undoubtedly been made
nationally with respect to screening, there is still
along way to go for it to be fully embedded in the
service specification for every diabetes or high risk
foot service across the UK. Chiefly, this seems to be
theresultof alack of clarity as towho is responsible
for the task and, therefore, a lack of clarity about
who should fund the task. It may also be due to
the fact that the evidence linking frequency of
foot screening to lower rates of lower-extremity
amputation is conflicting (Kerr, 2012; 2017).

In spite of this, Kuhnke et al (2013) clearly
recommend that healthcare organisations must
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develop a dedicated funding plan that supports
diabetic foot screening and re-screening of the
non-high-risk foot as per guidelines. However,
they also state that the aims and objectives of any
screening policy should be clearly stated. It may be
thatscreeningisfallingbetweentwostools.Perhaps
this is the fundamental question that needs to be
answered — the problem behind the problem.
What is the purpose of a national diabetic foot
screening programme? Is it a clinical tool to shape
and enable clinical care to prevent foot ulceration
and amputation — or is it a research tool to
monitorpopulationhealth,linkedtosocioeconomic
demographics? Or is it a monitoring tool to enable
incentivised clinical targets and tasks to be met (as
in the quality and outcomes framework?

AlthoughscreeninglevelsacrosstheUKhavebeen
consistently high within a global context (Kuhnke
et al, 2013), unpublished levels of screening have
droppedsignificantlyinScotlandsincefootscreening
weas removed from the 2018 GP contract, and
following the pandemic.

Perhapsthevexedchallengeofsecuringlongterm
fundingatnationallevelforthiselementofdiabetes
foot care, particularly when clinical resources are
scarceis, therefore, linked to the need forincreased
clarity in relation to the purpose of screening.
Historically, podiatrists often assumed the role of
screener, however, this is not their primary role —
any more than is the role of the GP, and there are
workforce challenges in maximising existing skills
toensurethemostappropriatelytrainedindividuals
carry out the task. In addition, the challenge of
achievingconsistencyofapproachacrosstheentire
screening workforce, whether at post- or pre-
registration level also remains a challenge.

Furthermore, implementing foot screening in
acute environments remains challenging with the
number of type 1 patients consistently lower than
those with type 2 as a percentage of the respective
populations.

One innovative solution to this conundrum has
seen an increase in the number of services linking
foot screening with retinal screening (Formosa
etal, 2016).

4) Has the pandemic changed the way
patients are screened?
Although the evidence of the pandemic on foot

screening has not yet been fully published, it is
anecdotally evident that significant volumes of
patients have not had a foot screening in the last
two years. While it is universally recognised that
thereis an opportunity to generate a ‘'new normal’
in terms of clinical care and service delivery
models, incorporating learning from lockdown,
the emerging pressures of increased financial
constraints make it difficult to see how these can
be sustained and funded. Overall, the consensus
is that foot screening is not being proiritised, due
totheemergingunmetneedintermsofdeveloped
pathologythatmayhavebeengeneratedbyclinical
delays over the last two years. Itis unclear what the
long term implications of these pressures are likely
to be, however from what we already know — the
future looks challenging for foot screening bothin
terms of funding and staffing.

5) How much do you think targeted
patient information alongside a
comprehensive screening strategy
would benefit both patients and
clinicians?
Theneedtounderstandtheissuesrelatingtopatient
education and their connectivity and engagement
with their own care has never been greater.

The challenges of increased lower-extremity
amputations linked to socioeconomic deprivation
and, by extension, lower health literacy is well
documented (Hurst et al, 2020). Having targeted
patient information should get patients to
engage and understand the devastating results of
not controlling their diabetes and seeking help
urgently when a foot problem occurs would thus
help improve outcomes. However, although
linking screening with targeted education is
generally accepted to be a good thing, significant
problems remain.

Walton (2021) reported that out of 202
individuals referred to multidisciplinary care, only
4% knew their current foot risk status. This level
ofunderstandingandengagementpresentsmassive
challengestohealthandcaresystems,anditmaybe
that a completely new model of patient education
and engagement is required.

Binning et al ( 2019) advocate the need for
further understanding of how to better address
joint goal setting and adherence to treatment and
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intervention regimens rather than simply revise
endless tranches of leaflets. This paradigm shift will
notbeeasyandmustbebackedupbyrapidaccessto
multidisciplinary care.

6) Do you think there needs to be
a discussion over the frequency of
screening?
The short answer to this question is a resounding
‘yes'IHowever,giventhatcurrentrecommendations
for screening are not currently being delivered
consistentlyacrosstheUKhealthandcaresystems, it
may be more prudenttoincorporatethisdiscussion
intothewiderdiscussionabout patient motivation,
goal setting, literacy and self management as we
move forward

As outlined above, the need to improve rapid
access for individuals with concerns or even
small skin lesions is paramount and may be more
importantthan hypothesisingaboutthefrequency
of screening, particularly if technological solutions
and data collection methods can be found that
enable individuals to self-screen in the future. In
addition,itmayhelpwithhealthinequalitiestofocus
on screening in areas of greater deprivation, while
utilisinganasset-basedapproachforindividualswith
higher levels of health literacy. We have the data
to stratify the population in this way, and this may
provide a more sustainable way forward.

7) How do you envisage screening
changing in the future and how do we
continue to develop the workforce to
build on the progress that has been
made over the last 25 years?

There is a need to embrace technology more and
involvepatientsindevelopingsolutionsthatworkfor
them. If the population can regularly send in meter
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readings for gas and electricity, it may be possible
todevelop ameans of self-screening usinga simple
single test, such as the Ipswich touch test or some
other simple mechanism that may indicate early
sensory loss more proactively. TikTok brought us
manyideasandvideoclipswhenlockdownmeasures
wherein place during the pandemic. Perhaps now
is the time to be “blinded by the light” ofimproved
opportunities and models for foot-screening and
engage the brain power of new recruits into the
podiatry profession, and those with technological
knowhow.

Untilthen, withregardtotheworkforce,itmaybe
timetoupskilland develop ourassociate workforce
while offering employment to technicians to assist
with the algorithmic task of screening. |
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