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Screening should

have predetermined
objective parameters and
be supported by local
protocols.

Assessment is a

complex process of
undergoing frequent
evaluation.

National standards

should be applied
to local screening
programmes where
possible.

Issues of consensus

on screening tests
need to be resolved by
the professional diabetic
foot community.
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Introduction

The detection and management of long-term diabetes-related
complications, such as the diabetic foot, are supported by the
National Service Framework for diabetes (Department of Health,
2001). Frequently, detection is referred to as a screening process;
however, in the authors opinion, the interchangeable use of the words
screening and assessment over the years has led to a lack of clarity
and focus on what people with diabetes require of healthcare workers
at the point of first contact with a diabetic foot service. This article
explores a number of concepts around screening and assessment
while also highlighting important differences.

K National guidelines suggest
that each person with diabetes
should have an annual review

that includes a foot examination in order
to detect risk factors of ulceration
(National Institute for Health and
Clinical Excellence [NICE], 2004). The
expected outcome of the examination is
a classification of risk status and referral
to an appropriate level of care. However,
due to the rise in the number of people
with diabetes (Diabetes UK, 2005),
providing care in line with NICE guidance
means that increased demands will be
made on health care in terms of human
resources.

Workforce development

In order to address the predicted
shortage of healthcare workers in the
NHS, projects are being funded to ensure
that workforce development can meet
the needs of future healthcare provision
(such as those described in: Department
of Health [DoH], 2006a; DoH, 2006b).
One of the underlying assertions of these
projects is that support workers will
undertake roles such as diabetic foot
screening that have been traditionally
performed by healthcare professionals
such as podiatrists and practice nurses.
It is, therefore, important to consider the
different skills and competences required

by a workforce involved in delivering foot
care to people with diabetes. The Care
Group Workforce Team for Long Term
Conditions, through the Diabetes
Workforce Group, commissioned Skills
for Health to describe the range of
competences required to deliver diabetes
services (Skills for Health, 2003). Such
diabetes competences are based on the
services and support that people with
diabetes need irrespective of which
healthcare professional provides that
service, meaning that they are not role
specific. From its draft form in 2002 to
its launch in 2004, the Diabetes National
Workforce Competence Framework
underwent consultation across a broad
range of professions involved in delivering
diabetes care. Eventually the competence
framework was evaluated in the work
setting by clinicians including diabetes
specialist nurses, healthcare assistants
and podiatrists (Skills for Health, 2004).
Prior to the Skills for Health project,
the experience and training necessary
for the healthcare worker undertaking
diabetic foot examination had not
been described formally at a national
level. However, NICE guidance (NICE,
2004) recommends that people with
diabetes require a ‘trained’ healthcare
worker to examine their feet. Part of
the competence framework outlines the
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competences required by the healthcare
worker in order that the patient obtains
the desired outcome — a risk classification
— from a foot examination (Skills for
Health, 2004).

The development of the foot-related
part of the diabetes competences,
from early draft versions to final
performance criteria, is, in the author’s
opinion, analogous to developing
an understanding of the difference
between screening and assessment. For
example, the draft performance criteria
included competency in taking a full
medical history, usually part of a patient
assessment; the final criteria can be
performed by an appropriately trained
healthcare worker and are now often
included within diabetic foot screening
programmes.

Appropriate training is an essential
part of developing competence. Research
has identified problems with current
educational
podiatric workforce that is competent
to perform a diabetes annual review
(Hayes, 2005). Research prior to the
publication of the NICE guidance (NICE,
2004) had identified problems in risk
classification of the diabetic foot among a
group of community podiatrists (Fletton
et al, 1995). Such research lends support
to the theory that screening is a skill
that can be acquired separately from
the clinical assessment integral to a
degree in podiatric medicine. Fry and
colleagues (1990) advocate that screening
is a specialised procedure in which
staff should be trained and have a clear
understanding of its importance; this
should extend to the supporting policies
and protocols.

models that deliver a

Screening

Historically, the definition of medical
screening was ‘the detection of occult
disease or defect by a test’ (Hart,
1992). Recently, the National Screening
Committee (DoH, 2000) proposed a
revised definition:

‘A public health service in which members
of a defined population, who do not
necessarily perceive they are at risk of,
or are already affected by, a disease or

its complications, are asked a question

or offered a test to identify those
individuals who are more likely to be
helped than harmed by further tests or
treatment to reduce the risk of disease or
its complications.’

It is the common use of the word
‘test’ that reinforces screening as a
definite process and keeps it distinct from
assessment. For screening programmes
the ‘test’ must be sensitive, specific
and predictive (Hudson et al, 1988).
National and international guidelines
recommend the |0g monofilament as
a test for diabetic sensory neuropathy
(NICE, 2004; International Working
Group on the Diabetic Foot, 1999a).
There are questions of reliability about
this test (Booth and Young, 2000) and
differing versions of instructions for use
(International Working Group on the
Diabetic Foot, 1999b; Perkins et al, 2001).
Both factors introduce an element of
subjectivity into diabetic foot screening.
In addition, other diabetic foot screening
parameters are sometimes selected in
order to identify a tendency to develop
disease rather than to detect established
disease, for example foot deformity
and HbA|.. Choosing a cut-off level at
which one intervenes to modify these
risk factors increases subjectivity in
screening  programmes. However,
screening requires that the screener is
working to agreed aims and objectives
and collecting objective data that can
be directly measured or observed, i.e.
tested (Fry et al, 1990). These objective
versus subjective parameters contribute
to the confusion surrounding screening as
opposed to assessment.

Screening versus assessment
Primary screening
Screening is a primary function and if
a ‘fault’ is detected it should, in the
author’s opinion, lead to a secondary
assessment concerned with more
specialist investigation (Hart, 1992).
Screening is an opportunity to reduce the
risk of disease or complications.

When people with diabetes are offered
screening they should be made aware
that a positive test does not guarantee
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Assessment involves

a combination of
interview, observation
and testing by the
clinician with the
aim of establishing a
diagnosis and planning
the management of the
disorder.

Screening is a

continuous activity
and undergoing repeated
screening tests at
predetermined intervals
is termed surveillance.

For those who are

free from disease
(i.e. those at low risk)
the outcome of screening
is to remain within the
surveillance programme.

Assessment and
reassessment
of patients may be
repeated on an ad hoc
basis dependent on the
clinical judgement of the
healthcare professional.

Ultimately, the

expected outcome
of assessment for the
service user should be
the resolution or at least
modification of the
presenting condition.

a cure (National Screening Committee,
2006). Usually individuals expect that
healthcare workers will take some
action to relieve or improve their health
problem (Merriman, 2002). However,
screening itself does not guarantee a
diagnosis or management plan. For the
screener, decision-making is limited by
predetermined cut-off points and by the
objectivity of the gathered data.

Patient assessment

On the other hand, assessment involves
a combination of interview, observation
and testing by the clinician with the aim of
establishing a diagnosis and planning the
management of the disorder (Merriman,
2002). In the context of diabetic foot
disease, therefore, assessment should be
a secondary task concerned with further
specialist investigation of the problem
detected upon screening. During the
assessment interview, subjective data will
be collected from information that the
patient shares with the podiatrist (Hood
and Leddy, 2003). Such information will
include details of current medication,
medical, family and social histories.
Although based on learned theory,
the ability to synthesise and evaluate
subjective information such as patient
needs and preference, as well as objective
data, means that making a diagnosis is
an artistic as well as scientific process
(Higgs et al, 2001): it may be complex
and not always straightforward. Further
information gathered by observations
or tests of vascular, neurological and
mechanical or functional status will be
used to make a clinical decision regarding
a treatment plan. Clinical decision-making
may involve generating hypotheses
and pattern recognition (Elstein and
Schwartz, 2000). Treatment plans and
hypotheses may be revised in the light of
new information or interpretation.

Outcomes of screening and
assessment

Screening is a continuous activity and
undergoing repeated screening tests
at predetermined intervals is termed
(Hart, 1992). NICE
recommends that patient outcomes

surveillance

from screening should be a classification
for risk of developing foot ulceration
(NICE; 2004). For those who are free
from disease (i.e. those at low risk)
the outcome of screening is to remain
within the surveillance programme.
Referral from a screening or surveillance
examination should be to a predetermined
programme of care (Fry et al, 1990; Hart,
1992), so prior agreement of referral
pathways is important. In diabetic foot
screening this programme of care may be
influenced by national guidelines (such as:
NICE, 2004).

Assessment and reassessment of
patients may be repeated on an ad
hoc basis dependent on the clinical
judgement of the healthcare professional.
Assessment or reassessment will involve
evaluation of any change in symptoms
or interventions to date and will lead
to a management plan tailored to the
individual; so, taking effective action
depends on the healthcare professional’s
ability to identify and analyse the problem
and its related factors (Higgs et al, 2001).
Ultimately, the expected outcome of
assessment for the service user should
be the resolution or at least modification
of the presenting condition. Where this
is not possible, for example in long-term
conditions such as diabetic foot disease,
outcomes may be directed more towards
adaptation or coping (McFarland, 1997).
Patient expectations may also influence
the outcome of an assessment (Ersser
and Atkins, 2000). Conversely, patients
or the clinical decision-making skills of
the practitioner should not influence
screening outcomes.

Implementing screening
programmes

Foot screening roles
When designing systems and tools for
diabetic foot screening it is useful to
consider the criteria described by Wilson
(1965) and further developed by Hudson
and colleagues (1988; see Table [). These
criteria break down the screening process
into:
® disease
® screening test
® carly intervention.
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However, the skill-mix of the workforce
providing care should be as important
a consideration as the programme itself
(Fry et al, 1990). Clearly, screening and
assessment can be identified as distinct
processes (Table 2 shows some distinct
differences between the two). Clinical
decision-making and diagnostic skills are
unnecessary for primary screening. It
does not make economic sense to provide
such an expensive human resource at
this stage of disease detection. Certainly,
it confounds the inexpensive testing
recommended by Hudson and colleagues
(1988).

There are many examples of generic
workers or assistant grades performing
diabetic foot screening (National
Diabetes Support Team [NDST], 2006).
Similar roles have been evaluated and
show that the quality of foot screening
is equitable with professional grades of
staff (Roland et al, 2004). One of the
advantages of non-podiatrists doing the
screening is that the podiatrist’s time may
be used more effectively; for example,
by providing secondary assessment when
neuropathy or peripheral arterial disease
has been detected.

The majority of the podiatry
profession support the development
of the podiatry assistant role to allow
podiatrists to make better use of their
time and skills (MacDonald and Capewell,
2001). In one example, where there is a
diabetes specialist podiatry assistant role,
podiatrists provide a second-level foot
risk assessment for those referred from a
primary screening programme performed
by primary care staff (Holland et al, 2000).
Ultimately, podiatrists’ skills could be
utilised in foot protection programmes.

Quality assurance

The gold standard for a screening
programme is to meet the rigorous
criteria described by the National
Screening Committee (DoH, 2000). One
screening model from diabetes care that
has attained national recognition is the
Retinal Screening Programme (National
Screening Committee, 2004). Some of
the benefits for staff involved in this
programme have been a nationally

Table I. Screening criteria as described by Hudson et al

(1988).

The disease: Must have a definite effect on quality of life.
Must affect substantial numbers of people.
Must have a natural history that is well
understood.

Must have an asymptomatic period during
which early detection and intervention reduce
morbidity, mortality or both more than when
compared with later intervention.

The early Must be sensitive, specific and predictive.
detection test: Must be safe.

Must be inexpensive. Follow-up costs for further
evaluation should be considered.

Must be easy to administer.

Adequate human and equipment resources
should be available.

Must be acceptable to healthcare providers and
service users.

Early intervention: Must be more effective than late intervention.
Must have benefits that outweigh risks.

Resources must be available for follow-up
diagnostic or therapeutic intervention if required.
Must be acceptable to healthcare providers and
service users.

recognised qualification and parameters
for achieving and maintaining competence.
The National Screening Committee
(2004) recommends that, in order to
set up a successful national screening
programme, the requirements include: a
national champion (an enthusiastic and
highly committed individual from any
background willing to lead the research
on the anticipated screening programme);
the involvement of people with diabetes;
and accreditation of screeners for
attaining and maintaining competence.
For the service user, the benefits would
be integral quality assurance of individual
practitioners and the programme as a
whole (DoH, 2000).

Conclusion

The  development of non-role-
specific workforce competences raises
questions of who should be screening
for the diabetic foot. Should podiatrists
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Table 2. Some, in the author’s opinion, distinct

differences between screening and assessment.

Screening

Assessment

Detects early disease

Establishes a diagnosis

Involves tests that have predictive
value and an agreed cut-off point

for referral

Involves clinical decision-making
skills and clinical autonomy for
onward referral

Requires a healthcare worker

trained for competence in
screening

Usually requires a healthcare
professional

Does not involve a treatment plan

Decides on a future management
plan

Patient does not influence
outcome

Patient may influence outcome

Is a continuous process at

predetermined time intervals

called surveillance

Reassessment is patient-led
depending on symptoms or
response to therapy

€Issues of
consensus on
screening tests
need to be resolved
by the professional
diabetic foot
community and
screening criteria
should aim for
National Screening
Committee
standards (DoH,
2000) in order

to provide our
service users with
a workforce that

is competent to
deliver a quality
assured foot
screening service.’

still be involved in primary diabetic
foot screening? Would their skills be
better utilised by a supervisory or
management role for a dedicated foot
screener? Is there a role for training and
development of support workers (Webb
et al, 2004) and how is it quality assured?
Issues of consensus on screening tests
need to be resolved by the professional
diabetic foot community and screening
criteria should aim for National Screening
Committee standards (DoH, 2000) in
order to provide our service users with a
workforce that is competent to deliver a
quality assured foot screening service. H
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