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The POINT project is a collaboration between D-Foot International and

the International Federation of Podiatrists. The POINT documents create a
standardised staged competency framework for the inclusion of podiatric

skills worldwide in the management of diabetic foot disease. The presence of
podiatrists with unique skill sets as part of the multidisciplinary diabetic foot team
is well established in the literature. Many countries, especially those in lower- and
middle-income regions do not have podiatrists available as part of their team.
The POINT document, which is a multidisciplinary consensus, identifies the skills
needed to provide podiatric skills across four levels, irrespective of the presence
of podiatrists. The document provides guidance for three groups: firstly, for
diabetic foot teams in identifying areas of strength and weakness; secondly,

for teams without podiatrists to identify the podiatric skills needed; finally, for
decision makers to be informed of the skills that can be provided by podiatrists.
The POINT document is now to be disseminated widely for local translation and

implementation.
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he POINT (podiatry for international
T diabetic foot teams) project is a
collaboration between D-Foot

International and The International Federation
of Podiatrists (FIP-IFP). D-Foot International,
formerly the Implementation arm of the
International Working Group of the Diabetic
Foot (IWGDF), is an international, non-profit
registered association, promoting the global
profile of diabetic foot prevention and care
through awareness, guidance, education,
research and professional development (www.d-
foot.org). It is a multidisciplinary network of
clinicians involved in the management of
diabetic foot disease with a network of over
150 countries around the world. FIP-IFP is an
international membership organisation of
podiatrists representing 28 countries. It has,
for 70 years, promoted the practice of podiatry
worldwide, showcasing what podiatrists can
offer in all areas of lower-limb and foot health.

The aims and objectives of this collaboration
were to:
I Facilitate the introduction of a staged

podiatry competency training framework

in countries where diabetes foot care

infrastructures currently exist

[ In relation to the above, provide a
standardised, staged, competency-based
framework for podiatry training on a regional/
international level

[ Utilise the D-Foot-initiated foot care as an
access point for development of podiatry
in countries where podiatry does not
formerly exist

M To explore definitions regarding differing
levels of podiatry/diabetic foot care and to
align the skill levels associated with each level.

The presence of diabetes continues to increase
globally with an estimated 629 million people
living with the condition worldwide by 2045
(International Diabetes Federation, 2017). Even if
the prevalence of diabetic foot disease remains
stable, the number of people suffering from the
condition will continue to increase due to the
increase in numbers of people with diabetes
(Susan et al, 2010). In 1989, the St. Vincent
declaration, a joint initiative between the World
Health Organization (WHO) and the International
Diabetes Federation (IDF) included 5-year
targets for improving outcomes in patients with
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diabetes, including reducing amputation rate
by half (Krans et al, 1992). Nearly 30 years later,
the reality is that that with an increase in the
prevalence of diabetes, the rates of ulceration
and subsequent lower-extremity amputation
continue to rise (Buckley et al, 2012). Patients
with diabetes should receive best practice,
irrespective of geographical location (World
Health Organization, 2002).

The role of the podiatrist in the maintenance
of mobility and good foot and lower-limb
health is acknowledged in the literature (Brodie
etal, 2001; Alcacer-Pitarch et al, 2011). The
specific role of podiatrists in the management
of the diabetic foot covers a broad range of
practical skills throughout the disease process
and is crucial to the effective management
of the condition (Boulton et al, 2005; Sloan et
al, 2010). The particular skills of podiatrists in
the assessment of gait patterns and pressure
reduction are pivotal in the prevention of
ulceration in the neuropathic foot (Kim et al,
2012). Despite the evidence and guidance
supporting the inclusion of podiatrists, there
remains a great variance in diabetic foot
management and practice worldwide (Abbas et
al 2011; Holman et al 2012).

IWGDF produces evidence-based guidance
to support clinicians and healthcare systems
to strive for best practice in diabetic foot
management every 4 years using the GRADE
recommendations (Guyatt et al, 2011). Such
guidance will only have an impact on clinical
outcomes when it is implemented (Woolf et al,
1999). This guidance recommends the inclusion
of podiatrists in the delivery of care for patients
with diabetic foot disease. In the absence of
suitably skilled podiatrists to deliver guidance-
based care, the implementation of guidance
becomes difficult. In countries where guidance
has been fully incorporated, the profession of
podiatry is well established.

The POINT team was made up of
representatives from both organisations across
a variety of geographical and professional
boundaries. The authors met to discuss the
challenges in delivering good podiatric care
to patients with diabetic foot disease in the
absence of podiatrists or where podiatry has
been under-developed. The authors also
discussed the challenge of the myriad of
different names and titles for podiatry globally.
The authors give gracious acknowledgement
to the Podiatry Competency Framework for
Integrated Diabetic Foot Care (TRIEPodD-UK,
2012), which identified skills across six levels
of podiatric practice needed in the UK. The
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authors utilised this document as a basis for the
identification of skills and adapted it for practice
in the international arena. The skills identified

by discussion and aided by the TRIEPodUK
document were wide ranging and covered

the breadth of management of diabetic foot
disease. Dependent on geographical location
and resources, skills were performed by different
members of the multidisciplinary diabetic foot
team (MDT). Through MDT discussions, members
achieved consensus on what constitutes
podiatric input into the management of diabetic
foot disease. The consensus and the resulting
POINT document illustrates that the skills
needed are more important than the profession
delivering them.

Podiatrists are often heralded as the
gatekeepers to the MDT and have a specific
set of skills, which can identify those in need of
targeted interventions (Rogers et al 2010, Paisey
et al 2018). Data have shown that it is not just
about the interventions given, but the delivery
of interventions as part of a multidisciplinary
team that leads to improved outcomes
(Jeffcoate and Young, 2018; Paisey et al, 2018).

Unlike many healthcare professionals,
the presence and practice of podiatry varies
around the globe (Brockmann et al, 2009). This
is of particular relevance in low- and middle-
income countries where healthcare services
are less developed yet 75% of the global
population with diabetes live in these countries
and the practice is podiatry is less developed
(International Diabetes Federation, 2017).

The POINT document is an attempt to guide
MDTs to which skills are needed in the delivery
of evidence-based diabetic foot care irrespective
of the inclusion of podiatry in individual teams.

The arguments for the delivery of diabetic
foot care in a multidisciplinary manner are well
made and prevalent throughout the literature
and guidance (Edmonds et al 1986; Apelqvist et al
2000; Krishnan et al 2008; Moore et al, 2014). There
is a lot of evidence regarding the structure of MDTs
and their geographical delivery (Moore et al, 2014).
Such teams traditionally were hospital-based with
care focussing on the management of the acute
foot episode of the disease (Edmonds et al, 1986;
Mickan et al, 2005; Driver et al, 2010; Rogers et al,
2010; Chiu et al 2011). Prescriptive team models
appear to be less relevant in modern practice due
to the variety in healthcare settings, delivery and
reimbursement models, which can vary widely
(Basu and Hassenplug, 2012; Faulkner et al, 2012).
The international drive towards integrated, person-
centred healthcare means that an MDT no longer
refer to teams based in the one location, but upon
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Box 1. The POINT document’s practices across 13 seperate domains of diabetic

foot care.

Generic skills

Diagnostic imaging

Assessment/diagnosis Dermatology

Pharmacology Peripheral vascular disease

Charcot foot

Ulcer prevention Surgery

Dermatology

Wound care Painful peripheral neuropathy

Research/audit and leadership
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shared characteristics (Fitzgerald et al, 2009; Driver
etal 2010; Chiu etal 2011).

The POINT document aims to be broad enough
to implement across all types of teams irrespective
of structure or location of care (Vyt, 2008; World
Health Organization, 2017). Any decision on the
individual design of teams are politically sensitive
and are best made at local level where the
individual team members are best placed to design
services around the local population and service
needs (Porche, 2006; Donaldson et al, 2014). The
patient with diabetic foot disease is a challenge
with multiple morbidities requiring the input
from a large number of different professionals
(Boulton et al, 2005; Bus, 2012). At different times
in the journey of diabetes, different healthcare
professionals will be at the forefront in the design
and delivery of care, while still operating within the
MDT (Plank et al, 2003; Armstrong et al, 2013). Each
location will have its own challenges even within
the same region.

The consensus among the members of the
POINT team is that while ideally all the skills
identified are performed by healthcare workers
with specific podiatric training, the reality is likely to
be much different. The POINT document includes
practices across 13 separate domains of diabetic
foot care [Box 1].

The document is designed to be as
comprehensive as possible without being
prescriptive about the way in which care should
be delivered. As with most multidisciplinary
discussions, the group reached a compromise
identifying four distinct levels of care, which
could be defined as podiatric practice globally.
Each level in the document is an increase on the
previous level in complexity of skill. This makes for
a lengthy document because within each level
there is further distinction between knowledge
and skills. There is an implied understanding that
individual practitioners at any level are aware of
their own limitations of knowledge and practice.
Practitioners currently practising within the arena
may find this quite repetitive and such explicit
detail unnecessary. The POINT team feel that this is
imperative in order to prevent any confusion across
language and cultural barriers. All skills identified
atlevels 2, 3, and 4 are in addition to those at

level 1. Practitioners at levels 1 and 2 of practice
should be supervised by those with higher levels
of practice. Ideally, this supervision and support
should be delivered by colleagues within the
same team environment where the expertise is
available locally.

In the opinion of the group, a country where
podiatric practice is well established is likely
to have practices towards levels 3 and 4 of the
model although this may be dependent on the
legislative frameworks in place.

The aim of the POINT guide to podiatric
practice in the management of diabetic foot
disease is threefold:

I As a training and development tool

for existing MDTs to assist them in

identifying areas of strength and weakness.

Acknowledging limitations within MDT

practice is an important part of the reflective

cycle for each team for quality improvement.

Care should be delivered consistently across

all domains of the model
I For areas where podiatric practice is not

available as part of the current MDT to identify
the skills needed in the absence of podiatrists.

For these teams, the model may be of use in

lobbying healthcare systems for increased

resources. If a team is able to identify areas of
need this can be addressed in future service
and training planning

1 The tool may be of use for decision makers to
be informed of the range of skills required to
deliver multidisciplinary diabetic foot teams,
as well as the pivotal role that podiatrists can
play in the overall management of diabetic
foot disease. The POINT document may
enable the identification of skills in the design
of training programmes either at a local
informal level or more formally at a regional or
national level.

The POINT project team are aware that MDT
foot practice is enhanced by the inclusion of
podiatrists (Driver et al, 2010), but cognisant that
in the absence of a definitive training syllabus
for the role of diabetic foot specialist podiatrists,
it can be difficult for diabetic foot MDTs to
implement best practice.

This model is not designed to be a syllabus
for training podiatrists, but a guide to the
skills needed to deliver evidence-based care
irrespective of professional or geographical
boundaries. A glossary of terms is also included
to aid comprehension across language and
cultural barriers.

As practitioners with an interest in the
management of the diabetic foot, many of whom
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work in multidisciplinary teams, the authors
know that the benefits of team working
extend beyond the clinical outcome. Informal
learning and networking that occurs between
team members is valuable to the patient
experience, as well as to the strengthening of
relationships between team members (Li et
al, 2009). It has been well documented that a
well-co-ordinated team that communicates
well leads to better patient outcomes (Coulter
et al, 2013). Indeed, Andrew Carnegie said:
“Teamwork is the ability to work together
toward a common vision — the ability to
direct individual accomplishments toward
organisational objectives. It is the fuel that
allows common people to attain uncommon
results” (Mercer and Myers, 2013). The POINT
team and both organisations share the
common vision for the inclusion of podiatry
across the globe in the management of this
condition, which places a large burden on
both patients and societies. Together, the
inclusion of podiatrists as gatekeepers to
MDTs can be promoted. Dissemination and
implementation of this document is now

a priority for both organisations. The first
step has been to reach consensus, now the
challenge really begins.
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