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of podiatry: a scoping review
Sally Abey1*  , Krithika Anil2, Philip Hendy3 and Sara Demain4 

Abstract 

Background: The concept of person-centred care is embedded within healthcare policy, focusing on long-term 
conditions and multimorbidity. The evidence that person-centred care is being operationalised effectively across all 
areas of healthcare is limited. The aim of this scoping review was to explore the application, features, and effectiveness 
of person-centred care with service-users, carers, and the community within podiatry.

Methods: The scoping review was based upon Arksey and Malley’s five stage framework. The following databases 
were searched between January 2010 and March 2021: AMED, CINAHL, Embase, Cochrane library, SocINDEX, British 
Education Index, Business Source Complete, MEDLINE (EBSCO), and the EThOS ’Global electronic thesis and dis-
sertation’ repository, Prospero, and reference lists of included papers. Primary research articles were included if they 
reported on a person-centred care focused intervention with podiatry. Research terms were developed, appropriate 
databases identified, and an initial search resulted in 622 papers which, following removal of duplicates and critical 
appraisal, resulted in 18 eligible papers. Data extracted involved the types of person-centred care utilised, intervention 
details, motivations for engaging in person-centred care interventions, and intervention barriers and challenges.

Results: Eighteen articles were included in the review. The main type of person-centred care utilised was patient/
carer activities around self-management. None of the studies considered the role of the podiatrist as a person-centred 
care agent. The data on interventions generated the following themes ‘service facilitated person-centred care’ where a 
change has been made to service delivery, ‘direct clinician delivery’ where the intervention is delivered by the clinician 
with the patient present and ‘patient instigated participation’ where patient motivation is required to engage with an 
activity beyond the consultation. Outcome measures associated with quality of care and effectiveness were absent.

Conclusion: There is a lack of congruency between the concept of person-centred care and how it is operational-
ised. A whole system approach that considers commissioning, organisational leadership, the role of the practitioners 
and patients has not been considered. There is immense scope for the podiatrist to play an important part in the 
personalised-care agenda, but currently research that can evidence the effectiveness of person-centred care in podia-
try is absent.

Review registration: Open Science Framework (osf. io/ egjsd).
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Introduction
There is growing international agreement that imple-
mentation of person-centred care should be utilised to 
support patients with multimorbidity to improve qual-
ity of life and promote self-management strategies [1]. 
Podiatrists play an important role in monitoring, edu-
cating and treating people with long term conditions, 
including peripheral vascular disease (PVD), arthropa-
thies, dementia, mental health issues, and musculo-
skeletal (MSK) pathology, contributing to service-user 
mobility [2], reducing the risk of amputation in older 
people with comorbidities [3, 4], and reducing foot 
pain [5].

The podiatrist is, therefore, well placed to engage 
the service-user in self-management strategies [6] and 
shared decision making [7]. This might include sign-
posting to information relating to their condition and/
or other healthcare services, whilst promoting positive 
activities related to health and wellbeing designed to 
encourage behaviour change. However, how the pro-
fession of podiatry currently operationalises the con-
cept of ‘patient-centred care’ is unclear; hence, this 
scoping review to consider the concepts and charac-
teristics of person-centred care outlined below [8]. 
The review aim is to understand the settings within 
which podiatrists work, their engagement with per-
son-centred care, its effectiveness and resource impli-
cations alongside barriers and facilitators to identify 
gaps in knowledge.

Review aim
The scoping review sought to examine person-centred care 
by podiatrists globally and identify areas where research 
has yet to be conducted.

Objectives of the systematic scoping review were to:

1. identify the settings, types of person-centred care 
utilised, and management of those person-centred 
care interventions delivered by podiatrists

2. identify the effectiveness, efficiency, resourcing, and 
cost implications of the interventions used within a 
podiatry context

3. determine why service-users, carers, and commu-
nities engage with person-centred care initiatives, 
and the challenges and barriers that exist for all 
parties

Method
Protocol and registration
The protocol was developed using the preferred 
reporting items for systematic reviews and meta-
analysis (PRISMA) checklist, agreed with the research 
team [9] and registered with the Open Science Frame-
work retrospectively on 07.02.2021 (Registration num-
ber: osf.io/egjsd). The scoping review uses Arksey and 
Malley’s five stage framework to provide an overview 
of the literature leading to summary, synthesis and 
reporting [10].

Inclusion criteria
Participants
The review considered articles inclusive of all ages receiv-
ing podiatry care and any duration and/or severity of a 
podiatry-related condition. Podiatry care was defined as 
care given by a qualified professional describing them-
selves as a podiatrist and where the standards of profi-
ciency were considered equal to, or above, those set by 
the Health and Care Professions Council (HCPC) [11].

Intervention
Articles examining or reporting a person-centred care 
focused intervention relating to podiatry care were 
included. An article was identified as person-centred care 
focused if it included at least one of the following con-
cepts as outlined in the Comprehensive Model of Person-
alised Care [12]:

• Seeking to enable choice (including legal right to 
choice)

• Supporting self-management
• Shared decision making
• Social prescribing and community-based support
• Personalised health budgets and integrated personal 

budgets
• Personalised care and support planning

Types of literature
Study designs included: randomised controlled trials 
(RCTs), non-RCTs, quasi-experimental, pre-, and post- 
studies, case studies, observational studies, systematic 

Keywords: Scoping review, Podiatry, Patient-centred care, Patient centred-approach, Person-centred care, Person-
centred approach
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reviews, and qualitative studies. Opinion pieces, com-
mentaries, book reviews, conference proceedings and 
non-systematic literature reviews were excluded. All arti-
cles reviewed were in English.

Information sources
A librarian specialising in health was consulted to ensure 
a comprehensive review of research databases and grey 
literature. The searches were conducted electroni-
cally within the following databases: AMED, CINAHL, 
EMBASE, Cochrane database of systematic reviews, 
SocINDEX, British Education Index, Business Source 
Complete, and MEDLINE  (EBSCO). United Kingdom 
(UK) doctoral theses were accessed via EThOS and the 
‘Global electronic thesis and dissertation’ repository. 
A secondary search within Prospero was conducted to 
identify systematic reviews. Finally, the reference lists 
of the review papers were searched to identify further 
publications. The search terms used can be viewed in 
Appendix 1.

Data items and data analysis mapping matrix
A data analysis mapping matrix was developed outlining 
the objectives of the scoping review and a data extraction 

table with the data types for collection. The data mapping 
matrix confirmed that each objective had at least one data 
extraction type mapped to it and indicated the types of 
data that might be found within the studies. A decision 
was made to record ‘types of person-centred care’ based 
upon the definitions stated by National Health Service 
(NHS) England within the Comprehensive Model of Per-
sonalised Care [12]. These definitions are not used beyond 
England but provide categories for the types of person-
centred care using an easily interpreted description.

Study selection and data extraction table
Citations, abstracts, and full-text papers were indepen-
dently reviewed by three investigators (SA/PH/KA) 
against the inclusion criteria. Any disagreements arising 
between reviewers were resolved through discussion. The 
study selection process is displayed in the PRISMA flow 
diagram (Fig. 1).

The data extraction table was piloted to agree defini-
tions and data extracted as follows: geographical location, 
setting, study aim, research methodology and demo-
graphic data of the recipient group. Intervention char-
acteristics and outcomes including intervention type, 

Fig. 1 PRISMA flowchart
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delivery format, management of the intervention, evi-
dence of effectiveness, efficiency, resourcing, cost impli-
cations, reasons for engagement, challenges and barriers 
encountered, and conclusions were also recorded.

No standardised definition exists for self-care and self-
management and is used interchangeably in the literature 
to refer to separate concepts [13]. We define self-care as 
activities that promote general health (physical and men-
tal) based on the individual’s choice, whilst self-manage-
ment are activities guided by the support of others such 
as family or a health professional.

Quality judgement
The Hawker et  al. [14] critical appraisal tool was used 
to systematically assess research articles with differing 
study designs to assign a total score based on the qual-
ity of each research article. This was divided into category 
scores of low (9 to 17), fair (18 to 26), and high (27 to 36).

Results
Description of studies and their characteristics
Following a search of the databases, 622 citations were 
identified with a further 27 yielded from additional sources. 
Duplicates resulted in 54 citations being removed leav-
ing 595 from which a further 119 were excluded following 
review of the title and abstract. Searches were concluded 
by 1.3.21. Upon full text reading a further 89 papers were 
removed and a further 12 removed upon critical review by 
authors, KA, PH and SA leaving 18 papers included in the 
scoping review (Fig.  1). The primary reasons for exclud-
ing studies at the full-text reviewing stage were: confer-
ence abstracts only available, no intervention, not related 
to person-centred care or did not meet the standards of 
proficiency set by the HCPC [11]. Table 1 displays the char-
acteristics of the studies included in this review. However, 
information, such as age or gender are missing. The missing 
data was either not reported by the study or not applicable.

Geographical distribution of studies
Geographical distribution represents countries where 
data were collected for each study (Fig. 2). Of the 18 stud-
ies, 11% were multi-sites. Australia [15, 18, 21, 26–28] 
contributed 33% of the papers and the United Kingdom 
22%, representing 55% of the research undertaken in the 
area of person-centred care.

Setting/context
A variety of settings were represented with 41% at mul-
tiple sites [4, 16, 21, 26, 27, 29, 30]. Community settings 
accounted for 27% [15, 17–19, 28] with a further 6% in 
the home [25], and 16% at podiatry clinics or medical 
centres [23, 24, 31]. Eleven percent of the studies did not 
state the context or setting of the study [28, 29].

Study aims
Diabetes was the main focus of 72% of the studies 
reviewed [15, 16, 18–20, 23–25, 27, 29, 30], with 6% 
focusing on patients with PVD [5], 6% on patient with 
chronic disease [28] and 12% on those with visual impair-
ment [24, 25]. None of the studies specifically used the 
term person-centred care (or a similar term) within their 
aims. There was, however, reference to ‘foot self-care and 
self-exam’ by one study [30], but these terms were not 
defined. ‘Foot examination’ using touch and smell along-
side usual care was clearly outlined by one study [25]. The 
aims relating to diabetes varied from reducing amputa-
tion rates 6% [16], prevention, or early identification, of 
ulceration at 22% [20, 24, 29, 30]. One study looked at the 
prevention of falls in an older population with disabling 
foot pain (6%). Comparison of effectiveness of different 
education methods in relation to changes in foot health 
behaviours and attitudes was considered by one study 
(6%). Two studies (11%) focused specifically on Abo-
riginal and Torres Strait Island people. Chuter et al. [27] 
undertook a systematic review to consider ‘programmes’ 
which had successful outcomes in terms of foot related 
complications due to diabetes and Hu et  al. [28] con-
sidered the differences between those who undertook a 
programme designed to support better chronic disease 
management and those who did not. Four studies (22%) 
undertook a service or pathway development approach 
[4, 17, 19, 26] in relation to how the service was opera-
tionalised [17, 19, 26], the feasibility of an integrated ser-
vice [4] and cost-effectiveness and service improvement 
benefiting patients and clinicians [17].

Intervention focus
The scoping review considered who the person-centred 
care intervention was aimed at, which was categorised as 
‘person/carer’ (56%) [15, 18, 20, 21, 23–25, 29–31], ‘prac-
titioner’ zero studies, and ‘service’ one study [19]. The 
remaining studies combined ‘person/carer’ and ‘practi-
tioner’ (6%) [22], ‘person/carer’ and ‘service’ (17%) [4, 17, 
26] or all three categories (17%) [16, 27, 28].

Intervention types employed
The data extracted was analysed using descriptive quali-
tative analysis [32, 33] and initially coded by author, 
SA. Emergent categories were noted and subsequently 
checked for coherence by the authors, KA and SA 
(Table 2) leading to three overarching categories.

Category 1: service facilitated person‑centred care
This theme describes a concept where an intervention 
made a structural change to service delivery for the pur-
poses of person-centred care and has three sub-themes. 
The sub-theme ‘referral pathways to access assessment/
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care’ describes increased access to a range of services for 
patients with diabetes [16] and improvements for access 
to podiatry services via self-referral [17]. The sub-theme 
‘multidisciplinary approaches’ describes changes to care 
delivery where a group of healthcare professionals com-
bined their expertise for the assessment and treatment of 
an individual patient [16, 29]. ‘Clinician empowerment’ 
was represented by one study which described giving 
more control over prescribing choices to clinicians to 
improve patient outcomes [19]; however, this paper did 
not specify from where power was transferred.

Category 2: direct clinician participation
The theme ‘direct clinician participation’ describes a con-
cept where the intervention is directly delivered by the cli-
nician to the patient and has six sub-themes. This could be 
a treatment intervention, a person-centred care activity or 
referral to another clinician based on the patient’s needs. 
It is an activity that is instigated and led by the clinician. 
The sub-theme, ‘teaching via educator’, includes clinicians 
giving educational information to patients during consul-
tations, and educational sessions/groups set up outside 
of the consultation [15, 20, 23, 30]. ‘Self-care remind-
ers’ describes a mobile phone app reminding patients to 
engage with self-care activities [18]. ‘Standard monitor-
ing and usual treatment protocols’ captures studies where 

participants received their usual care alongside the study 
intervention [20, 21, 27, 29]. ‘Referrals to promote health 
change behaviours’ describes those studies which included 
interventions designed to promote healthy behaviour 
changes such as smoking cessation, weight loss and exer-
cise regimes [4, 26, 28]. The sub-theme ‘motivational 
interviewing’ represents two interventions: one utilising 
motivational interviewing [23] and one utilising moti-
vational interviewing plus focused counselling to influ-
ence self-care behaviours [31]. ‘Education digitally-based’ 
describes online education utilising a web-based online 
toolkit for supporting informed footwear choices [22].

Category 3: patient instigated participation
‘Patient instigated participation’ reflects interventions 
where patient initiation was required outside of the 
influence of the clinician and has four sub-themes. The 
sub-theme ‘self-care’ represents those studies which 
required the patient to undertake self-care of their feet 
between consultations [15, 29, 30]. Two studies [16, 21] 
incorporated paper-based education resources such 
as leaflets, and are represented in sub-theme ‘educa-
tion paper-based’ [15, 16]. The ‘telehealth’ sub-theme 
includes mobile phone apps, and the use of a temperature 
mat to detect daily changes in foot temperature [18, 24]. 
‘Non-visual foot exam’ represents one study focusing on 

Fig. 2 Geographical distribution of studies
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individuals with significant sight problems utilising smell 
and touch to identify potential foot issues [25].

How interventions were delivered and types 
of person‑centred care
It was not always clear how interventions were delivered 
(28%) [4, 20, 25, 27, 30]. Five of the studies (28%) pro-
vided ‘face to face education’ [19, 23, 26, 29, 31], with 
three (17%) providing ‘educational literature’ such as 
leaflets [15, 16, 21], and one study using audio-visual 
sessions (digital education) [15]. ‘Health technology’, 
such as mobile phone apps [18], an online toolkit 
[22] and remote temperature measuring [24] were 
utilised by 17% of studies. One study utilised a ‘pre-
scribed therapy’ such as orthotic issue combined with a 
footwear voucher [21] with patients undertaking a ‘self-
administered’ exercise programme at home [21]. Finally, 
one study used an online referral system to deliver the 
intervention [17].

Types of person-centred care were identified based on 
the definitions outlined previously: supports self-man-
agement (78%) [15, 16, 18, 20–31], personalised care and 
support plans (17%) [4, 19, 22], enabling choice (6%) [17], 
and shared decision making (6%).

Types of method and data collection utilised
Systematic reviews (22%) [20, 27, 29, 30] and randomised 
controlled trials (22%) were the most utilised methods. 
The types of RCT implemented differed across studies, such 
as ‘parallel group randomised controlled trial’, ‘pilot ran-
domised controlled trial design’ and ‘quasi-randomised 
trial’ [21, 23, 25, 31]. The most utilised primary data col-
lection method were questionnaires (28%) [4, 15, 17, 28, 
31] and observing health data (28%). Three studies used a 
combination of diaries, focus groups, questionnaires and 
observation of health data [4, 25, 28].

Main findings of the included studies
The main findings centred around four areas: improve-
ments in participants’ health status, health behaviour 
change, clinician practice changes, and improved service 
delivery. It is important to note that these findings should 
be approached with caution due to methodological flaws 
as revealed by the Hawker tool (see ‘Quality assessment 
of included studies’ section).

The majority of the studies reported improvements in par-
ticipants’ health status in the following areas: reduced ampu-
tations [16], reduced admission rates [19] number of days 
hospitalised [16], better metabolic control for those with 
type 1 and 2 diabetes [4, 19] and delayed microvascular com-
plications [19]. A reduction in falls was seen in older people 
suffering with severe foot pain [21] with increased patient 
satisfaction scores relating to a new diabetic foot service [16].

Health behaviour change was identified in 28% of the 
studies. Participants with diabetic foot ulcers reported 
they engaged more in their ulcer care using the mobile 
phone app [18], foot temperature monitoring was found 
to be beneficial in preventing foot ulceration [20], and 
non-visual foot checking was higher than conventional 
foot checking techniques in the visually impaired [25]. 
Collaborative approaches to education, include active lis-
tening and recognising the patient as the expert in their 
own care, increased knowledge retention and self-care 
behaviours utilising counselling and motivational inter-
viewing strategies as part of the education [31]. Finally, 
a systematic review by Navarro Flores et  al. [30] sug-
gests that behavioural changes such as promoting better 
hygiene habits, moisturizing, selecting the correct type of 
shoes and adequate foot care, support better metabolic 
control in diabetes and reduction in amputation rates.

Clinician practice changes characterised 18% of the 
studies, with two focusing on educational changes and 
one on motivational interviewing. The educationally 

Table 2 Frequency table of the interventions utilised

Category Sub‑category Frequency

Service facilitated person-centred care Referral pathways to access assessment/care
Multidisciplinary approaches
Clinician empowerment

2
2
1

Direct clinician participation Teaching via educator
Self-care reminders
Standard monitoring / treatment protocols
Referrals to promote health change behaviours
Motivational interviewing
Education digitally-based

6
1
4
3
2
1

Patient instigated participation Self-care
Education paper-based
Telehealth
Non-visual foot exam

3
2
3
1
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centred studies reported that effective foot care education 
required both written and audio-visual elements [15], and 
that footwear advice required inclusion of four aspects: 
practicalities, personal choice, purpose and pressure [22]. 
Motivational interviewing was used to support footwear 
adherence, however, this produced only a short term clini-
cally relevant effect (not statistically significant) increase after 
one week, with levels returning to baseline over time [23].

Improved service delivery represented 18% of the stud-
ies. Improved accuracy in patient triage and patient sat-
isfaction [17] was observed in one service evaluation, 
with increased quality of life scores for those with PVD 
following the introduction of a new integrated pathway 
pilot study [4]. Evaluation of an integrated service, with 
access to allied healthcare professionals at no extra cost, 
was made available to those with type 2 diabetes, which 
was felt by patients to increase their knowledge and to 
support adherence to self-manage their condition [26]. 
Finally, a systematic review to identify the provision of 
programmes seeking to reduce diabetic foot related com-
plications in Aboriginal and Torres Islander Australians 
found that no such programme existed [27].

Three (17%) of the studies produced findings that had 
more than one element of the categories outlined above. 
The use of technology to support self-monitoring using 
thermometry requiring both a change in clinician practice 
and behaviour change in the patient. This was a small case 
series pilot study where the initial findings were positive. 
Three of the four cases developed ulceration which was 
detected using thermometry, suggesting requirement for 
a larger scale research project [24]. A further study con-
sidered the introduction of a self-management of chronic 
disease programme for Aboriginal and Torres Islander 
Australians (service change) demonstrating increased 
uptake of other healthcare services by the participants 

(behaviour change [28]). However, the outcome of these 
contacts with other healthcare services and information 
regarding the patients’ disease progression is not reported. 
Finally, a systematic review determined a strong relation-
ship between the use of thermometry and therapeutic 
footwear in the prevention of recurrent foot ulceration, 
but that the evidence for some other widely used practices, 
such as foot-related exercises, single sessions of education 
and foot surgery to reduce ulcer recurrence was weak [29].

Outcome measures
Pre/post data outcome measures were used by 44% of the 
studies using tools such as: the Nottingham assessment 
of functional foot care [15], amputation rates and number 
of days in hospital [16], pain and function sub-scales [21], 
quality of life surveys [4, 28], the Edinburgh intermittent 
claudication questionnaire [4], footwear adherence and 
step count [23] a post-intervention survey of an online 
referral system [17] and knowledge, self-care and self-effi-
cacy behaviour questionnaires [31]. A further 33% studies 
recorded biomarkers such as body mass index (BMI), hae-
moglobin A1c (HbA1c) and muscle strength [4, 19, 21, 23, 
24, 28]. Four studies (22%) used a combination of biomark-
ers and pre-post data outcome measures. Those studies 
undertaking systematic reviews (22%) produced a narra-
tive synthesis [20, 27, 29, 30], and 16% of studies solely used 
qualitative data [18, 22, 26]. One study undertook a baseline 
‘podiatric check’ and repeated this at three and six months, 
but no details of the assessment were provided [25].

Effectiveness of intervention
Effectiveness was viewed as a measure of the extent to 
which a specific intervention achieved its aim for a speci-
fied population. A range of disparate interventions were 
reported in nine studies and are shown in Table 3.

Table 3  Summary of interventions and their outcome used in the included studies

Intervention Brief Outcome

Patient education [13] Improved foot health

Mobile app that monitored ulcers [14] Improved ulcer care but usability and accuracy require further development

Multifaceted podiatric approach [15] Reduced fall rates

Direct treatment from podiatrists [5] Podiatrists can successfully provide vascular assessment and person-specific advice 
on lifestyle changes

Remote temperature testing for selfcare activities [26] Supported self-care activities and improved identification of individuals requiring 
podiatric treatment

Non-visual foot inspection for vision impaired self-care [24] Increased likelihood of reporting a new foot problem to a podiatrist

Motivational interviewing [25] Short-term effectiveness

Patient education, counselling, and motivational interviewing [27] Increased knowledge retention and self-care behaviours, reducing need for addi-
tional podiatry clinic time

Development of a toolkit [28] Podiatrists in partnership with patients identified and addressed potential barriers 
to changing footwear
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Interventions impacting directly on services repre-
sented 28% of the studies. Effectiveness was reported in 
all cases in the following areas: reduced amputation rates 
[16], improved quality of care [16], reduced cost to ser-
vices [16], improved patient access to appropriate care 
[17, 26, 28], increased patient knowledge and disease 
awareness [26], reduced hospital admission rates [19], 
and improved patient satisfaction [16].

A systematic review focusing on patient education and 
regular monitoring treatment found these interventions 
to be mostly ineffective in prevention of diabetic foot 
ulcers, although plantar foot temperature guided avoid-
ance therapy was reported as having potential utility due 
to the robust study design [20]. Arad et  al. (2011) con-
ducted a systematic review examining the effectiveness of 
foot health programmes to reduced diabetic foot related 
complications for Aboriginal and Torres Strait Island peo-
ple and found inconclusive findings due to a lack of clar-
ity of some studies reviewed [27]. A systematic review by 
van Netten et al. (2016) supporting the use of specific self-
management and footwear intervention for the preven-
tion of recurrent plantar foot ulcers was identified [29]. 
Strategies aimed at behavioural changes were found to be 
effective for the metabolic control of diabetes and reduc-
tion of amputations, but methodological flaws suggested 
that the effectiveness should be treated with caution [30].

Efficiency and cost effectiveness of intervention
Efficiency was defined as reducing the cost of deliver-
ing a service as a direct result of the intervention. Most 
studies did not discuss efficiency (78%). One service 
improvement plan reported multiple interventions 
leading to a decrease in the number of days in hospital 
for patients and a 45% reduction per year in major and 
minor amputation rates resulting in a £300,000 saving 
per annum [16]. Another service improvement project 
improved triage via self-referral and reported the poten-
tial for reduced service costs and savings in relation to 
general practitioners (GPs) not being consulted unneces-
sarily [17]. Distiller et  al. [19] reported reduced rates of 
admissions for patients with diabetes but no related cost 
savings. Primary care integrated service with allied pro-
fessionals and GPs was reported as ‘cost efficient’ [26]. 
Of the 18 studies reviewed only one study provided costs 
relating to a footwear subsidy valued at $A100/£65 [21].

Reason for participant engagement with studies
No explanations were provided.

Barriers/challenges to participation with person‑centred 
care
Fifty-six percent did not report any challenges or barri-
ers to participation [15, 17, 19, 20, 22, 24, 26–28, 30]. Low 

participation engagement reported by 28% [4, 16, 23, 25, 29] 
and 17% ceased participation due to death, injury, illness, and 
lack of time to engage [4, 21, 31]. Attrition was described as 
‘external issues to the study’ by 6% [23], difficulties using tech-
nology by 6% [18], and a fear of developing wounds whilst 
undertaking prescribed exercise 6% [23]. Of these studies, 
11% reported more than one of these experiences occurring 
[4, 23].

Study funding
Overall, there were 30 grants awarded across the studies. Of 
the studies reviewed 61% [4, 15, 18, 20, 21, 26–28] received 
funding, 6% [24] stated that they received no funding and 
33% [16, 17, 19, 23, 25, 30] did not make a statement about 
funding. None of the studies stated the value of the funding 
received. There were three main funding streams: biophar-
maceutical or health related companies, Universities, and 
Government enterprises. Company funding was the most 
utilised, with 17 separate grants [15, 20, 29, 31]. One study 
accounts for 12 of the grants within this category [29]. Five 
grants came from University funding [18, 21, 22, 27]; one 
study gained two grants from different faculties [28]. A fur-
ther five studies received Government funding [4, 15, 21, 
26, 29]. Of those studies, one received three Government 
funded grants [4] and another received two grants [29].

Future research
Six studies (33%) did not discuss areas for future research 
or gaps in research [4, 15, 17, 18, 20, 24, 27], and 6% study 
stated nil research gaps [16]. Further investigation, devel-
opment of the research question or understanding of the 
mechanism of effect was cited by 33% [4, 23, 26, 28–30] 
and 17% suggested further testing with a different popula-
tion [20], setting [21] or larger cohort [24]. Development 
of technology (6%) [18] and testing the effectiveness of a 
toolkit developed during the study (6%) [22] was also cited.

Authors’ conclusions from the included studies
Some authors’ reiterated their findings (61%) [4, 15, 17–20, 
24, 27–30]. A further 33% added to their findings by discuss-
ing the potential for podiatrists to reduce falls [21], imple-
mentation of motivational interviewing for patients with 
diabetes [23] and teaching non-visual foot examination for 
the visually impaired [25]. Three studies commented upon 
the podiatrist’s role in; increasing patients making the right 
footwear choices [4], potential for employers to provide 
training to increase effectiveness of patient education to 
increase self-management [31]; and understanding complex 
relationships with other healthcare professionals as part of an 
integrated model of care [26]. Finally, one study commented 
on the need for more than service structures to be in place 
to reduce amputation rates but did not elucidate further [16].
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Quality assessment of included studies
Using the Hawker disparate data tool [14] the majority of the 
studies were deemed fair quality (53%), 29% high quality and 
18% studies low quality. Studies considered “fair” was based 
upon a lack of consideration for ethics and potential bias 
in their study design, sampling reporting and where state-
ments of generalisability were unclear. Coherent abstracts 
and titles, clear reporting of findings and implications led 
to ‘high’ categorisation. Studies categorised as “low” lacked 
information/clarity in their abstract, methods, sampling, 
analysis, generalisability, ethics and bias consideration.

Discussion
The aim of this scoping review was to illuminate to 
what extent person-centred approaches have been 
implemented, the types of interventions utilised and 
researched by podiatrists globally to make recommen-
dations for future research.

None of the 18 studies reviewed used the term ‘per-
son-centred care’ or an analogous phrase within their 
aims. Most of the studies focused upon patients with 
diabetes. However, PVD, lower limb MSK conditions 
and long-term conditions other than diabetes represent 
a significant proportion of the caseload for a podia-
trist [34, 35], but were poorly represented. The study 
aims relating to diabetes concentrated on reduction of 
amputation rates 6% [16] prevention, or early identifi-
cation of, ulceration at 22% [20, 24, 29, 30]. Only one 
study focused on MSK aspects of the role, considering 
the prevention of falls in an older population with disa-
bling foot pain [21], one study focusing on PVD [4] and 
another on long-term conditions [28].

Interestingly, none of the studies focused interventions 
on the practitioner alone, but two studies did consider 
the use of motivational interviewing [23, 31], focusing on 
the success of motivational interviewing as an interven-
tion in relation to footwear adherence [23] and self-care 
behaviour changes [31]. However,  to deliver person-cen-
tred approaches to care, the practitioner’s own ideology, 
drive for fostering a change in practice and commitment 
to partnership working [7, 36, 37] is critical. Research that 
explores skills and attitudes required by the podiatrist to 
practice person-centred care and the support required by 
senior management is currently absent from the literature.

The intervention types employed (see Table  2) proved 
interesting in relation to the agency of the clinician and/
or patient and three overarching themes were developed. 
The second theme, ‘direct clinician participation’ describes 
the clinician’s opportunity to influence the partnership by 
engaging with, or referring, the patient during the consul-
tation or continuing to influence the patient outside the 
consultation with self-care reminders. Although there is 
no guarantee that the clinician’s interventions will result in 

patient behaviour change, there is potential to moderate 
and adapt their own behaviours in response to the feedback 
from the patient. However, none of the studies considered 
the clinician’s role as an influencer within the patient/carer 
dynamic. There was no discussion around patient choice, 
skills and confidence within a person-centred care frame-
work, or shared decision making. Only one study consid-
ered patient knowledge and how it links to patient outcomes 
[31]. Overall, the function of the podiatrist’s role in practic-
ing person-centred care approaches to care remains unclear.

The third theme, ‘patient instigated participation’ cap-
tures those interventions that require patient motivation 
to engage with activities that may directly or indirectly 
impact on their health such as phone apps to measure 
wounds and temperature mats to detect temperature 
changes. The temperature mat study [24] detected tem-
perature changes in three of the four participants result-
ing in ulcer detection and early treatment. A further study 
[25] explored the use of non-visual foot examination for 
the visually impaired with diabetes. These studies support 
further investigation to understand the utility for self-
management and better patient outcomes.

The methodologies and data collection methods used 
both quantitative and qualitative approaches, but there 
is scope to conduct research in the area of podiatry using 
a mixed methodology with the focus on the podiatrists’ 
attitudes, demonstrable behaviour and skill in the area of 
person-centred care. Understanding the experience for the 
patient and researching the impact on health behaviour 
change and outcomes is critical to developing a clear under-
standing of the profession’s status and impact in this area.

Various outcome measures were utilised in eight pre/
post study designs. However, outcome measures such 
as the patient activated measures (PAM) [38], patient 
reported outcome measures (PROMs) [39], and patient 
reported experience measures (PREMs) [40], which are 
associated with measuring the quality and effective-
ness of person-centred approaches to care [38], were 
absent from these studies with limited use of quality of 
life (QoL) measures. These types of measures support 
increased communication between the patient and cli-
nicians and are important for improving processes and 
clinical outcomes based upon evidence.

Motivational interviewing was present in just two of 
the studies [23, 31], despite its utility for supporting 
behaviour change [41] and other strategies that can be 
used by the healthcare professional such as shared deci-
sion making [12], illness integration support [41], and 
guided self-determination [41, 42] were all absent. Co-
production [12], peer-support [12, 43], health coaches 
[44] were also absent from the studies. Due to the lack of 
clear aims or clear outcome measures, over a quarter of 
the studies could not be judged in terms of effectiveness.



Page 13 of 15Abey et al. Journal of Foot and Ankle Research           (2022) 15:63  

Clear recommendations for future research
This scoping review offers some insight into examining 
and implementing person-centred care in the discipline of 
podiatry. This review indicates that the podiatry profession 
requires research that focuses on a whole system approach, 
inclusive of commissioning, leadership and infrastructure, 
and podiatrist skills development as deliverers of personal-
ised care recognising the patient’s role in the partnership. 
There is potential to extend the focus beyond diabetes, con-
sider behaviour change in the patient and include outcomes 
that measure quality and effectiveness. Specific areas for 
future research should include the identification of areas of 
person-centred care where podiatrists can contribute most 
effectively, such as the development of tools that support 
podiatry related person-centred care which could include 
podiatry psychometric instruments, foot examinations with 
the patient’s perspective represented around facilitators and 
barriers, use of telehealth and other health technologies. 
This should be augmented by utilising mixed methodol-
ogy approaches with a focus on the podiatrists’ attitudes, 
demonstrable behaviour, and skill in the area of person-cen-
tred care, which are areas yet to be explored. The evidence 
base for behaviour change, such as using motivational inter-
viewing, understanding patient attitudes towards podiatry 
care should be increased. There is also a requirement for 
research that explores skills and attitudes required by the 
podiatrist and the support offered by senior management.

Limitations
The scoping review only included papers written in Eng-
lish which may have excluded relevant papers published 
in another language. A UK-centric definition of person-
centred care was used that may have skewed the results 
since we included studies from other countries. Addi-
tionally, studies from countries that did not meet the UK 
podiatry standards were excluded, possibly resulting in 
some relevant data being excluded from this review. The 
database searches were comprehensive, but the authors 
recognise that some articles pertaining to person-centred 
care could have been missed resulting in loss of relevant 
data. No standard framework, such as the Template for 
Intervention Description and Replication (TiDIER) frame-
work [45], was used to extract data from the studies as no 
appropriate framework was found to address the review’s 
objectives. Finally, intervention effectiveness was limited 
to a narrative analysis since this is a scoping review.

Conclusion
The scoping review illustrates that a research gap exists 
between the concept of person-centred care and its opera-
tionalisation. Research to date has tended to focus on dis-
crete areas of activity around self-care, without regard to the 

whole-system within which that activity was delivered. The 
lack of outcome measures that are associated with quality 
of care, improved health outcomes and effectiveness fails 
to offer the profession evidence to support the develop-
ment of person-centred care practice in podiatry that could 
be used to influence commissioners, organisations, practi-
tioners, and patients. Podiatrists’ client base includes those 
with long-term conditions and multimorbidity providing 
an opportunity to contribute significantly to the aims of the 
personalised-care agenda, by supporting self-management, 
employing shared decision making, and by engaging with 
social prescribing and community based-support.

Appendix 1
Search terms using Boolean phrases

Search terms will include ‘AND podiat*’

1.patient-focus* care Synonyms for approach to practice

2.person-focus* care

3.patient-cent?d care

4.person-cent?d care

5.patient-cent?d practice

6.person-cent?d practice

7.patient-centric

8.Community based care

9.Family cent?d care

10.Relationship cent?d care

11.Patient-led care

12.Individuali?ed care

13.Universal personali?ed care

14.Self-manage* care Education interventions

15.Self-manage* Educat*

16.Self-care

17.Patient educat*

18.Service-user educat*

19.Public educat*

20.Community educat*

21.Patient activation measure Outcome measures used as 
baseline22.PAM?

23.Patient reported outcome 
measure*

24.PROM?

25.Patient cent?d outcome*

26.PCOM?

27.Patient reported impact 
measure*

28.PRIM?

29.Patient reported experience 
measure*

30.PREM?
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Search terms will include ‘AND podiat*’

31.Motivational interview* Interventions

32.Support planning

33.Enabling choice

34.Personal health budget

35.Integrated personal budget

36.Co-produc*

37.Peer support*

38.health coach*

39.group activit*

40.asset-based approach*

41.social prescri*

42.shared decision making

43.shared decision-making

44.SDM

45.Behavio?r chang*

46.Making every contact count

47.MECC
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