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Abstracts

Background

In this article the authors explore the current issues and Isamedated to achieving
successful outcomes to diabetic foot complications in India. Thisaalsigved by engaging
clinicians in taking ownership of the problems and facilitating thrertne identification of
solutions to action change in clinical practice.

Methods

This was accomplished through facilitating participants in thidysvia a process of problgm
identification and planning, the first phases of an action researcle approach. The
methods of data collection were focus groups, observations and indivichvarsations. The
data were analysed using a thematic framework.

Findings

Based on the practitioner's experiences and opinions, key themesideatified. Thes
themes had the potential to inform the changes needed in clinicaic@rao overcom
barriers and embed ownership of the solutions. Five themes werdigdehighlighting:
concerns over a fragmented service; local recognition of neekl;ofastandardised care
pathways; lack of structured assessment and an absence of aohsaléening. Combined,
the issues identified were thought to be important in preventing ytiemdessment and
management of foot problems.
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Conclusion

It was unanimously agreed that a formalised process of footsassasshould be developed
and implemented as part of the subsequent phases of the actionhrggeaess, which the
authors intended to take forward and report in a further paper. The aumatf is to guide
triage, education, care pathways, audit and evaluation of outcomestatawilof the
clinicians in developing a program and screening tool to implenmehteach these skills fo
others could be an important step in reducing the number of high-gsks tilaat are oftgn
resulting in the amputation of limbs.
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Background

India has the highest prevalence of people with diabetes in the [&®] which is predicted
to increase to 120.9 million by 2030 [3]. Aligned with this is an ‘epideof diabetic foot
complications with ulceration and infections having devastating conseegiéor lower limb
morbidity [4]. With trivial and avoidable foot lesions known to precede 85%eg@
amputations [5], the World Diabetes Federation asserts that droputgtes can be reduced
by 49-85% if strategies for preventing and treating foot lesemesimplemented [4]. A
multidisciplinary approach with preventative strategies canceedmputation rates by more
than 50% [6].

Evidence from the Western context [5,7-17] provides clear guidancédotiwe foot health
assessment and management. It would be natural to consider a toanisie ‘best practice’
from the West as being a potential and speedy solution to redtle@ngncidence and
prevalence of diabetic foot problems in India. However, it is ingpbrto recognise that this
best practice was born out of a Western health care systeasandesult, may not transfer
seamlessly to a system which is culturally very differf@jt The social, economic and
cultural profile of patients in India, their specific foot probterthe professional disciplines
they present to, the clinical locations, resources and communicaoagement are all
factors which have the potential to block the transfer of Wedtest practice into India.
Certainly, simply saying to colleagues in India ‘here is whatdw, now get on with it’ is
unlikely to deliver lasting and effective changes in practicetedns understanding the
philosophy and delivery of foot health management in the Indian contextrigcial step in
supporting the changes in clinical practice and hence the negatosmas of diabetic foot
complications. Previous attempts to transfer Western foot healttigerdo India did not
report this crucial step and this puts at risk any short temafite they may have generated,
[1,9,18].

Achieving sustained change in health care practice will talli rely on lasting engagement
of the practitioners within that service [19]. It is widely rgeized that implementing change
into clinical practice is difficult even when clinicians agraevith the evidence that
demonstrates a need for change [20-26]. Approaches that can furthge @ngetitioners in
the change process and that build local ownership of solutions aretbkelyer a better
chance of a lasting change in practice. Action research [27]rigyarly suited to this



challenge because it has the potential to enhance transfer ofekig@wivhilst concurrently

addressing the barriers to change that exist, because okddés in health care context
between the West and India. In the context of foot health in éshéhas the potential to be
a vehicle for identifying the multiple and complex differencesvben Western and Indian
contexts providing local ownership of the potential solutions and change process.

The aim of this research therefore was to better understatactigIndian) context related
to the assessment and management of diabetes related foot lwealigage clinicians in
taking ownership of the problem, to support the identification of localiyenl solutions to
the problems and then action change in clinical practice. The purpes&vemhance the
likelihood of local ownership of the transfer of Western practicthéolndian context and
increase the chances of lasting change at the specific health caig setti

Subjects, materials and methods

Approval for the study was obtained from the University of Salftlct® committee and the
hospital governance team at a major university hospital situatéhémnai, India. The
problem identification and planning phases of the action researcbaappwere adopted to
facilitate a mutually collaborative interpretivist perspectbetween the researcher and the
clinicians [19,28]. Achieving this synergy is a crucial elemerfatilitating change, which is
sustained over the longer term [29]. Action research is anivereyclical process, which
involves a reflective cycle of problem identification, action planniactjon, reflection,
evaluation and replanning [30,31]. The focus of this research was ontiflephases of the
action research cycle. In order to achieve these elements foups, observations and
individual conversations were the methods through which data wasctedlleThe
triangulation that the use of these multiple methods allowed amneasure that the data was
as reliable as possible and reflected fully what was bewggstigated. The process of action
research was aligned with the protocol and with justification for each stage (M)abl



Table 1 Research protocol as aligned with the Action research process

Phase of action Methodology Aim
research
1) Ownership Observations and informal discusswitls hospital To inform content of focus group question template.
staff. To capture an untainted picture of current pradtie®re the formal focus groups.
2) Problem Focus group with recruited participants from haapitCapitalises’ on the interaction between and amartigipants to stimulate and refine thoughts andpectives’
identification staff. (18).

Useful in deriving collective opinions of groups.

Useful when there are power differences betweenléisésion-makers and/or professionals, when expiatie
degree of consensus on a given topic (19).

3) Initial Action Observations and informal discussions following th€o observe and discuss further opinions regardartient points identified in the focus group.

planning focus group. To allow staff to speak more about the points dised free from barriers such as seniority, gerodeste and
internal politics.

To clarify the points raised and view them in agtio
To facilitate the exploration of ideas around chlang




Data collection was carried out in two phases. Phase 1 was&xpy where the researchers
gained insight into the context through informal discussions with @ifoners. This was
aligned with general observations focusing on aspects of senligergeand management.
This phase allowed the researcher and hospital staff to co-eresstieof open questions to
help facilitate the focus group in Phase 2 and ensured it reflected the Indiatt (baivde 2).

Table 2Question Template used to facilitate the focus group

INTRODUCTORY Please can you describe the current patient demploigsaof the hospital?

QUESTION

TRANSITION QUESTION  What types of assessment foamescurrently being used and can you give exangflggese throughout the
hospital?

KEY QUESTION Can you describe your thoughts ondheent assessment and triage process? Who isngbfgofor doing
this?

Does the process currently work?
Can you give some examples of the positives andtivegaspects of this process?

KEY QUESTION What details would you want to capttn@m a foot assessment tool?

KEY QUESTION What do you perceive a successfulsssent tool would achieve?

ENDING QUESTION If you had the opportunity to changhow would you see structured assessment ggtworking?
FINAL QUESTION Is there anything else that anyoeel$ we should have talked about but didn’t?

In Phase 2, participants were then purposively recruited for thie fpoup from a variety of
speciality departments observed in Phase 1. The inclusion cfideribe participants were
that they must be doctors or health care professionals (HCPs) itiomosas heads or
assistant heads of a department, and/or they were practitioner&ave regularly assessing
and treating patients with foot health problems.

Eleven members of staff who met these criteria were invdgdin and verbal and written
consent was gained at the focus group session. Nine members célchtaff from the
hospital participated in the focus group; two additional membersatif giuld not due to
clinical commitments (Table 3). The focus group discussion wasded using a digital
voice recorder.

Table 3List of invited participants and corresponding code to ensure anonymity
Participant (P) code Role

P1 Consultant General Physician

P2 Consultant General Physician

P3 Consultant Dermatologist

P4 Orthopaedic surgeon (Lead member of staff, keyact)

P5 General surgeon (Head of service)

P6 Consultant Sports Medicine

P7 Consultant Diabetologist (Lead member of skay, contact)
P8 Head of Physiotherapy

P9 Head orthotist

P10 Consultant Vascular Surgeon (Head of servicalénto attend)
P11 Consultant endocrinologist (Head of serviceiim# attend)

Following data collection the dialogue was transcribed verbayitihe researcher and codes
were assigned to participants (Participant 1 - P1 and so omstweeconfidentiality. A co-
researcher made field notes and these observations supplementitatlieom the focus
group. Additional observations and informal conversations then furkipdsred themes that
emerged from the focus group, to add rigor to results and the oppormggrficipants to
voice opinions around possible solutions. The implementation and evaluatitwcbfwould
form the subsequent phases of the action research process to cahgletele. Two lead
members of staff from the hospital had been identified prior to the researchgpasdbe key



contacts. In addition they had been given the task to take forward areimenlany of the
actions beyond phase 3, alongside the researcher. They were purpssigetgd to verify
the results as not only were they members of the focus groupsbuhay had the power to
be the change agents.

A thematic framework approach was used to analyse the data [B2Jprbcess allows codes
and themes to be developed and defined, focusing on both the content and me#meng of
data. This iterative framework analysis was employed [33-38] wnitial familiarisation of
transcribed data both in audio and written format. This gave a sermmenfing themes
together with the additional data obtained from the observations, caomwessand field
notes.

Findings
Nine initial sub themes were derived from the transcribed datected in phase 2. These
initial sub themes were then synthesised into five themes to inttleddata collected in the

field notes during the observations and informal discussions. (Table 4)

Table 4 Theme development

Sub-Themes Main Themes

1 Demographics Theme 1- Local definition and recognition of neledcribes the patient demographic and

2 Common Conditions types of foot conditions the hospital and individdepartments are dealing with day to day.

. Including how these problems are currently managetithe feelings of the professional

3 Current Practice group in relation to the points identified.

4 Assessment Theme 2 - Process of current foot assessmesttribes how the hospital currently assesses
foot health.

5 Referral Theme 3 — Barriers to current diabetic foot chighlights the operational structure and the

6 Resources existing problems within current practice that linthe standardisation of foot assessment

3a  Current Practice ~ @nd management.

7 Content Theme 4 — Content of assessnuscribes what the participants believe would bgoahke
up the content of a foot health assessment tool.

8 Qutcomes Theme 5 - Desired Outcomes of foot assessmenharapportunity to changgescribes

9 Change what a successful foot health assessment couléachind also the desire to make changes

and integrate them into current practice.

Theme 1- Local definition and recognition of need

It was reported that patients travel from a wide area (appet&iyn600 sq miles) to access
services and medication as these are free or subsidisedcalleeltords are kept in the
patient’s possession rather than at the hospital. To receive naditay must have the
records with them and also attend for the general medical checks subsequetiftipres

Foot health care is provided by a diversity of departments and Heneatent of foot health

assessment is dependent on the practices of those individual deygartin some cases a
department may not do any routine screening assessment unlpatehts report a problem.
Some participants were keen to insist that assessment waserfmutithe diabetic population

as P2 explains;

“We will also monitor them for diabetic foot complications we can do a
screening test for them and assess them periodically and try and pieklyp e
what problems they have. We can address this and then prevent them from
getting a problem, foot problems like amputatioR2 (general physician)



However this was in the context of their own department.

Aligned with the responses in the focus group, observations mathe bgsearchers in the
diabetes outpatient clinic during Phase 1 revealed that foot exeéonimaas only carried out
if the patient complained of a problem or a condition was visibly atjideich as ulceration.
Precursors to foot ulceration such as neurological status, alteran foot structure, nail

pathology, or callus were not assessed. When an examination digléaee it was not

systematic or structured and was superficial, often being getinvisual inspection lasting
around 30 seconds per foot followed occasionally by a subjective palpation of pulses.

Statements about the foot health of the population revealed that oratifians exist and are
not all associated with diabetes. Three participants in the group keen to share their
experiences of the conditions they are regularly confronting;

“Dermatology directly will be more of leprosy and smaller problerRs,
speaks at same time.callosities, trophic ulcers, leprosy and plantar warts.”
But major wounds with loss of toe or half the toe nail missing thiégavio
general surgeons”P1 (general physician)

“We see a lot of loss of sensation and perception we have had a few example
of patients who are fine with everything but have 100% reduction in one foot
sensation that altered them the whole life, their issues are lgntire
different”.P8 (Physiotherapist)

Conversations with practitioners in the vascular department duhagePl revealed that in
relation to diabetes the majority of lesions were a resulenfropathy, with few being
associated with vascular insufficiency. Buergers diseasawagificant problem because of
the high prevalence of smoking and use of homemade cigarettes using raw tobacco. WHO

estimated a prevalence of tobacco consumption in India of all fotn®% and 33%,
respectively, among men and women, based on small scale stodescted in the past
compared to 21% in the UK. [36-39]. The prevalence of the disease & dnabng all
patients with peripheral arterial disease is as high as @3%0[40] and this contributed to a
large percentage of patients in vascular surgery.

“Surgery is difficult on the small vessels involved and patients ndmb
successful treatment often had a reoccurrence of Beurgers diseassbded
continued smoking”P10 (vascular surgeon).

The scale and variety of foot problems invoked emotions such as iars@at the sense of

being overwhelmed. Observation of general surgery in Phase 1 indicatedieasignumber
of foot wounds were referred from other disciplines, into a single department wiihget t

Theme 2 - Current foot assessment

The participants discussed current assessment procedures andedieth@fi there was
nothing specifically designed for foot assessment

“A lot of forms are used but nothing to look just at the foot conditions. Things
will be written down in the patient’s notes if they are important. Sareas



will have some things to record about feet like the vascular depatrivieen
they are looking at pulses and things. But just written in the notesre®B
(general physician)

The group unanimously agreed that this was the current practicas lpparent that no risk
categorisation was used to highlight at risk patients, nor is #seisament or triage routinely
carried out for all diabetic patients. Important foot conditionseweghlighted as ulceration

and/or infection, with no recognition given to those factors that carasarecursors. It

appears that most of the time the patient stays under the daeefot clinician they see and
there was no evidence of cross specialty referral and thus npathrgays. An example is

given from dermatology;

“The person who sees the patient first, he takes care of the patiefitsthe
classes the patient and follows the patient, he takes care of thens that
thing, we don’t have a system we don’t have an assessment chart theateve
devised” P3 (dermatologist)

It is obvious that an awareness exists that these assessmeuis be done routinely, and
that individual departments are receiving large numbers ofraéfdor major foot problems,
rather than identifying solutions to prevent them. No systemasesament, triage or
collaborative approaches across the hospital departments etistaigh there is recognition
that introduction of this might enable care to be tailored to patients specific needs

Theme 3 - Current barriers to delivering diabetic Dot care

It became apparent that early detection of complications whsuttito achieve because of
the lack of centralised care or a dedicated team for digloeti@ssessment. This resulted in
occasional and non specific referrals, limited teamwork and inatiequanitoring of
patients, as P7 reveals

“So that it goes into that branch and from then they have the primary care of
the patient but other people should still be involved. At the momeetsit
segregated and patients don’t come badk7 (Diabetologist)

Currently the patient decides which department they are doiradtend. For foot related
problems this can be variable because of lack of information, Mipiati@&nt education and
no designated foot clinic. The first physician they see, often therglephysician, will then
make a decision on whether a referral to another specialitegsired. The general
physicians have a clear idea of the importance of earlyrakf@nd their role in centralised
assessment, for example;

“Sometimes they come to the general physicians for their diabeteg altte

say that this problem is not solved in the foot that is when we sgyyeeed
dressing and some debridement, go to the general surgeon or if it's for the
dermatology department they go to dermatolodI (general physician)

Observations revealed that the majority of consultations in endocrnin@lege to review
blood sugar levels, give advice on diet, and take blood pressure meassreRariine
examination of the feet was not undertaken unless the patient highlig foot problem. We
observed a range of simple foot lesions, but the medical staff didhavat the time to



routinely check feet due to the high volume of patients attending thiescs. Three doctors
saw approximately ninety patients in a two hour session. Althoughqgtlestion was
occasionally asked ‘how are your feet’, ‘No problems’ was ofteratisaver. It was observed
that advice was given if patients were known to be carrying oufeussH-care such as the
use of non-sterile razor blades for hard skin removal. This ofiesisted of the phrase “you
should not be doing that” and no alternative approaches or explanation of risk was offered.

There was a unanimous understanding by the participants, and thdsewiam
conversations were held, that patients with feet at risk obiseigomplications were being
identified too late. Agreement was also made that assesshmauiti be done by a physician
and not a supporting member of staff. Once the physician keepatient parts of the
assessment may then be delegated e.g. foot pulses/monofilarhentasfumes that the
correct referral happens as the physicians themselves have domeajbety of the
assessment. Little responsibility is given to the support &iaffarry out assessments and
make the correct referral decisions.

Theme 4 - Content of assessment

It was unanimously considered that if an assessment tool waspedelnd implemented in
the further stages of the action research cycle, then this shoué hotited to those patients
with diabetes related foot problems. This indicates that ignofireg problems is a
widespread issue across all medical specialities. It wade ntdear that medical and
medication history should be recorded upon any devised assessmenty toftuth the
practitioner who receives the referral, of the patient’s systemithhead not just information
specific to the foot complaint.

“Even the assessment tool should also have a column for systemicediseas
which he has got, diabetes, immuno-compromised. Sometimes most of these
assessment tools can be very limited to what it has got, for exardpés not

take into consideration things like underlying diabetes or if he is on any
medications, so all these things will also give us some clues.
(dermatologist)

In addition to this P2 commented

“Our expectations of an assessment tool are it should be simple, not too
complicated and easily reproducibleP2 (general physician)

The overall opinion from the group was that a possible solution to the pr®hientified
would be the development and introduction of an assessment tool, which wosé&eie
positively and embraced in practice. It was clear howeverittimgeded to be holistic and
tailored to the context in which it would be used.

Theme 5 - Desired outcomes from foot health assessmh

Several of the participants suggested that a foot health amsd#dsol would allow for audit,
evaluation of outcomes and to measure potential improvements.

“The role of assessment is to protect/detect their earlyiatrilesions to
prevent against later complications and a tool should be easily used in the



follow up visits. Also so that we will know if there is an improventiesiiould
also allow us to know if the patient again has to be investigated so that when
we follow up the patient with the tool it will alert u$3 (dermatologist)

“We would easily be able to compare what he was, what he is now and
whether we have done a good jol®’1 (general physician)

It was also considered, that although one practitioner would be respdosithiie patient the
wider team should still be involved

“The assessment should naturally lead to the different specialtiB3”
(endocrinologist)

Discussion

Previous studies [1,9,41] have not explored in depth the obstacles thabexastsferring
foot health care knowledge and practice in India. The developmenebbé@en questions
acted as a useful guide to structure the subsequent focus groufigard with the action
research philosophy of participatory engagement. Research hastsdgteat the planning of
guestions is useful in focus groups involving people from culturallyiagdistically diverse
backgrounds. In particular, they indicate that questions that weregen failed to yield
answers sufficiently detailed to be meaningful [42]. The problemtifttation and planning
phases of action research reported here have facilitated a peeaduiry, which describes,
interprets and explains social situations in the setting wdienege is required. Facilitation of
the action research approach has provided the researchers angdgpastiwith the tools to
complete the subsequent action and reflection phases of the ay@efurther study.
Completion of this cycle will facilitate a change interventiaimed at involvement of
practitioners and improvement in practice [43,44]. It is problem focused, copéexfics and
future orientated [19,27]. In contrast to previous work [1,9,18], our actionrcesapproach
is unique in this context and has provided a vehicle for these praetgito reveal personal
accounts of the organisational structure, including current protacalsprocedures. It has
also offered the opportunity for them to identify, current issues,jlpedsarriers, potential
solutions, concerns for the future and most importantly opportunitiehéomge. A strikingly
obvious enthusiasm and desire to improve foot health practice existedgstimthe
participants. This was evidenced through an approach where theppatscidentified the
potential for developing foot health assessment, with the aim of inmgrakie outcomes of
diabetes related foot complications and pathology.

Focus groups have been a useful method for both data collection aluvtthal participants
to reflect and provide the information and the consensus opinion required tpinrafange
in the clinical context to better meet local needs [45]. Aa §®en the observations and the
personal accounts of the participants in this study, the varigtyobfems with foot health
differed very little from those evidenced in the West. Howeveh tiw scale and severity of
ulceration and infection are resulting in higher rates of amputatith an estimated 50,000
amputations occurring every year as a result of diabetegdetabt problems [3]. This
equates to an amputation rate of 45% for diabetic foot problems. albre aligns with
previous work indicating that areas where foot protection guidelinesnat routinely
implemented have a greater incidence of severe foot health prddldnis41]. Furthermore
through observation and discussion in phase 1 it was identified learlfotiow up treatment



was carried out at the hospital and that the outcomes of fooh hei@tventions were rarely
measured. The participants recognised this problem both locally diwhatly and had
concerns about how the increased incidence and prevalence would imphetr @etvice.
However, this awareness and sense of urgency was not mirroractiby to address the
current problems, let alone strategic planning for the future iésnan the service. Hence, a
fragmented service exists with no integrated multidisciplireggroach, no care pathways
[18] no structured assessment tool, no annual foot screening [15] andlesbgtie@venting
timely assessment and management. The participants expfesseation at all of these
issues, recognising that patients present too late for any s thebe of benefit. All these
factors have resulted in a ‘fire fighting’ approach with tbeus being the treatment of the
presenting foot problem rather than developing the therapeuticonslaip that underpins
education, negotiation and positive health behaviour [46].

Our approach has enabled us to better understand a series akqtépsd to transfer best
practices into the local Indian context. It was very cleardifahdamental aspect to changing
the current situation would be training in effective consultationamseéssment skills so that
the patient becomes the focus. There is evidence to support théveffess of these being
taught in other areas [47]. The lack of opportunity for the patientr@ put aside for an
assessment to take place all reinforced the impact of the probBlether to this was the lack
of diabetic foot education occurring during consultations in relatigordéeention and self-
identification of risk. Whether the participants all had this knowlettgallow them to
educate the patients is not known but it does indicate a lack of addgmwhent from the
practitioners about the impact of identifying simple lesions andatihgcthe patients on the
importance of self-monitoring. This lack of communication evident betweactitioner and
patient detracts from the development of a therapeutic relations$t@gely discussions and
negotiations can support greater understanding for both. Clearly tmaimggof this process
is the identification of the potential risk to be discussed and tleateption and early
detection are precipitated by communication of these risks foatient. It is well known that
timely identification of trivial lesions and structured asses#nare successful in managing
the diabetic foot [16]. Subsequent phases would then allow the development and
implementation of a programme where patients are educatedntifyidevial foot lesions,
attend in a timely fashion and then receive early foot screamnyy a collaboratively
designed assessment tool to guide these skills, could be an im@beiann reducing the
number of high-risk cases that are often resulting in the amputation of limbs.

Furthermore, it is considered that this training should be done vaithinltidisciplinary foot
care team who have the competencies to deliver care for patigmtdiabetic foot problems
[16].

The study was not without its limitations. It could be argueddédain research methods are
not culturally suitable and researchers may unconsciously intezgperiences of other
‘cultures’ through the lens of their own cultural beliefs and values. This couldtiadiielead

to ethnocentric assumptions that are inaccurate and incompleten Aesiearch has given the
participants the opportunity to facilitate and offer support in idantfyhe problems through
a formal process and guiding them in the development of action flaefocus group also
ensured the exploration, validation and clarification of their pensigscand beliefs despite
the reticence that is known to stifle discussion [45]. The hieiak structure within the
hospital was evident in relation to both professional role and catstehese deemed of less
importance not speaking until others had spoken. While respecting thisedbarcher
ensured that all had the opportunity to speak during the focus groupsinfbinmal



interviews and observations were used to capture the non-verbal naadcesovide clarity
as to the appropriate interpretation of data from the group work.

Future research will allow the authors to complete the acticares cycle begun here.
Through the phases of action and implementation the authors seekcilitaté the
participants to develop a context specific assessment tool tademdification of foot
problems, aligned with practitioner training and guidelines to suppomgrgeess. This will
then provide an evidenced based assessment tool and the practitionehewskill to use it
to identify risk, engage in foot health education and collect prevatiatee This information
can then be used to plan treatments for individual patients and plantui@ services for this
patient group. In addition, the engagement of key decision makeasedrewnership,
leadership and a momentum for change in the exploration of developingcatdddioot
clinic where a foot health assessment tool could be piloted andnmapled. This clinic
could become a “hub” for foot health knowledge, education, training and deweiomh
practices effective in the local context, steps criticateiducing the number of cases that
result in the amputation of limbs. The action research approadess has thus enabled
understanding not only of what needs to be done, but also the “how to do it”".

Agreement was achieved that in the next phases of action arememthation the researchers
would continue to take a practitioner focused approach, to allow for dwmers the
development of a screening/assessment tool. Working collaborativéysi respect should
ensure that it incorporates current best practice guidelinesitigatly sensitive and that
ownership is taken by those who are going to use it. Implen@ntait the assessment tool
will be supplemented by support, training and written guidelines.

Conclusion

This facilitation of problem identification and planning to identify treed for change has
given the participants the momentum to drive change forward apldriomprovements to
services they deliver. This approach has provided us with a betderstanding of the local
Indian context and more importantly given ownership of the problem to tieigeants.
There was clear recognition from all participants that a mezhassessment, risk
classification and alignment with treatment guidelines was medjuLocal ownership of the
problem and engagement in the process of change has alsaches@@ [32] increasing the
likelihood of sustainable and long lasting benefits. The result ditéicig the first phases of
the action research cycle has created a legacy, which inicatattrms will be the
development of a foot health assessment tool which addresses lodaanteduilds on
Western best practice, but in a way that is sensitive of the Indian context.
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