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You may not be able to sing or to tap dance but have you ever had the pain of a bunion? Have you ever had to smile at people while your ingrown toenail is stinging? Have you ever experienced the itch of fungal feet? If you are familiar with the feelings associated with problem feet, you will know that these are not happy feet! You will seek treatment for the problem. People with intellectual disability and cerebral palsy often have significant orthopaedic deformities with consequent foot problems. They are unable to look after their feet and, because of communication difficulties; they may not be able to tell anyone how much their feet are hurting. Yet foot care for this group has been overlooked in the literature and in practice. This paper will present the development and management of a foot care program for thirty people living in group homes. It will summarise existing literature, development of an assessment tool, the process of assessment, and the findings. It will describe the subsequent foot care plans and demonstrate changes in the health and happiness of feet that are in tune.
Introduction
Regular foot care may have been neglected in the transition to community living. When people with intellectual disability lived in larger residential settings, care of their feet was simply routine for the Registered Nurses who supported them. The body is central to nursing education and practice but, for support staff in community homes, the focus is rather on activity and participation. And this is as it should be. It is difficult, however, to actively engage with the community when your feet are hurting. Support Workers certainly report obvious changes to feet, such as continuing redness and breaks in the skin but the intention of this study was to find ways to prevent the problems, where possible, before they occur.

It is popularly thought that healthy feet reflect a healthy body. While this may not have been demonstrated conclusively, there is some evidence that there is a relationship between the feet and the rest of the body. One study (Hayes & Cox, 1999) found that a five minute foot massage decreased heart rate, blood pressure and respiration, resulting in relaxation among patients in critical care. Foot reflexology has been used to successfully treat pain, nausea, anxiety and menopausal symptoms. A study (Bishop et al, 2003) of reflexology in the management of chronic constipation resulted in increased bowel motions and decreased soiling.
People with intellectual disability, cerebral palsy and epilepsy have particular risks related to their feet. Intellectual disability can mean that they are unable to look after their feet, and associated communication difficulties mean that they may not be able to communicate foot discomfort in the usual ways. Cerebral palsy is associated with limited mobility, orthopaedic deformity, spasms, poor peripheral circulation and osteoporosis. Limited mobility often means no standing or walking with consequent contractures and poor circulation. Foot deformity and poor peripheral circulation contribute to pressure areas and consequent necrotic ulcers. During spasms or seizures (associated with epilepsy), or during the use of lifting or mobility equipment, feet can be injured and, again, poor circulation inhibits wound healing. Feet are frequently corrected with orthotics, with the potential for more pressure problems. Osteoporosis increases the chances of bone fractures, including any of the 52 bones in the feet. Added to this, the tactile defensiveness of people with cerebral palsy makes foot care difficult, and sometimes unsafe, to implement. Therefore, without constant monitoring and suitable intervention, these may not be happy feet.
Legislation in NSW (Podiatrists’ Act 1989) regarding the provision of foot care was repealed in 2006 leaving the way open for any person to deliver foot care. The Foot and Hand Carers’ Association (2006) are attempting to maintain a high standard of care by offering information and education to people who want to provide foot care to others. This study hoped to address the particular issues for people with intellectual disability, cerebral palsy and epilepsy.
Literature review

No literature was found which specifically addresses foot care for people with intellectual disability and/or cerebral palsy. There was one mention of foot care being well met (Cooper et al, 2006) in a report of the outcomes of a Scottish health screening program for people with intellectual disability but no information about the nature of foot care. Therefore, in order to develop an assessment tool and propose foot care regimes, it was necessary to draw on peripheral literature: firstly, the extensive literature on foot care for people with diabetes (for example, Boulton, 2000) and older people (for example, Nazarko, 2007); secondly, literature pertaining to orthotics for people with cerebral palsy (for example, Houlden, 2007); and thirdly, the literature on specific foot problems [for example, peripheral vascular disease (Ogrin, 2007), foot deformities (Laughlin & Konstantakos, 2007) and so on]. It was also useful to examine the podiatry literature (for example, Fairbrother, 2004). It was clear throughout the literature that “ways of improving foot care must be found” (White & Mulley, 1989, p. 275).
Aims of the study
1. Development of a foot assessment tool

2. Identification of foot problems

3. Development and management of a foot care program for people with intellectual disability and cerebral palsy living in group homes

4. Improvement in foot care

5. Improvement in foot problems
Participants
The participants in the study were thirty people, 17 males and 13 females ranging in age from 12 to 36 years, living in group homes in NSW. All had intellectual disability and cerebral palsy, while 28 had epilepsy.
Ethics

Substitute consent was given on behalf of all participants, none of whom have the capacity for informed consent. When participants objected to their feet being handled, the assessment was deferred until they assented. Participants who were identified as requiring immediate referral to a health professional for foot care were so referred.

Method

Stage 1

Development of a foot assessment tool
Following completion of a foot care course by Paula Burgess (PB), the existing assessment tools (NSWNA, 2005) were adapted to the particular needs of the participants. A number of irrelevant items in the original tools were deleted, for example, eyesight was not significant for people who cannot care for their own feet, all participants were non-smokers, and reporting of sensations was not a possibility because of communication difficulties.
There were two assessment tools:

1. the Risk Assessment Checklist (Table 1) which is a quick check to determine the need for immediate referral to a health professional such as a GP, podiatrist or diabetes consultant, and

2. the Assessor’s Checklist (Table 2) which is a more detailed assessment of feet for ongoing management.

Both tools were trialed by the authors with three participants to assess inter-rater reliability. PB then used both tools to assess the remaining participants while simultaneously capturing baseline photographs and measuring any moles. Individual assessments were randomly checked by a physiotherapist who works with the participants.
Stage 2

Identification of foot problems

The completed assessments were collated to identify the number and nature of foot problems.
Stage 3

Development and management of a foot care program for people with intellectual disability, cerebral palsy and epilepsy living in group homes

After assessing each participant, PB referred participants to a podiatrist or GP if necessary and attended to foot problems on a six weekly basis, providing nail care, re-hydration of skin, wound management and advice re ankle-foot orthotics (AFOs), shoes and socks.

Given that each participant had a health care plan with accompanying protocols related to mealtime management, bowel management, seizure management, and so on, a foot care protocol was added. The authors devised a template (Box 1) comprehensive enough to account for the variety of foot problems and mindful of Support Workers’ time constraints and literacy levels.
PB then completed individual foot care plans for each participant. These plans were discussed with House Managers and placed in the participants’ files.
Stage 4

Re-assessment

Using the same assessment tools, PB re-assessed all participants’ feet 12 months after the first assessment.
Analysis
The tools were tested for inter-rater reliability. The assessments were collated to identify the number and range of foot problems. These problems were further divided into foot deformities that cause treatable foot problems and treatable foot problems. The re-assessments were collated to demonstrate any differences in foot problems between the first and second assessments.
Findings

Inter-rater reliability for the assessment tools was 100% (k=1). It can be seen in Table 3 that there are a number of foot deformities which foot care cannot change. The differences between the number and nature of treatable foot problems following the first and second assessments can be found in Table 4. There was improvement in seven of the twelve foot problems. There was deterioration in one of the problems. There was no change for the remaining four items. Overall, there was a 6.1% improvement in treatable foot care problems.
Discussion
The assessment tools identified a variety of foot problems, confirming the authors’ assertion that there were foot care concerns. The identified problems fell into two categories. Firstly, there were a number of foot deformities that will continue to be monitored. Secondly, there were problems that the authors identified as treatable. The re-assessment of these treatable problems showed very little difference, although it was pleasing to see that the two wounds were healed, the three detached toenails had been fixed and the one case of maceration between the toes had resolved. There was, however, no or little change following the intervention to the two most common foot problems: 1) cold feet related to immobility and poor peripheral circulation and 2) pressure areas with the potential for ulceration. Since the re-assessment, there have been orders placed for AFO socks for sixteen participants. It is yet to be seen whether this will resolve these two problems. On the other hand, there are some early findings which are encouraging. Clients who pulled their feet away at the commencement of the program now allow PB to handle their feet. This is a step forward in reducing tactile defensiveness. One larrikin, who is able to remove his shoes and socks, does so and offers his bare feet to PB when she visits him. House staff have shown an interest in purchasing better footwear, for example, cotton or wool socks for those participants whose feet do not accommodate AFO socks, as well as leather shoes and ugg boots. Visits to the podiatrist or GP (with foot problems) have reduced. There are some signs that we are on the way to happy feet!
All participants now have foot care protocols in their files. PB continues to monitor feet on a six-weekly basis, providing foot care and making referrals where necessary. The next step is to implement foot care protocols via the Service Delivery Record, the document referred to by Support Workers in their daily management of the participants’ health care needs. This will be supported by training of Support Workers by PB.

Limitations

The assessment tools were reliable when used by health professionals. They have not been tested by people who do not have a health background. The study was a small one and cannot be generalized to the population of people with intellectual disability, cerebral palsy and epilepsy.
Conclusion and recommendations

The foot care programme has not yet produced significant outcomes but early findings promise that keeping feet in tune will eventually produce happy feet. The authors will proceed to the next step of the programme and re-assess the participants’ feet following implementation of foot care protocols. Further research is required with a larger population to demonstrate the effectiveness of foot care programmes for people with intellectual disability, cerebral palsy and epilepsy.
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Table 1

Template for Risk Assessment Checklist

	NAME:
	D.O.B: 

	ADDRESS: 
	ASSESSOR: / REVIEWER: 

	ALLERGIES: 
	MOBILITY:




	1.  HISTORY


	a.
	Past history of foot/leg injuries
	Yes (1)  No (0)
	  1    0

	b.
	Past history of ulceration
	Yes (3)  No (0)
	  3    0


	2.  EXAMINATION


	a.
	Pulses present
	Yes (0)  No (1) 
	  1    0   

	b.
	Feet/toes cyanosed
	Yes (1)  No (0)
	  1    0

	c.
	Light touch present on dorsum of toes (use cotton wool ball) 
	Yes (0)  No (1)
	  1    0   

	d.
	Any foot deformity?
	Yes (1)  No (0)
	  1    0 

	e.
	Any lesions present?
	Yes (2)  No (0)
	  2    0


	3.  RATING 


	LESS THAN 5
	Preventative foot education – initial assessment and education advised.  Ongoing monitoring by Health Care Team.

	5 – 8
	Annual monitoring of feet by GP, Podiatrist or diabetes educator.  Ongoing monitoring by Health Care Team.

	8 +
	AT RISK!!!!  Client must be reviewed by GP, Podiatrist or diabetes educator at least every six months.  Ongoing monitoring by Health Care Team.

	*
	If client scored 2 for question 2(e), they MUST see Health Care Team CNC as soon as possible.  


	TREATMENT PLAN


	REFERRAL:
	GP
	PODIATRIST
	DIABETES ED.

	BASIC FOOT CARE PROVIDED  YES / NO                   DATE: 

	FOLLOW UP REQUIRED               YES /NO                    SEE FOOT CARE PLAN




TREATMENT COMPLETED TODAY:

Table 2
Template for Assessor's Checklist

	NAME:
	D.O.B: 

	ADDRESS: 

	ASSESSOR/REVIEWER: 
                        EEN / HCT

	VASCULAR ASSESSMENT
	RIGHT FOOT
	LEFT FOOT
	COMMENTS

	Warm
	Yes/No
	Yes/No
	

	Cold
	Yes/No
	Yes/No
	

	Pale on elevation
	Yes/No
	Yes/No
	

	Red on dependence
	Yes/No
	Yes/No
	

	SKIN OBSERVATIONS
	
	
	

	Corns
	Yes/No
	Yes/No
	

	Callus
	Yes/No
	Yes/No
	

	Callus with fissures
	Yes/No
	Yes/No
	

	Heel fissures
	Yes/No
	Yes/No
	

	Excessively dry skin
	Yes/No
	Yes/No
	

	Dermatitis
	Yes/No
	Yes/No
	

	Maceration between toes
	Yes/No
	Yes/No
	

	Bruises
	Yes/No
	Yes/No
	

	Pressure areas
	Yes/No
	Yes/No
	

	Ulcers
	Yes/No
	Yes/No
	

	Necrosis
	Yes/No
	Yes/No
	

	Wounds requiring treatment
	Yes/No
	Yes/No
	

	Moles
	Yes/No
	Yes/No
	

	Verruca warts
	Yes/No
	Yes/No
	

	Plantar warts
	Yes/No
	Yes/No
	

	Tinea (fungal infection)
	Yes/No
	Yes/No
	

	NAILS
	
	
	

	Thickened
	Yes/No
	Yes/No
	

	Curved
	Yes/No
	Yes/No
	

	Infected
	Yes/No
	Yes/No
	

	Ingrown
	Yes/No
	Yes/No
	

	Pain
	Yes/No
	Yes/No
	

	Detached from nail bed
	Yes/No
	Yes/No
	

	Discoloured
	Yes/No
	Yes/No
	

	FOOT OBSERVATIONS
	
	
	

	Bunion
	Yes/No
	Yes/No
	

	Hallux valgus/Hammer/clawed toes
	Yes/No
	Yes/No
	

	High arches
	Yes/No
	Yes/No
	

	Flat feet
	Yes/No
	Yes/No
	

	Arthritis
	Yes/No
	Yes/No
	

	FOOTWEAR
	
	
	

	Type of shoe worn
	Yes/No
	Yes/No
	

	Adequate fit
	Yes/No
	Yes/No
	

	Type of socks worn
	Yes/No
	Yes/No
	

	Adequate fit
	Yes/No
	Yes/No
	

	AFOs
	Yes/No
	Yes/No
	

	Other support devices
	Yes/No
	Yes/No
	

	
	
	
	


DATE CHECKLIST COMPLETED


ASSESSOR
Box 1
Template for foot care protocol

NAME:  






DOB: 
ADDRESS:  
GP:  
PODIATRIST: 
ALLERGIES: 
DATE:  


ASSESSED / REVIEWED BY: 

REVIEW DATE:  


SIGNATURE:  
NATURE OF PROBLEM:  
AIM OF TREATMENT: 
THERAPEUTIC INTERVENTION

RESPONSIBILITY
Table 3
Foot deformities which cause treatable problems

	Foot deformity
	Assessment
	Re-assessment

	Moles
	23
	23

	Hallux valgus
	20
	20

	Flat feet
	18
	18

	Crossover toes
	13
	13

	Toes arching upward
	 5
	 5

	High arches
	 4
	 4

	Partial syndactyly
	 4
	 4

	Claw/hammer toes
	 4
	 4

	Bunions
	 3
	 3

	Syndactyly
	 1
	 1

	Hallux varus
	 1
	 1

	TOTAL
	36
	36


Table 4
Treatable foot problems
	Foot problem
	Assessment
	Re-assessment
	Difference

	Cold feet
	46
	46
	 0

	Pressure areas
	44
	43
	-1

	Discoloured toenails
	10
	9
	-1

	Thickened toenails
	9
	8
	-1

	Infected toenails
	7
	6
	-1

	Detached toenails
	3
	0
	-3

	Potential ingrown toenail
	3
	3
	 0

	Grooved toenails
	2
	4
	+2

	Wounds
	2
	0
	-2

	Excessively dry skin
	2
	2
	 0

	Excessively sweaty feet
	2
	2
	 0

	Maceration between toes
	1
	0
	-1

	TOTAL
	131
	123
	-8
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