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Foot and Nail Care

ABSTRACT
PURPOSE: Determine the prevalence of foot problems in an inpatient population and to describe demographic data, comorbid 
conditions, and type of footwear worn.
DESIGN: Observational point-prevalence cross-sectional design.
SUBJECTS AND SETTING: The study setting was a 722-bed licensed hospital in Western Australia. A convenience sampling 
was used to include adults hospitalized in the study setting during the period of data collection.
METHODS: A subset of foot questions, guided by a literature review, and input from foot, wound, diabetes, and psychometric 
researchers and clinicians, was incorporated into the hospital point-prevalence survey conducted annually for nursing safety and 
quality. Trained nurses collected data during the 1-day survey. Data were analyzed using descriptive statistics and 2-tailed tests; 
associations between study variables were analyzed.
RESULTS: Two hundred twenty-one patients participated in the survey; a majority (n = 193, 87%) self-reported at least 1 foot 
problem. More than half (n = 124) reported 3 foot problems and nearly one-third (n = 67) had 5 or more foot problems. Thick 
nails, damaged nails, and calluses and corns were the most frequently occurring foot problems. Older participants were more 
likely to have certain foot problems such as calluses and thick nails. Eleven (5%) participants were admitted to the hospital for a 
foot-related condition.
CONCLUSION: The majority of foot problems in our study were found to be minor and not the primary admitting diagnosis. 
However, even minor foot problems can pose a risk of worsening, especially in high-risk populations such as those with diabetes. 
Thus, detection is critical in overall patient assessment, and nurses play a critical role in assessment and management of minor 
foot problems through the delivery of skin and nail care and through collaboration with other professionals who provide specialized 
foot care.
KEY WORDS: Foot, Foot deformities, Foot dermatoses, Foot injuries, Hospitalization, Inpatients, Nursing care, Patient care.

INTRODUCTION

The human foot is a complex structure and plays multiple 
functional roles, which place the foot at high risk of injury.1 In 
addition, several systemic conditions and chronic diseases such 
as diabetes; renal, cardiovascular, and peripheral vascular dis-
orders, cancer, and arthritis can have a negative impact on foot 

health.2,3 A significant proportion of hospital beds are occu-
pied by patients with foot problems and a growing body of the 
literature suggests that foot conditions are a primary reason for 
hospitalization.4-7 Foot problems are reported to affect 7.4% of 
total patient admissions, comparable to hospitalization rates 
for chronic renal disease and cerebrovascular disease.2,8,9 For 
those admitted with other primary conditions, a substantial 
number of foot problems go undetected during hospitaliza-
tion, which may affect 11.8% of all inpatients admissions; an 
additional 25% of these patients are at high risk for developing 
foot problems.2,3,9

Traditionally, attention is paid to foot problems secondari-
ly following admission for other conditions, chiefly, diabetes.3 
Diabetes is a main cause of lower limb amputation, and often 
these amputations are preceded by foot ulcers. A systematic 
review of foot problems among the general inpatient popu-
lation reported that only 13 out of 78 studies examined foot 
problems as the primary condition of interest.2 This finding 
suggests that many patients without and with diabetes and 
foot problems may be missed and is further supported by find-
ings from a multisite study in which individuals with diabetes 
represented only 28% of hospitalizations for foot problems.8 
Studies with the primary aim to explore the prevalence and 
types of foot problems among inpatients have potential to add 
value to a relatively unexplored area.
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The primary purpose of our study was to determine the 
prevalence of foot problems in an inpatient population receiv-
ing care in a 722-bed licensed hospital in Western Australia. 
The secondary aims were to describe the population demo-
graphics, such as primary diagnosis, comorbidities, age, and 
sex, and establish a foot profile that included history of foot 
problems and type of footwear worn.

METHODS

This study was an observational cross-sectional point-prev-
alence survey (PPS) aimed to monitor compliance with the 
criteria relating to the National Safety and Quality Health 
Services (NSQHS) standards and identify opportunities for im-
provement. For our part of the survey, we added foot-specific 
questions developed by our study team. All hospitalized adult 
patients older than 18 years who were inpatients for at least 24 
hours, able to read and write in English, and willing to be in-
terviewed and examined were invited to participate in the PPS. 
A working group was formed to determine the PPS survey pro-
cesses and included hospital senior staff including clinical nurse 
managers. Each general ward/unit clinical nurse manager with 
a census of at least 20 patients, less for specialty areas that had 
lower bed numbers, was asked to nominate a nurse from his or 
her unit to participate in data collection for the PPS. The PPS is 
an annual activity that provides data for an institutional “self-as-
sessment” of care provided to patients that guide improvements 
to meet NSQHS requirements. The NSQHS includes 8 stan-
dards aimed to enhance the quality of healthcare across Austra-
lia, with the overall goal to protect the public from harm.10 The 
investigators of our study were not included in this initial step.

Foot Survey
The foot portion of the PPS was developed by the research 
team and was underpinned by evidence-based practices report-
ed in the literature pertaining to foot assessment, footwear, 
and specific demographic data and medical history.2,3,8,9,11 The 
research team included 3 expert researchers with backgrounds 
in psychometrics, chronic conditions, and self- and diabetes 
management (M.A., L.W, A.T.B), and 2 clinical nurses includ-
ing a diabetes educator nurse and wound care nurse. After the 
initial foot survey was developed, the study nurses who were 
to collect data from the hospital participants were asked to 
review the survey items for additional input for clarity. Based 
on their input, the final survey included 55 items divided into 
4 sections: demographics (4 items), health history (24 items), 
foot assessment (divided into 4 subsections), and footwear 
(3 items). The foot assessment subsections included foot his-
tory (5 items), foot review (4 interview items), foot inspection 
(10 observation items), and foot palpation for temperature 
and pulses (5 items). The 55 foot-related items were incorpo-
rated into the hospital PPS that aimed to examine adherence 
to the 8 NSQHS standards.

Procedure
Twenty-two nurses who were nominated by their managers 
and agreed to collect data were trained on survey procedures. 
Data were collected on August 30, 2017. These nurses attended 
an hour-long education session that included training videos 
and slides on foot assessment. On the day of the survey, copies 
of the education session material were made available as sup-
plemental resources for the nurses. In addition, 2 researchers 
(M.A., A.T.B) were on the site to answer any questions.

The evening before the survey day, a participant informa-
tion sheet and the PPS were circulated to eligible patients. The 
information sheet introduced the purpose of the survey, what 
the participation in the foot portion of the survey would in-
volve, how the data would be collected, and human subjects 
concerns such as where data will be stored, and the risks and 
potential benefits. On the day of data collection, patients who 
responded to the hospital PPS questions were asked whether 
they had a chance to read the provided information sheet. If 
so, the patients were asked whether they had any questions 
and whether willing to participate in the foot-related part of 
the survey. If the patients said “No,” they were asked to sign 
an opt-out form.

By the end of the day, data from all completed surveys were 
entered into an Excel spreadsheet by the hospital clinical gov-
ernance unit for data analysis.

Ethical Considerations
The hospital human research ethics committee approved the 
study (#1724, August 21, 2017) and was accepted by the affili-
ated university ethics board (project 18814, August 29, 2017). 
Participation was voluntarily; those who provided verbal in-
formed consent were included in the study.

Data Analysis
Data were analyzed using SPSS statistical software, Version 
24.0 (Statistical Package of Social Sciences, Armonk, New 
York) and included frequencies, descriptive statistics, and 
Pearson Test of Independence to test for statistically significant 
associations between variables. These variables included age 
group, existing comorbid conditions, foot problems, and ad-
vice to wear special footwear (Table 1). All tests were 2-tailed 
and considered statistically significant at P values less than 
.05. Content analysis was employed to evaluate responses to 
the open-ended questions. Similar responses were aggregated, 
coded, and then frequencies were computed.

RESULTS

Seventeen units in the hospital participated in the survey in 
which the information sheet and surveys were distributed to 
eligible patients; 257 patients were invited to participate in 
foot section of the survey. Of those 257, 30 patients opted 
out the study, and 4 were unable to consent for a total sample 
of 223 participants of which 221 (male: n = 77, female: n = 
138) were screened eligible (Table 2). The mean age of partic-
ipants was 68.8 (median: 74, SD: 20.02) years and age range 
was 18 to 97 years. More than half of the participants were 
older than 70 years (n = 125, 58.9%). Almost half identified 
as Australian. The majority of participants (n = 177, 80.1%) 
were nonsmokers and of these, 63 (28.5%) had a prior history 
of smoking and 114 (51.6%) had never smoked. The most 
frequent reasons for admission were related to medical condi-
tions, followed by surgical procedures, orthopedic conditions, 
and then orthopedic surgery (Table 2). Of those admitted due 
to falls (n =16), the majority (n = 14, 87.5%) were older 
than 80 years.

The large number of participants (n = 204, 92.3%) had at 
least 1 comorbid condition. The most frequent comorbidities 
were vision impairment, hypertension, mobility impairment, 
and arthritis. The number of comorbid conditions increased 
with age, and the association between age and number of co-
morbidities was statistically significant (P = .001) (Table 1).
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TABLE 1.
Statistically Significant Associations Between Study Variables

Variables df N Value P

Age group and existing comorbidities

 Age and number of comorbidities

 Arthritis

 Dyslipidemia

 Mobility impairment

 Cerebrovascular accident

 Hypertension

 Vision impairment

12

8

8

8

8

8

8

212

212

206

212

208

210

210

68.29

22.248

23.997

39.505

18.472

40.564

37.084

.001

.004

.002

.001

.018

.001

.001

Diabetes and other comorbidities

 Diabetes and number of comorbidities

 Diabetes and arthritis

 Diabetes and dyslipidemia

 Diabetes and mobility impairment

 Diabetes and hypertension

 Diabetes and peripheral artery disease

 Diabetes and renal diseases

3

2

2

2

2

2

2

220

219

214

220

218

217

218

14.686

8.564

7.420

6.250

.6.006

12.388

8.756

.002

.014

.017

.044

.05

.002

.013

Comorbidities and foot problems

 Diabetes and changes in foot sensation

 Diabetes and pain at night or at rest

 Dyslipidemia and changes in foot sensation

 Cerebrovascular accident and changes in foot sensation

 Depression and changes in foot sensation

 Trauma and changes in foot sensation

 Neuropathy and changes in foot sensation

 Ischemic heart disease and changes in foot sensation

 Peripheral artery disease and changes in foot sensation

 Arthritis and foot deformity

 Mobility impairment and erythema

 Mobility impairment and well-kept nails

 Mobility impairment and thick nails

 Mobility impairment and damaged nails

 Hypertension and erythema

 Hypertension and thick nails

 Depression and thick nails

 Ischemic heart disease and well-kept nails

 Ischemic heart disease and damaged nails

1

1

2

2

2

1

2

2

2

6

4

4

4

4

4

4

4

4

4

213

212

207

209

210

208

211

210

210

217

219

218

218

219

217

216

215

215

216

4.456

4.767

8.186

8.129

12.718

8.828

56.646

9.138

13.388

15.001

16.026

11.352

20.579

18.108

9.929

16.446

12.240

11.431

14.071

.035

.029

.017

.017

.002

.003

.001

.010

.001

.005

.003

.023

.001

.001

.042

.002

.016

.022

.007

Comorbidities and foot problems

 Number of comorbidities and thick nails 

 Number of comorbidities and damaged nails 

 Number of comorbidities and foot cramping when walking or exercising 

6

6

9

219

220

221

12.371

14.875

21.942

.048

.021

.011

Age and existing foot problems

 Erythema

 Calluses or corns

 Deformity

 Well-kept nails

 Thick nails

 Damaged nails

8

8

8

8

8

8

211

211

210

210

210

211

20.970

18.021

22.629

21.415

44.872

26.569

.007

.021

.004

.006

.001

.001

(continues)
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Of those participants who were diagnosed with diabetes 
(type 1 [n = 2, 4.5%] and type 2 [n = 41, 93.2%]), the dura-
tion of diabetes was more and less than 10 years for 10 (23.26%) 
and 19 (43.18%) participants, respectively. One participant 
denied the diagnosis of diabetes. In the case of 1 participant, 
diabetes was discovered in the current admission. Diabetes du-

ration was not recorded for 10 participants. Only 10 of the 42 
participants with diabetes reported taking medication for dia-
betes and nearly half (n = 20) of those with diabetes reported 
knowledge of glycosylated hemoglobin (HbA1c). Of these 20 
participants, 8 knew their HbA1c level. Participants with dia-
betes were statistically significantly (P = .002) more likely to 

TABLE 2.
Participants’ Profile (N = 221)

Variables N %

Demographics

Gender

 Male

 Female

77

138

34.84

62.44

Age group, y

 <50

 50-59

 60-69

 70-79

 80+

 Total

40

20

27

39

86

212

18.1

9.0

12.2

17.6

38.9

95.9

Background

 Australian

 British

 Other European

 New Zealand

 Asian

 South African

 White

 Aboriginal

 Other

 Not recorded

 Total

109

36

15

8

7

7

5

2

2

30

221

49.3

16.3

6.8

3.6

3.2

3.2

2.3

0.9

0.9

13.6

100

Smoking history

 Never smoked

 Past smoker

 Current smoker

 Smoking status undetermined

114

63

31

10

51.6

28.5

14

4.5

Health profile

Reason for hospital admission

 Medical

 Surgical

 Orthopedic

 Orthopedic surgery

75

41

22

18

33.9

18.6

10.0

8.1

(continues)

TABLE 2.
Participants’ Profile (N = 221) (Continued)

Variables N %

 Medical/surgical

 Maternity

 Psychiatry

 Other

 Unclear

 Unknown/not recorded

 Total

18

7

5

2

1

32

221

8.1

3.2

2.3

.9

.5

14.5

100.0

Preexisting comorbidities

 Vision impairment

 Hypertension

 Mobility impairment

 Arthritis

 Trauma

 Depression

 Ischemic heart diseases

 Neuropathy

 Cancer

 Diabetes

 Dyslipidemia

 Cerebrovascular accident

 Peripheral artery disease

 Vascular surgery

 Renal diseases

132

113

101

100

63

58

53

50

45

44

43

32

23

22

12

59.7

51.1

45.7

45.2

28.5

26.2

24

22.6

20.4

19.9

19.5

14.5

10.4

10

5.4

Number of comorbidities

 No comorbidities

 1 comorbid condition

 2 comorbid conditions

 3+ comorbid conditions

 Total

17

26

23

155

221

7.7

11.8

10.4

70.1

100.0

Diabetes comorbidities

 No comorbidities

 1 comorbid condition

 2 comorbid conditions

 3+ comorbid conditions

 Total

0

1

3

40

44

0

2.27

6.8

90.9

100

TABLE 1.
Statistically Significant Associations Between Study Variables (Continued)

Variables df N Value P

Footwear and foot problems

 Advice to wear special foot wear and changes to foot sensation

 Advice to wear special foot wear and pain at rest or at night

9

1

198

194

143.217

6.550

.001

.010
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have more comorbid conditions (Table 1). With the exception 
of cancer, the number of comorbidities was higher in partici-
pants with diabetes.

Foot-Related Data
The majority of the 221 participants in our sample reported at 
least 1 foot problem (n = 193, 87.3%), and more than half (n 
= 124) reported 3 foot problems and one-third (n = 67) re-
ported 5 problems or more. Eleven (5%) participants were ad-
mitted with current foot-related problems such as fractures (n 
= 3, 1.3%), edema (n = 2, 1%), infection ranging from cel-
lulitis to gangrene (n = 4, 2%), toe injury (n = 1, 0.5%), and 
foot pain (n = 1, 0.5%). Fourteen (6.3%) reported a previ-
ous foot-related hospital admission. Nine (4.0%) participants 
reported a history of a previously healed foot ulcer. There 
were 6 (2.7%) participants with an unhealed foot ulcer and 5 
(2.2%) who had a previous lower limb amputation.

Foot Assessment
A small group of participants (n = 23, 10.0%) reported experi-
encing co-occurring changes in foot sensation, pain at night or 
at rest, and cramping during walking or exercise. In the larger 
sample, less than a quarter (n = 52, 23.5%) of the participants 

reported changes in foot sensation, and an equal number of 
participants (n = 50, 22.6%) reported pain at night or at rest, 
and cramping during walking or exercise. Participants with di-
abetes were more likely to report changes in foot sensation or 
pain at night or at rest than those without diabetes, and both 
of these associations were statistically significant with P values 
of .035 and .029, respectively (Table 1). There was a statisti-
cally significant association (P = .021) between the number of 
comorbidities and foot cramping when walking or exercising 
but not for any particular comorbidity. There were no statis-
tically significant associations between foot sensation, pain at 
night, pain at rest, cramping during walking, and exercising 
by age group or sex.

Most participants had well-kept nails defined as nails that 
were nicely trimmed with no evidence of problems such as 
thickness (Figure). Photographs were used during the training 
sessions as a visual illustration of what is meant by well-kept 
nails. The association between well-kept nails and younger age 
was statistically significant (P= .006) (Table 1). In line with 
this result, older participants were statistically more likely to 
have foot problems. Table 1 summarizes these problems with 
corresponding P values. Thick nails or damaged nails were 
statistically more likely to be seen among those with 3 or more 

Figure. Foot problems frequencies and percentages.
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comorbidities, with P values of .048 and .021, respectively. 
During assessment, thick nails, damaged nails, and calluses 
and corns were the most frequently occurring foot problems 
whereas foot infections, infected nails, and ulceration were the 
least common observations (Figure).

When feet were palpated for assessment of temperature us-
ing the back of the nurse’s hand, 52 (23.5%) participants had 
cold feet, 2 (1%) had hot feet, and 16 (7.2%) participants 
had feet of uneven temperature. Most participants had warm 
feet (n = 151, 68.3%), considered a normal finding. Dorsalis 
pedis (n = 200, 90.5%) and posterior tibial (n = 185, 83.7%) 
pulses were palpable; pulses were absent in 6 (3%) and 11 
(5%), respectively. There was no statistically significant asso-
ciation found between foot temperature and any comorbidity, 
age group, or sex; these findings were also noted for the pres-
ence or absence of a dorsalis pedis or posterior tibial pulses.

Footwear Assessment Questions
Participants (n = 208, 94%) gave verbal responses to items 
related to the type of footwear they normally wore. Flat and 
closed-in shoes were the types of shoes most frequently worn 
(Table 3). The types of shoes in the category named “other” 
were brand-named shoes, which come in many different styles 
and included shoes participants described as “comfortable” 
and “normal.”

When asked whether they had received advice to wear spe-
cial shoes, 45 participants (20.4 %) reported that they had 
received such advice, 28 indicated that they follow the advice, 
and 13 did not follow recommendations. The reasons for not 
following advice included shoes were too uncomfortable, too 
heavy and unstable, or too expensive. One participant report-
ed falling over when wearing a special boot and 1 participant 
reported trying orthotics but did not like them. Advice to par-
ticipants to wear special shoes was more likely to be provided if 
participants had noticed changes to their foot sensation (P = 
.001) or experienced foot pain at rest or at night (P = .010). 
There was no association between type of footwear worn and 
comorbidity, age group, and sex. This was the case of the asso-
ciation between advice to wear special shoes or if that advice 
was followed and comorbidity, age group, and sex.

DISCUSSION

This PPS of inpatients who agreed to participate in our study 
contributes to the evidence base of the prevalence of foot prob-
lems among hospital inpatients. We found that the vast ma-
jority of participants experienced 1 or more foot problems; 
however, the majority were minor and not the cause of hos-
pitalization. Eleven (5%) of 221 patients in our sample were 
hospitalized specifically for a foot problem, a prevalence rate 
consistent with 5% reported in a systematic review and a me-
ta-analysis.2 However, it was noted in the systematic review that 
the heterogeneity of the included studies and drawbacks in the 
search strategy may have resulted in an underestimation of in-
patients hospitalized for foot problems. In a previous study, foot 
problems were notably higher as the primary reason for 12.5% 
of admissions to a subacute rehabilitation facility11 and slightly 
lower (7.4%) in a multisite study of patients admitted to acute 
care.8 The methodological differences (single vs multiple types 
of settings); hospitals types such as acute, subacute, and special-
ty; and location of hospitals (rural, urban, regional) between 
studies can be considered reasonable explanations for the differ-
ences in percentages of patients hospitalized primarily for foot 
problems. Differences in prevalence may also be attributed to 
times of data collection; our data were collected during 1 day 
whereas data from the subacute rehabilitation facility’s study 
data were collected over 2 different 4-week time periods. Final-
ly, trained nurses collected data in our study whereas podiatrists 
collected data in the other 2 studies; 1 podiatrist in the subacute 
rehabilitation facility and a team of 27 podiatrists plus podiatry 
students in the final year of study collected the multisite point 
prevalence study data. These variations may explain the varia-
tions in the reported results. Research on foot problems among 
inpatients is limited, making it difficult to compare our results.

The risk factors among our inpatient population for devel-
oping foot problems, including peripheral artery disease, pe-
ripheral neuropathy, and foot deformity, are consistent with 
findings from the previously cited studies.2,8,11 For example, 
peripheral neuropathy was similar across the 3 studies; it was 
22.6% (n = 50) for our study, 22% (n = 160) for the mul-
tisite study, and 24.7% (n = 21) for the subacute care rehabil-
itation facility study.

We found that the majority of foot problems were minor 
and not the cause of hospitalization. The most prevalence con-
ditions were thick nails, damaged nails, and calluses and corns. 
Older participants were more likely to have these 4 minor foot 
problems and were also found to have erythematous feet and 
foot deformities. Age is a well-documented risk factor for foot 
problems; data from a systematic review showed that nearly 
every older adult experienced some type of foot problem with 
14% to 53% of the older adult population experiencing on 
average 3 foot problems.12 In our survey, we did not exam-
ine the frequency of foot problems by age group. However, 
nearly 70% of the study population were aged 60 years or old-
er, suggesting that older individuals are more likely to have 
multiple foot problems, suggesting the need to pay special at-
tention to foot problems among older adult population.12-14 A 
substantial percentage of inpatients have foot problems that 
remain unrecognized.2,9

 Unfortunately, even minor unrecognized problems can lead 
to complications such as foot ulcers that require complex and 
costly treatment.14-16 Although nurses are in a unique position 
to identify minor foot problems before further deterioration, 

TABLE 3.
Footwear Responses

Code Response N %

Open/closed toe  
 shoes

Closed-toe shoes

Open-toe shoes

Both open and closed shoes

106

27

14

47.96

12.21

6.3

Slip-on/laced shoes Slip-on shoes

Lace-up shoes

Both laced-up and slip-on  
 shoes

55

15

17

24.9

6.8

7.7

Flat/heeled shoes Flat shoes

Heeled shoes

112

13

50.7

5.9

Others Brand-named shoes

Orthotic shoes

Goes barefoot

Bedbound/uses walking sticks

Velcro-fastened shoes

28

8

5

2

1

12.7

3.6

2.26

0.9

0.5
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many consider their clinical skills inadequate to assess and 
manage foot problems.12 Foot care is within the scope of 
nursing practice and guideline-guided foot care has shown to 
prevent and/or reduce foot complications, for example, associ-
ated with diabetes.17-20 More complex foot conditions should 
be managed in collaboration with or referral to foot care spe-
cialists (podiatrists/chiropodist).21-23

Our results showed a statistically significant association 
between minor foot problems and other conditions such as 
mobility impairment, hypertension, and ischemic heart dis-
ease, consistent with findings in the literature.2 We found a 
statistically significant association between diabetes and poor 
foot sensation, pain at night or at rest, and cramping during 
walking or exercise. The study results showed that 20% (n = 
44) of participants had diabetes; however, a greater number 
of participants were noted to have other conditions such as 
hypertension and arthritis.

Foot problems are posited to be associated with inappro-
priate footwear; however, in our study, we did not find an as-
sociation between type of footwear and comorbid conditions. 
Nonetheless, it is important to incorporate footwear-related 
advice in the treatment plan for individuals with diabetes and 
other conditions such as arthritis and those with mobility im-
pairments.24 We also did not find associations among footwear, 
foot problems, age, and sex. These findings differ from results 
of a previous secondary analysis of inpatient data that estab-
lished a statistically significant association between sex and se-
lected footwear types.24 These variations could be attributed to 
the methodological differences including the way of classifying 
the footwear. In the present study, the participants provided 
verbal responses concerning their footwear and footwear types 
were coded inductively. In the study cited previously, the par-
ticipants were asked to indicate their outdoor footwear on a 
given chart containing footwear pictures.24

Strengths and Limitations
The strengths of this study include the development of survey 
questions specific to foot problems experienced by an inpatient 
population, derived from the literature, and validated by expert 
researchers and clinicians with expertise in wound or foot care, 
psychometrics, and diabetes. The study included a relatively 
large number of participants. This study has several limitations. 
A large number of nurses (n = 22) collected data across the hos-
pital. This introduces possibilities for variations in data collec-
tion despite the provision of education on data collection. Im-
portantly, data on the survey did not include document audit 
and thus cannot confirm whether the identified foot conditions 
were recorded in the patient notes. The data were collected as 
part of the hospital PPS, recorded from the survey into spread-
sheet, and then foot-related data were extracted and uploaded 
to SPSS for analysis for our study. The researchers were not able 
to cross-check the data for possible errors.

CONCLUSION

Our study findings contribute to the literature and shed light 
on the types and frequency foot problems experienced by a 
hospitalized cohort of patients. In additional, these data sup-
port results of previous research that suggests that foot prob-
lems are common among hospitalized patients. The majority 
of those foot problems are minor and not the reason for hos-
pitalization, which raises concern that foot problems in high-
risk populations such as those with diabetes or arthritis may 

remain unidentified and worsen during hospitalization due to 
the nature of the condition(s) for which the patient was ad-
mitted. Nurses can play a pivotal role in managing minor foot 
problems through skin and nail assessment and care and time-
ly referral to healthcare professionals for specialized foot care 
when appropriate. We recommend that all inpatient settings 
have a protocol in place, guided by the evidence, which would 
enhance the identification of previously unrecognized foot 
problems and the provision of appropriate treatment within 
a timely manner.
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