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ii. Abstract 

Background: Diabetes incidence and prevalence continues to grow and the chronic impacts of it can, 

amongst other things, lead to severe foot problems including ulceration and subsequent serious 

infection. Indeed, one in three people with diabetes will develop vascular impairment to the feet and 

more than one in ten will develop a diabetic foot ulcer [DFU]. DFUs contribute significantly to 

morbidity and mortality associated with diabetes and are extremely costly to health services. 

Accordingly, renewed efforts to reduce the development of DFUs are one of a number of public health 

focuses to try and reduce this burden. It is well established that good, effective foot self-care 

behaviours can be an important, low-cost approach to reducing the likelihood of DFU development – 

however, this appears to be an under-utilised measure and reasons for this remain unclear. This 

qualitative study sought to explore the perspectives of patients and healthcare professionals [HCPs] 

on barriers and/or facilitators to foot self-care behaviours in diabetes. In addition, it sought to identify 

if there may be any areas of consensus and/or tension between patient and HCP perspectives and 

whether or not they may contribute to any perceived barriers and/or facilitators towards foot self-

care behaviours. 

Methods: This was a sequential, qualitative study that used a hermeneutic phenomenological 

approach. There were three phases to this study. The first phase was in-depth, semi-structured patient 

interviews to gain patients’ perspectives on barriers and facilitators to foot self-care behaviours in 

diabetes. In the second phase HCPs underwent in-depth, semi-structured interviews on their 

perspectives on barriers and facilitators to foot self-care behaviours in diabetes as well as the findings 

from the phase I (patient) interviews. The HCPs interviewed in this phase included Podiatrists, 

Diabetes Nurses, Foot Health Practitioners (FHPs) and General Practitioners (GPs). In the third phase 

patient interview groups were presented with the findings from the phase I (patient) and phase II 

(HCP) interviews to try and identify any areas of consensus and tension between HCP and patient 

perspectives.   

Analysis: Phases I and II were analysed using Interpretative Phenomenological Analysis (IPA). The third 

phase was analysed using simple thematic analysis. The IPA analyses allowed for detailed 

consideration of patient and HCP perspectives, respectively. The separate analyses for phases I and II 

provided stand-alone conclusions to be drawn from patient and HCP participants. This approach also 

allowed for deep analysis of areas of consensus and tension between patient and HCP perspectives 

on barriers and facilitators to foot self-care practices in diabetes. The use of thematic analysis from 

the patient group interviews added further trustworthiness by way triangulation of the findings and 
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conclusions from the study as patients were provided the opportunity to reflect and comment upon 

the findings from phases I and II, respectively.  

Findings: The findings from this study indicate that patients feel that they need to be suitably 

motivated and enabled to undertake good foot self-care behaviours. Furthermore, it appears that this 

motivation needs to be internally generated from patients’ lived experiences aligning with the 

information they receive from their HCPs for it to result in them initiating and sustaining foot self-care 

behaviours. HCPs, however, appear to focus upon patient knowledge as a major reason why patients 

may not undertake good foot self-care behaviour and assume that this is intertwined with a lack of 

motivation on the part of the patient. Accordingly, HCPs appear to have a proclivity towards stark 

health messaging to motivate patients towards foot self-care behaviour even though both patients 

and HCPs indicated that stark health messaging was not consistently effective as communication 

strategy. Non-foot specialist HCPs also expressed that they have some insecurity around their foot 

health knowledge and this appears to result in them not routinely steering patients towards 

conversations about foot health. The clearest areas of consensus in perspective between HCPs and 

patients included concerns over consequences of diabetes complications; the importance of patient 

education and frustrations around aspects of health service delivery. Meanwhile, the most notable 

areas of tension include mixed messaging from HCPs around the roles and responsibilities of foot 

health and who patients should initially see following the development of a foot problem.  

Conclusions: This study has identified possible reasons why patients are often not getting timely 

access to the best care and advice when it comes to their foot health in diabetes. One of the strongest 

reasons for that appears to be that patients may not be being steered towards foot health 

conversations by their HCPs and that this may be the result of non-foot-specialist HCPs feeling insecure 

about their foot health knowledge. In addition, this study exposes some nuance around HCP proclivity 

towards often ineffective stark health messaging as a common tactic to develop motivation in 

patients. Finally, mixed messaging from HCPs around foot health responsibilities; patients sometimes 

lacking faith in HCP knowledge and disagreement between patients and HCPs as to who foot problems 

should initially be presented to may result in patients losing trust in HCPs and them not getting timely 

access to specialist care. Further research is needed to understand how approaches to policy and 

interventions may address these challenges. 
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1. Introduction 

There are currently over 3.9 million people diagnosed with diabetes in the United Kingdom [UK] and 

an estimated 900,000+ further cases currently undiagnosed (Diabetes UK, 2020).  The chronic impact 

of diabetes involves vascular and neurological impairment, particularly when glycaemic levels are not 

well controlled (International Diabetes Federation [IDF], 2015). These factors in isolation, but 

particularly in combination, can lead to severe foot problems including ulceration and subsequent 

serious infection. Indeed, one in three patients with diabetes will develop vascular impairment to the 

feet and more than one in ten will develop diabetic foot ulceration [DFU] (Kerr, 2012; National 

Institute for Clinical Excellence [NICE], 2019). The lifetime incidence rate of a diabetes-related foot 

ulcer is between 19%-34% with a yearly incidence rate of 2% (Bus et al., 2019). Kerr (2017) estimated 

that in the UK, more than 64,000 people have a foot ulcer at any given time. There are over 7,000 

diabetes related lower limb amputations performed every year in England resulting from ulceration 

(equating to roughly 19 per day) and that the cost of DFUs and amputation to the National Health 

Service (NHS) is £1 for every £150 that it spends – a total of approximately £780m per year. As of 2014-

15, Diabetic foot disease cost the NHS £1bn (Diabetes UK, 2016; National Diabetes Foot Care Audit, 

2019). The personal cost is arguably even greater with between a 60% and 80% risk of death within 

five years of a diabetes-related lower limb amputation (Singh et al., 2005; NICE, 2019). A systematic 

review by Hoogeveen et al (2015) outlined that no strong evidence exists to support complex 

interventions aimed at reducing DFUs. Whilst one of the studies selected within the review by 

Hoogeveen et al. showed a strong correlation between patient education, self-care behaviour and 

avoidance of ulceration and subsequent amputation, the overall level of evidence supporting self-care 

behaviours as an isolated approach to DFU and amputation prevention remains low. Despite this, 

however, there is research and working group consensus that with appropriate disease management 

and effective self-care behaviours, many complications, including DFUs, are deemed entirely 

avoidable (Ren et al., 2014; NICE, 2019; Bus et al., 2019). Fan et al (2014) inferred from their study 

that as many as 40% of patients with diabetes either are not aware of risk factors associated with 

DFUs; do not recognise foot problems and/or do not engage in essential foot self-care behaviours such 

as good hygiene, visual inspections and the selection and use of appropriate footwear. They went on 

to suggest that inadequate knowledge and poor foot self-care behaviour may contribute to DFU 

development. Indeed Bus et al. (2019) published guidelines for The International Working Group on 

the Diabetic Foot [IWGDF] citing good foot self-care behaviours as a key approach to prevention of 

foot ulcers in individuals with diabetes.  
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Foot self-care behaviours are not uniquely or precisely defined but appear within the literature to 

consistently comprise: daily washing and drying of the feet; daily visual foot examinations; application 

of skin moisturiser; avoiding walking bare-footed (even within the home); ensuring that bathing water 

is not too hot; attending regular professional footcare and following professional advice in relation to 

foot care behaviours (McInnes et al., 2011; Fan et al., 2014; Bonner et al., 2016; Bus et al., 2016).  

Paisey et al. (2019) found that integrated care for the diabetic foot within the NHS was associated with 

a reduction in the development of initial DFUs but not in recurrent ulceration. This indicates that 

attending professional footcare services – identified as a tenet of foot self-care behaviour – is an 

important factor in reducing the development of initial DFU. With initial DFU being the single biggest 

predictor for subsequent DFU (Bus et al., 2019), the importance of measures aimed at preventing the 

development of an initial DFU is considerable. In addition to the aforementioned foot self-care 

behaviours, Bonner et al., (2016) within their systematic review found that they could also be 

extended to include understanding risk factors associated with diabetic foot ulcer (DFU) development 

and managing complications outside of clinical encounters. The literature indicates, however, that 

foot self-care behaviours remain a significantly under-utilised exercise in the prevention of DFUs 

(Schmidt et al, 2008; Perrin et al., 2009; McInnes et al., 2011; Freitas, 2014; Neta et al., 2015). A 

systematic review of the literature in this area by Matricciani and Jones (2015) supported this 

conclusion and further iterated that foot self-care behaviours should be a specific consideration for 

patients currently at low-risk of developing foot complications. They pointed out that only after 

individuals’ risk is deemed high, or they have already developed a DFU, does the education and focus 

on foot self-care behaviours start to be more consistently applied. Thus, Matricciani and Jones (2015) 

advised that this focus should come in earlier, when the patients are deemed low risk to not only instil 

good self-care behaviours early, but also because current low-risk populations are likely to become 

high-risk populations in time – a conclusion shared by McInnes et al (2011) and Bus et al. (2016) who 

indicated from their own studies that good self-care behaviours are more effective if employed earlier 

in the disease progression. Indeed, the data indicates that after successful resolution of an initial DFU, 

40% recur within 1 year and 65% within 3 years (Bus et al., 2019). Therefore, prevention of the first 

DFU is crucial to improving the longer-term prognosis for the individual, yet the seemingly straight-

forward and cost-effective measure of good foot self-care to help achieve this appears to be under-

utilised.  

 

1.1 Study Outline and Focus 

This study primarily sought to explore patient and healthcare professional (HCP) perspectives on 

perceived barriers and facilitators to foot self-care behaviours in diabetes. In addition, this study 
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explored whether areas of consensus and/or tension within and between patient and HCP 

perspectives in this context contribute to these barriers and/or facilitators. The focus of this study is 

adults with diabetes at ‘low-risk’ of developing foot complications as ‘low-risk’ populations often 

become ‘high-risk’ in time.  

This was a sequential exploratory qualitative study. An initial phase (I) of semi-structured interviews 

relating to foot self-care behaviours and perceived barriers and facilitators to these behaviours was 

undertaken with individuals with diabetes at low-risk of developing foot complications. The data from 

these interviews was then thematically analysed using interpretative phenomenological analysis (IPA). 

Emerging themes from the interviews guided phase II and the presentation of these themes to HCPs 

involved in managing the foot in diabetes for their consideration and discussion via in-depth, semi-

structured interviews. These interviews were then thematically analysed using IPA. The third (III) 

phase saw the themes from phases I and II presented back to patient participants for discussion within 

group interviews. The data from the discussion within the group interviews was analysed using simple 

thematic analysis. Consequently, a synthesised composition of patient and healthcare-professional 

perspectives within this area of diabetes was used to identify whether any consensus and/or tension 

in perspective within and between the patient and the HCPs contributes to any barriers and/or 

facilitators to patient foot self-care behaviours. The literature was then re-searched and the use of 

relevant theories and models that were identified inductively from the findings was used to frame the 

discussion. A visual overview of this project is provided below (figure 1).  

 

Figure 1 – Study Flow Chart 
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1.2 Purpose 

The purpose of this research is to explore patient and HCP perspectives on potential barriers and 

facilitators to foot self-care behaviours in diabetes and whether any areas of consensus and/or tension 

in perspectives within and between patients and HCPs contribute to these barriers and/or facilitators. 

It is hoped that this study may provide unique insight that may guide and shape future research and 

the development of policy aimed at improving foot self-care behaviours within the low-risk diabetes 

population to help prevent these patients ultimately developing a diabetic foot ulcer. 

 

1.3 Thesis Structure 

This thesis is structured in the following way:  

Chapter One: This chapter provides the background and introduction to the research.  

Chapter Two: A critical review of the literature is provided, including exploring self-care behaviour in 

the context of ulcer prevention; health literacy; socio-economic status; patient knowledge & 

education; depression; patient beliefs; social support; patient-HCP interaction and health service 

experiences. 

Chapter Three: This chapter explains and justifies the methodological approach used in this study and 

describes the choice of research methods. The epistemological approach, methods of data analysis, 

ethical considerations and trustworthiness of the data are discussed.  

Chapter Four: This chapter presents the research findings from the patient interviews (Phase 1) 

Chapter Five: This chapter presents the research findings from the HCP interviews [including 

Podiatrists; Nurses; FHPs and GPs] (Phase 2); and both patient group interviews (Phase 3). 

Chapter Six: A discussion on the findings relating to the data and how these relate to the literature 

and align with theory.  

Chapter Seven: Conclusions and recommendations are presented, as well as the strengths and 

limitations of the research, opportunities for further research and an estimation of the overall 

contribution of this study to the body of knowledge surrounding foot self-care behaviours in diabetes. 
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2. Exploring self-care behaviour in the context of ulcer-prevention in diabetes 

2.1 Foot disease in diabetes 

For a person with diabetes, the lifetime incidence rate of a DFU is between 19% and 34%, with a yearly 

incidence rate of 2%, and they are the leading cause of non-traumatic lower extremity amputations 

(Bus et al., 2019). This is of more striking significance when contextualised by the fact that there is 

between a 45% and 57% risk of death within five years of a diabetes-related amputation (NICE, 2019, 

Armstrong et al., 2020). It has even been suggested that preventing DFU development is the single 

biggest way to reduce diabetes-associated mortality (Jeyaramen et al, 2019). Accordingly, ever-

increasing importance is given to strategies aimed at preventing the development of DFUs – so much 

so that this has been identified as one of the top 10-foot health research priorities in the UK (James 

Lind Alliance, 2019). With appropriate disease management and effective self-care behaviours, many 

complications, including DFUs, are deemed to be entirely avoidable (Ren et al., 2014; Bus and van 

Netten, 2016; NICE, 2019; Bus et al., 2019). Whilst the role of the clinician in helping patients to 

effectively manage their diabetes remains a crucial aspect of diabetes care, the International Working 

Group on the Diabetic Foot [IWGDF] have cited good foot self-care behaviours as a key approach to 

prevent the development of DFUs (Bus et al., 2019). Despite this, a large integrative review identified 

that HCPs frequently report that foot self-care behaviours are not undertaken consistently enough by 

people with diabetes (Matricianni & Jones, 2015). Given the harms and costs associated with diabetic 

foot disease, all approaches that may help to reduce the incidence and prevalence of this require 

urgent investigation – not least efficacious and cost-effective measures like appropriate foot self-care 

behaviours.  

 

2.2 Self-care in the context of foot disease in diabetes 

With a changing landscape of public health comes a change in the way that health care is delivered 

and received. Health care decisions and practices are no longer viewed as the sole responsibility of 

the clinician and, indeed, these decisions relating to patient care are more equally shared with the 

patient (Speight et al., 2012). This initiates two premises upon which health care provision then exists 

– firstly, the patient must assume some control and accountability for their own health and health 

outcomes; and secondly, effective communication between the HCP and the patient is of crucial 

importance (Vranceanu et al., 2012; Beverley et al., 2016; Neuner-Jehle et al., 2017;). This is 

particularly relevant when it comes to the management of chronic, non-communicable diseases such 
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as diabetes where effective self-care is a crucial aspect of optimal disease management and outcomes 

(Shrivastava et al., 2013). 

Self-care management has been defined as the capacity of the individual in managing the symptoms 

associated with a chronic condition through physical activity, psychosocial approaches and lifestyle 

changes (Tuncay and Avci, 2020). The purpose of this is to ensure that individuals can sustain their 

wellness as much as possible. In diabetes, self-care is a well-established facet of achieving optimal 

disease management and clinical outcomes because most of the day-to-day care and management of 

the disease is handled by patients and/or their families (Shrivastava et al., 2013). The American 

Association of Diabetes Educators (2008) identified seven essential self-care behaviours in diabetes 

which predict good outcomes, viz.: healthy eating; being physically active; monitoring of blood sugar; 

compliance with medications; good problem-solving skills; healthy coping skills and risk-reduction 

behaviours (which includes reducing risk of foot ulceration via good foot care). All of these behaviours 

have been seen to positively correlate with good glycaemic control, reduction of complications and 

improvement in quality of life (Odegard and Capoccia, 2007; Povey and Clark-Carter, 2007; American 

Diabetes Association; 2009; Shrivastava et al., 2013). Diabetes self-care requires people with diabetes 

to make many dietary and lifestyle modifications supported by healthcare professionals to help them 

maintain a higher level of self-confidence which, in turn, facilitates sustained self-care behaviours 

(Dogru et al., 2019).  

Foot self-care behaviours typically identified as what people with diabetes should be encouraged to 

undertake regularly include: daily washing and drying of the feet; daily visual foot examinations; 

application of skin moisturiser; avoiding walking bare-footed (even within the home); ensuring that 

bathing water is not too hot; attending regular professional footcare and following professional advice 

in relation to foot care behaviours (McInnes et al., 2011; Fan et al., 2014; Bonner et al., 2016; Bus et 

al., 2016; NHS, 2018; Diabetes UK, 2021). Whilst this represents the optimal approach to self-care in 

the context of foot disease in diabetes, the pertinent question is to what extent these behaviours are 

typically undertaken and adhered to. 

 

2.3 Adherence to self-care behaviours 

Self-care is widely considered to be the most cost-effective way of managing diabetes and delaying or 

preventing of the development of associated complications, yet self-care is often found lacking in 

people with diabetes and is sometimes under-appreciated by healthcare professionals too (Hunter et 

al., 2014). Much of the evidence indicates that foot self-care behaviours, specifically, remain under-
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utilised in the prevention of DFUs (Perrin et al., 2009; McInnes et al., 2011; Shrivastava et al., 2013; 

Freitas, 2014; Matricianni and Jones, 2015; Neta et al., 2015). Mogre et al. (2019) undertook the only 

large systematic review to date that specifically looked at foot self-care behaviours within a range of 

self-care practices in diabetes to determine how well they were adhered to. Their systematic review 

of 72 studies included 10 that specifically looked at foot self-care behaviours in a pooled population 

of over 1,600. The findings of this systematic review were that only 40% of people with diabetes 

undertake regular foot inspections and a much lower 10% met the criteria of having “good” foot self-

care practices. These numbers compared with median adherence rates of 58% for diet; 71% for 

medication taking and 41% for exercise behaviours, respectively. Whilst this systematic review was 

limited to low- and middle-income countries, the findings were largely consistent within the literature 

that reported on foot self-care behaviours in many different countries – including high-income ones 

too (Schmidt et al, 2008; Perrin et al., 2009; McInnes et al., 2011; Freitas, 2014; Neta et al., 2015). 

Understanding what may explain this apparent lack of regular, consistent foot self-care among people 

with diabetes is, thus, the focus of a literature review. 

 

2.4 Literature Search 

The databases selected to perform literature searches were: Web of Science; Scopus; The Cochrane 

Database; Embase; CINAHL and the Nursing and Allied Health Database. These were selected on the 

basis that they provided access to thousands of peer-reviewed journals and articles within the various 

aspects of healthcare that are concerned with the specific area of interest. These include medicine, 

nursing, podiatry, chronic disease, allied health, clinical care, patient education and counselling. 

Various search terms were used systematically for each of the searched databases. Search terms were 

applied using the Khan et al. (2003) PEO (population, exposure, outcome) framework [Table 1]. The 

searches were conducted to locate the exact words or phrases within the title, medical subject 

heading (MeSH), keywords or abstract. The search terms were selected and refined by identifying 

recurring key terms in relevant papers returned from preliminary searches. The initial date range was 

selected from 2003 to locate papers published since the implementation of NICE guidance on patient 

self-management and education in diabetes. 
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Population Exposure Outcome 

 

Diabet* 

 

concern* OR consider* OR 

“Patient motiv*” OR 

“motivations” OR barriers OR 

facilitate* OR enable* 

 

 “foot self-care” OR “Self-foot 

care” OR “self-care behav*” 

Table 1 – PEO framework search terms table 

To obtain focused and relevant results that could be appropriately analysed, search filters were 

employed to make sure that the returned articles were full-text accessible, were original papers 

and/or reported original research and were peer-reviewed. No language filters were included so that 

potentially useful international studies were not excluded from the search results. From the articles 

retrieved, papers were selected or rejected according to their subject relevance and their reliability 

and validity in terms of research hierarchy. Papers already selected from earlier searches were 

excluded from the retrieved results in later searches. All papers that were used in the literature review 

as well as the discussion (Chapter 6) were put through a CASP review process to judge reliability and 

suitability prior to inclusion (CASP UK, 2021).  

 

2.4.1 Barriers and Facilitators to Foot Self-Care Behaviours 

Adherence to care is a multidimensional phenomenon, determined by the interplay of several factors, 

including: social and economic, patient-related, health-system-related, and condition-related factors 

(World Health Organisation [WHO], 2003; Kardas et al., 2013). Within the searched literature, each of  

those factors appear to be frequently captured in the context of foot self-care in diabetes. Social and 

economic factors often concern limited health literacy, socio-economic status and social support of 

patients with foot problems in diabetes (Vedhara et al., 2014; D’Souza et al., 2016; Price, 2016); 

patient-related factors involve the person's existing knowledge, skills, and beliefs around their illness 

and the benefits of care (Gale et al., 2008; Beattie et al., 2014 Chitambo and Frobes., 2015; Guell and 

Unwin, 2015; Hill and Dunlop, 2015);  the health-system-related factors include patient experiences 

of the health service and HCP interaction (Anders and Smith, 2010; Marchand et al., 2012; Delea, 2015; 

Coffey et al., 2019); and condition-related factors most commonly appear to be co-existing depression 

commonly seen in diabetes (Gonzalez et al., 2008; Gharaibeh et al., 2016).  

Accordingly, the following areas have been identified as the focus of the literature review around 

possible barriers and facilitators to foot self-care behaviours: 
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• Health literacy (2.4.2) 

• Socio-economic status (2.4.3) 

• Patient knowledge / education (2.4.4) 

• Depression (2.4.5) 

• Patient beliefs (2.4.6) 

• Social support (2.4.7) 

• Patient-HCP interaction (2.4.8) 

• Health service experiences (2.4.9) 

 

2.4.2 Health Literacy 

The term ‘health literacy’ refers to socio-cognitive skills that result in the preservation and promotion 

of good health (Lael-Monfared et al., 2019). It is typically viewed as the ability of people to access, 

process and understand information and basic health services that are necessary to make appropriate 

health decisions (Apfel and Tsouros, 2013). Individuals with low health literacy often struggle to 

understand the health information provided to them and are known to have greater difficulty in 

managing chronic diseases and, as a consequence, are at greater risk for poor health outcomes 

(Hadden et al., 2019). Ferguson et al (2015) studied 280 adults with poorly controlled diabetes and 

found that almost 40% of them reported that they were managing to control their diabetes either 

‘well’ or ‘very well’. They concluded that this problem was due in large part to low health literacy 

amongst these individuals. In keeping with this, people with diabetes who have low health literacy 

appear to be at increased risk of developing complications such as DFUs due to poor self-management 

behaviours (Bailey et al., 2014; Margolis et al., 2015; Protheroe et al., 2017; Anderson et al., 2017). 

However, this conclusion was not reflected the systematic review of the literature by Al Sayah et al. 

(2013) who found that whilst good health literacy was associated with improved diabetes knowledge, 

there is little sufficient or consistent evidence suggesting that it is independently associated with 

diabetes-related outcomes. 

Studies looking at health literacy specifically in the context of diabetic foot disease are few, though 

one of the largest was conducted by Hadden et al. (2019) who compared health literacy levels in 177 

DFU-related amputees with 14,683 people in a general orthopaedic patient group and found that 

individuals in the amputee group were over 8 times as likely to have poor health literacy than those 

in the general orthopaedic group. Another was conducted by Lael-Monfared et al., (2019) who 

explored health literacy in the context of the foot in diabetes in a cross-sectional study of over 400 

people with type II diabetes in Iran and found that those with higher levels of health literacy undertook 
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self-care practices more consistently and had better foot health outcomes than those with poorer 

health literacy. The recommendations by Hadden et al. (2019) and Lael-Monfared et al., (2019) were 

that interventions aimed at improving health literacy should be an area of active focus to help improve 

foot health outcomes in diabetes through better engagement with self-care behaviours.  

Whilst there is a relative scarcity of studies looking at health literacy interventions aimed specifically 

at improving foot self-care behaviours, Kim and Lee (2016) conducted a meta-analysis of the literature 

around interventions aimed at improving health literacy in general diabetes self-care. They found that 

these interventions were focused around four domains: written communication; spoken 

communication; empowerment and language/cultural consideration. They concluded that, overall, 

health-literacy sensitive diabetes management interventions were effective at improving patient self-

care behaviours as measures by reductions in HbA1c levels. Whilst health literacy, therefore, appears 

to be an important factor to consider in the context of self-care, a consistent indication in the literature 

on this is that health literacy rarely exists in isolation and, instead, is influenced by many factors – 

most notably socio-economic status (Al Sayah et al., 2013; Kim and Lee, 2016; Hadden et al., 2019; 

Lael-Monfared et al., 2019). 

 

2.4.3 Socio-economic status 

Socio-economic status (SES) refers to the social and economic position that a person occupies within 

a given social structure and higher SES appears to be positively associated with better health outcomes 

(Baker, 2014). In her 2014 comprehensive literature review around the relationship between SES and 

health, Baker identified three common measures of SES: education, income and occupation. SES is 

generally thought to influence health through three avenues: (1) SES influences health through the 

ability to purchase health promoting resources and treatments; (2) socialisation of early health habits 

and continuing socialisation of health habits differs by SES; and (3) it has been posited that, rather 

than SES influencing health, health influences SES as less healthy individuals complete fewer years of 

school, miss more work, and earn lower incomes (Baker, 2014). However, Präg et al. (2016) in their 

multi-national cross-comparison study of SES in the context of health found that the perceived SES – 

not just actual SES metrics – appeared to be related to health outcomes, raising questions over the 

precise relationship between SES and health.  

In the specific context of diabetes, it has been found in the largest systematic review and meta-analysis 

on the relationship between SES and type II diabetes that Individuals with low SES are more likely to 

develop type II diabetes (Agardh et al., 2011). This finding was more pronounced in high-income 

countries compared to low- and middle-income countries. This has since been supported by a large 
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cross-sectional, population-based study in Canada of over 27,000 people which found that household 

income was strongly and independently associated with type 2 diabetes prevalence (and its associated 

conditions of high blood pressure and obesity) and that these outcomes were most commonly 

associated with physical inactivity (Bird et al., 2015). The inference from this study was that SES 

appeared to play a role in self-care behaviours. This aligns with the conclusions of a large review of 

191 studies by Volaco et al., (2018) which found that obesity – an independent risk factor for the 

development of diabetes and acceleration of diabetes complications – was strongly correlated with 

low SES. Reasons given for this were that there was a compounding effect of consumption of poorer 

quality food (higher intake of fat and simple carbohydrates and less of fruits, vegetables and whole 

wheat bread); and reduced physical activity being undertaken in the more disadvantaged social classes 

(Volaco et al., 2018). 

An additional factor that may contribute to how SES contributes to poorer health outcomes in diabetes 

was posited by Kelly and Ismail (2015) who in their literature review of variables associated with 

poorer diabetes outcomes found that stress was positively associated with poor self-care and early 

development of diabetes complications. Furthermore, they drew inference that poor SES may be a 

contributor to the development of stress through concerns around social and economic security. 

Whilst there appears to be considerable evidence that SES may impact upon health outcomes in 

chronic diseases like diabetes, what is less well studied is whether specific interventions aimed at 

patients may help to mitigate these impacts. The only study looking at this within the retrieved 

literature was by Houle et al. (2016) who examined whether targeted self-care education and 

counselling may have a mediating effect between SES and glycaemic control in diabetes. To explore 

this, they recruited 295 people with diabetes and low SES and compared average HbA1c levels before 

and after an intensive patient education and counselling course. The intervention focused on tackling 

patient knowledge and treating any co-existing depression. They found that by increasing patient 

knowledge levels and providing counselling to those struggling to cope with stress and depression, 

self-care behaviours improved and resulted in significant reductions in HbA1c levels. Though these are 

just the findings of one study, they do echo two of the factors that the WHO (2003) identified as being 

part of a complex interplay around adherence to care – namely, patient-related factors (patient 

knowledge) and condition-related factors (depression). There appears to be a need for further 

research in understanding mechanisms by which SES may impact upon foot self-care behaviours.  
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2.4.4 Patient knowledge & education 

A consistent finding within the literature is that a lack of patient knowledge is a factor in poor 

engagement with foot self-care behaviours and that this requires more frequent and effective foot-

specific patient education to be provided to help address this deficit (Johnson et al, 2005; Anders and 

Smith, 2010; Lamchahab et al, 2011; Li et al., 2014; Sharoni et al, 2017). Accordingly, over the last 20 

years patient education in the context of foot health has come into sharp focus as a tool to reduce the 

development of DFUs and amputation. The International Working Group for the Diabetic Foot 

(IWGDF) cite patient education as one of the key approaches to preventing the development of a DFU 

(Bus et al., 2019). However, despite a drive to increase diabetes patient education in the UK since the 

UK Prospective Diabetes Study (1999); NICE guidance (2003; 2020) and NHS directives (2011) in 

parallel with guidelines from the IWGDF, the largest systematic review of the current literature found 

there is insufficient robust evidence that patient education alone is effective in achieving clinically-

relevant reductions in DFU and amputation rates (Dorresteijin et al, 2014). A more recent systematic 

review by van Netten et al. (2016) concluded similarly in terms of first-time ulceration, however, did 

find that targeted education can reduce recurrence rates of DFUs.  

The proposed conduit between targeted foot health education and any possible reduction in DFU 

development attributable to it is via improved foot self-care behaviours. If the strongest evidence 

from the aforementioned systematic reviews suggests that targeted patient education does not 

appear to be an independent factor that reduces the development of DFUs, this raises two possibilities 

– 1) the efficacy of foot self-care at reducing DFU development is the problem – not the adherence to 

it; or 2) there is a disconnect between targeted patient education being given and this translating into 

effective foot self-care behaviours. The evidence presented in sections 2.1 and 2.2 suggests that foot 

self-care behaviours being optimally undertaken are effective at reducing the burden of diabetic foot 

disease and reducing the likelihood of ulceration. Thus, the inference is that the issue may well be a 

disconnect between targeted patient education being given and this translating into effective foot 

self-care behaviours. A recent systematic review appeared to support this inference as it concluded 

that there was insufficient evidence to suggest that targeted patient education has a positive impact 

on foot self-care behaviour (Goodall et al., 2020). Reasons why targeted patient education do not 

appear to translate into improved foot self-care behaviours may be partially explained by qualitative 

studies exploring the perspectives of people with diabetes about their patient education experiences. 

Such studies repeatedly found that patient education appears to be inconsistently delivered with non-

standardised content (Anders and Smith, 2010; Hill and Dunlop, 2015) and that education recall was 

often sub-optimal (Basu et al, 2004). Indeed, the largest qualitative meta-analysis of patient 
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perceptions and experiences of foot health and ulceration in diabetes highlighted limitations of 

patient education as one of the key barriers to effective foot self-care (Coffey et al., 2019).  

Another part of the explanation surrounding the apparent disconnect between patient education 

delivery and adherence to foot self-care behaviours may be that the education may be ineffective if 

health literacy factors are not taken into account. Adarmouch et al. (2017) studied 133 people with 

diabetes in Morocco and compared foot self-care behaviour before and after a targeted patient 

education intervention. The difference between baseline foot self-care behaviours and post-

intervention were analysed against health literacy metrics of individuals in the study. They found that 

those with high health literacy demonstrated significant positive improvements in foot self-care 

behaviours following the patient education intervention compared with those with low health literacy. 

These findings, however, are not supported by a more recent and larger study by Vandenbosche et al. 

(2018) in which 366 people with diabetes across nine countries were assessed via questionnaire to 

determine their health literacy, self-care behaviours, problem perception, coping, perceived general 

health and well-being before and after participating in a diabetes self-care patient education 

programme. The conclusion of this study was that patient education programmes aimed at self-care 

have positive, short-term effects on reported patient self-care behaviours and that whilst low health 

literacy is associated with poorer diabetes outcomes, it did not appear to influence the likelihood of 

the education programme resulting in increased reported self-care behaviours (Vandenbosche et al., 

2018). Studies seeking to explore these interactions are often hampered by a reliance upon self-

reported self-care behaviours and perceptions of their knowledge and well-being and they can often 

use quite different tools to evaluate factors like health literacy and coping. Thus, the results of studies 

in this area need to considered with these limitations in mind and so the interplay between health 

literacy and effectiveness of patient education remains unclear. This is a subject needing further 

investigation. 

Another possible reason why foot self-care behaviours do not seem to reliably improve following 

targeted patient education is that the burden placed on individuals with diabetes in relation to their 

self-care may be too onerous (Vileikyte, 1999; Vileikyte et al, 2004). The many complications of 

diabetes mean that patients with this disease have to consider various aspects of their self-care regime 

and be vigilant for an array of symptoms and health developments that might lead to an increased risk 

of developing (Diabetes UK, 2016). In essence, the foot in diabetes may often be being de-prioritised 

by patients relative to more pressing concerns about other aspects of day-to-day management of their 

diabetes despite the risk that severe foot problems in diabetes may cause (Lamchahab et al., 2011; 

McInnes et al, 2011). Indeed, an exploratory qualitative study by Guell and Unwin (2015) seeking to 

understand the barriers to diabetic foot care as experienced by patients and HCPs found that patients 
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and HCPs alike prioritised glycaemic control above all else in the context of self-care and this often 

eclipsed the importance given to foot care. A more recent consensus statement has picked up on this 

perceived dynamic that certain aspects of self-care advice are given in a more formulaic way and this 

can mean that patients do not have appropriate priorities set for their individual needs (van Netten et 

al., 2020). Accordingly, van Netten et al. (2020) suggested that patient advice and education should 

be tailored to the needs of the individual to reduce the burden on the patient that may come from 

overwhelming advice across a range of aspects of self-care. It was suggested that this would help more 

effectively translate advice into behaviour. 

It is clear from the literature reviewed in this area that patient knowledge and education continue to 

be perceived as important in the wider context of self-care, but the evidence about its effectiveness 

at translating into appropriate foot self-care behaviours remains unclear. The large body of evidence 

that exists around the role of patient education in the context of DFU prevention and foot self-care 

behaviours point towards complex interplays between myriad factors and these have not been clearly 

delineated. There is clear need for further research in this area. 

 

2.4.5 Depression 

Diabetes-associated depression is well established phenomenon and the prevalence of depression 

amongst people with diabetes is known to be in the range of 10%-15% - which is twice the rate of 

people without diabetes (Lloyd et al., 2012; Bădescu et al., 2015; Semenkovich et al., 2015; Sartorius, 

2018). A meta-analysis and systematic review of depression and mortality in individuals with diabetes 

found that not only are the outcomes of depression and diabetes worse when they appear together 

but that the presence of depression is linked to higher rates of complications in diabetes, to more 

disability and to loss of years of life (Park et al., 2013; Sartorius, 2018). This was most clearly shown in 

the large, seminal study by Egede (2004) of 30,022 adults in the USA which showed that the risk of 

functional disability in people with diabetes was 2.42 times higher than in people who did not have 

diabetes; that in people with depression alone, it was 3 times higher than in people without 

depression; and that the risk for those who had depression and diabetes, the risk was 7.15 times 

higher than in people who did not have depression or diabetes. In the context of DFUs, Jiang et al. 

(2022) published a meta-analysis looking at the co-existence of depression and DFUs and found that 

from 11 studies with a total of over 2,000 participants, almost half (47%) of all those who had a DFU 

also had depression. Whilst this meta-analysis was not able to identify causality in these observations 

– nor was it intending to – plausible reasons for the co-existence of depression and DFU were offered 
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by Jiang et al. These included: long treatment course and recurrence of DFUs; mobility disorders; and 

economic burden of hospitalization. 

Another plausible reason that the co-existence of depression alongside diabetes is associated with 

poorer health outcomes in diabetes is that it may affect self-care behaviours. A meta-analysis of 47 

studies looking at the link between diabetes, depression and adherence to treatment regimens found 

that the co-presence of depression and diabetes increases the likelihood of poor self-care (including 

lacking in physical exercise, non-adherence to diet, irregular intake of medications for any purpose) 

(Gonzalez et al., 2008). Whilst none of the studies included within that meta-analysis provided 

conclusive evidence that the relationship between depression in diabetes and poorer self-care is 

causal –plausible mechanisms have been identified that could imply causality. These are: increased 

likelihood of withdrawal from society (including healthcare appointments); reduced levels of 

motivation; reduced coping ability and lower self-efficacy (Owens-Gary et al., 2019). These factors 

were all identified as the likely connection between depression and an associated reduction is self-

care in a systematic review and meta-analysis of behavioural determinants of glycaemic control in 

type II diabetes (Brown et al., 2016). Self-efficacy is an individual’s beliefs about their capabilities to 

do what it takes to reach a specific goal (Bandura, 2010). It is activity specific and along with outcome 

expectation (belief that behaviour will have the desired effect), self-efficacy appears to influence 

behaviour (D’Souza et al., 2017; Sharoni et al., 2017). Thus, this concept emphasises not the actual 

state of an individuals' skills, but their judgment of what they believe they can do. Therefore, in the 

context of depression where beliefs in one’s abilities and outcome expectations are often pessimistic, 

this potentially articulates part of the reason why self-care appears poorer where depression is 

present (Devarajooh and Chinner, 2017). 

Alongside this complex interplay of factors, depression may also impact self-care through how this 

affects their relationships with others – especially their HCPs. Patients with increased levels of 

depression have been shown to report more dissatisfaction with their providers citing decreased 

empathy and poor patient-provider communication as well as a perceived reduction in their continuity 

of care (Gonzalez et al., 2008; Price, 2016; Coffey et al., 2019). The potential role of these health-

system-related factors are discussed in sections 2.4.8 and 2.4.9, respectively. 
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2.4.6 Patient beliefs 

Patient beliefs in this context may relate to those held about their health condition (health/illness 

beliefs); the treatment of their condition (treatment efficacy); their ability to follow a treatment 

regimen (self-efficacy), or all three (Alatawi et al., 2016). It has been suggested that individuals who 

accept their illness are more likely to appreciate how their disease impacts their life and take 

appropriate action to mitigate this (Besen & Esen, 2012; Sahin & Cingil, 2020). Accordingly, illness 

acceptance and illness beliefs appear to be closely intertwined. Vedhara et al (2014) studied 169 

people with diabetes and captured their illness beliefs and self-reported self-care behaviours at 

baseline and then reviewed foot self-care data again at 6-, 12- and 24-week intervals. They found that 

that patients’ beliefs regarding the symptoms associated with ulceration, their beliefs around 

ulceration and their perceived personal control over ulceration emerged as independent 

determinants of foot self-care. The conclusion of Vedhara et al. was that illness beliefs may be a useful 

predictor for future foot self-care behaviours and they suggested that these beliefs may drive 

motivation to alter self-care behaviours. These findings were consistent with a systematic review of 

the literature which found that illness beliefs have a small but significant effect on glycaemic control 

in diabetes (McSharry et al., 2012) whilst the qualitative meta-synthesis of patient experiences of 

diabetes and ulceration by Coffey et al. (2019) identified that individuals who held more incorrect 

beliefs about diabetes and risks of DFUs appeared to have experienced more DFUs and amputations.  

A recent qualitative study by Skidmore et al. (2021) looked at the perspective of individuals with type 

2 diabetes in the UK on foot health and foot self-care practices and found that where treatment advice 

diverged from the beliefs that patients held about their disease and/or the efficacy of the advice, their 

beliefs ‘trumped advice’. This is consistent with the main conclusion of Gale et al. (2008) in their widely 

cited qualitative study of 18 people with diabetes interviewed about their perspectives of foot 

complications in type II diabetes. Beliefs ‘trumping advice’ may well be a potentially important area 

of consideration when trying to understand what shapes patient behaviour and decision-making.  

Something that may have an influence over patient beliefs around their illness is their personal 

experience(s) of it – in particular, around the severity of the physical symptoms of the disease 

(DiMatteo et al., 2007). Type I diabetes is a chronic, autoimmune disease characterised by insulin 

deficiency and resultant hyperglycaemia (DiMeglio et al., 2018). The onset of type I diabetes is often 

rapid and acute and can result in acute episodes of ill-health and hospitalisation in persons hitherto 

unaware that they had diabetes (King et al., 2017). By comparison, type 2 diabetes is typically 

characterised by insulin resistance which often develops more slowly than type I (Galicia-Garcia et al., 

2020). Type 2 diabetes, therefore, is often associated with a comparatively less severe and 
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symptomatic onset [than type I]. So much so, that the development of type 2 diabetes may be 

insidious enough to result in patients learning that they have diabetes following more routine 

haematological testing and not as a direct consequence of symptom-driven visits to medical 

professionals (Crowe et al., 2017). Although Harvey and Lawson (2009) in their review of the literature 

argue that, typically, health behaviours in diabetes are not thought to be symptom-driven, they qualify 

this by pointing out that this is due to diabetes [type 2] often being symptomless. However, Harvey 

and Lawson do proceed to use the Health Belief Model of patient behaviour to help understand and 

explain patient behaviours in diabetes. In so doing, they point out that where individuals with diabetes 

develop more concern around the potential impacts of diabetes, they more typically are motivated to 

undertake self-care behaviours. One of the factors that they identify as contributory to the 

development of this concern surround lived experiences. Thus, it is plausible that the marked 

differences in disease aetiology and disease onset experience between type I and type 2 diabetes may 

result in different illness beliefs existing between people with type I and type 2 diabetes, respectively. 

Therefore, it seems appropriate that any studies that seek to explore barriers and facilitators to foot 

self-care in diabetes should include both type I and type 2 diabetes populations. 

One final area to consider in the context of patient beliefs is that these may be shaped by the 

experiences of others. Multiple sources of data within the literature – including quantitative studies; 

qualitative studies; literature reviews and systematic reviews – have pointed to the impact of 

witnessing family and friends’ poor health outcomes in diabetes as a factor which shapes beliefs 

around illness and efficacy of treatment (Scollan-Koliopoulos et al., 2010; Vedhara et al., 2014; Jaam 

et al., 2018; Coffey et al., 2019). A possible link between this source of belief and a translation into 

self-care behaviours was identified by Salamon et al. (2012) in their qualitative study exploring 

adolescents’ concepts of Illness, adjustment and motivation to engage in self-care behaviours in 

diabetes. Their study found that familial experiences of adverse diabetes outcomes were the most 

cited source of motivation to engage in self-care behaviours. Alongside the impact on patient beliefs, 

this does bring into focus the possible wider impact and influence that loved ones may have in helping 

and supporting people in living with their diabetes.  

 

2.4.7 Social Support 

Social support is a strong example of one of the social factors that help to understand and explain 

patient adherence to care (Kardas et al., 2013). DiMatteo (2004) in his large quantitative review of 

factors that shape patient adherence to treatment identified positive and significant relationships 

between social support and treatment adherence among patients with diabetes. Social support from 
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family provides patients with practical help and can buffer the stresses of living with illness (Miller and 

DiMatteo, 2013). In the meta-synthesis of patient perceptions and experiences of foot care and 

ulceration by Coffey et al. (2019) they reported that family members were an important source of 

emotional and practical support in dealing with DFU as well as being able to take on tasks participants 

were no longer able to perform. They also found that many older individuals relied on community 

health services for ulcer management and that social support definitions should be extended to 

include those of professional health services rather than just being limited to close friends and loved 

ones. Other sources of support patients with foot problems in diabetes have described have included 

community workers (Gale et al., 2008; Foster and Luaver, 2014) and fellow DFU patients (Searle et al., 

2005; Hjelm et al., 2009; Vedhara et al., 2012).  

The association between disease management and social support has been extensively studied in the 

social and behavioural sciences though the precise means by which social support contributes to 

health outcomes is not yet completely understood. DiMatteo (2004) in his extensive literature review 

of this area indicated that the strongest plausible mechanisms by which social support can benefit 

patients’ health are: by buffering stress; positively affecting emotions; increasing self-efficacy and 

influencing change in health behaviours. Rosland et al. (2008) in their cross-sectional study of 164 

people with diabetes found that practical and emotional support received by both family and friends 

had a positive influence on measures of disease management (such as HbA1C) in patients with 

diabetes. The suggestion that social support is facilitative in improving health behaviours is supported 

by a more recent meta-analysis of 27 papers which found that older adults with good social support 

were more likely to undertake and sustain physical activity behaviours than those with poor social 

support (Lindsay Smith et al., 2017). Additionally, a cross-sectional study of 157 people with diabetes 

identified strong associations between positive family dynamics and better glycaemic control among 

people with diabetes (Graça Pereira et al., 2008). Positive family dynamics in this study related 

primarily to cohesion, in which families are described as warm, accepting, and close. In these 

dynamics, the odds of those studied adhering to glycaemic control advice were three times higher 

when compared with those in non-cohesive families (Graça Pereira et al., 2008).  Thus, the evidence 

points towards an important contribution of social support to patients health and this includes a role 

in facilitating self-care behaviours. 

The contribution of individuals’ close social circles to their health behaviours are, however, not always 

positive and have these relationships have been linked to negative health outcomes too (Rosland et 

al., 2008). It has been found in several studies that patients often feel criticised, nagged and 

sometimes even guilty when receiving support from family and/or that competing demands (i.e. 

around diet) between patient and family members can act as barriers to self-management (Carter-
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Edwards, 2004; Gallant, 2007; Beattie et al., 2014; Coffey et al., 2019). It is also reported within 

qualitative studies exploring patient perspectives and experiences of living with diabetes that some 

people are reluctant to discuss their diabetes with loved ones due a perceived lack of support they 

receive from them (Foster and Luaver, 2014; Delea et al., 2015). Therefore, much like previously 

discussed factors that surround self-care behaviours, it appears that the role of social support is an 

important component that requires consideration. Understanding the precise mechanisms by which 

social support impacts upon self-care appears to be where further research is needed. One area where 

social support appears to connect social and health-system-related factors is where social support is 

conceptualised to encompass the relationship between patients and HCPs. 

 

2.4.8   Patient-HCP interaction 

As the delivery of health care has evolved over time, the way in which HCPs might best deliver their 

care as clinicians has changed as they have become encouraged to view their service users as ‘health 

partners’ rather than as a passive recipient of health care (Wade & Halligan, 2017). This evolution 

takes health care decisions and practices out of the sole power of the clinician and more equally shares 

them with the patient. This is particularly relevant when it comes to the management of chronic, non-

communicable diseases like diabetes where effective self-care is a crucial aspect of optimal disease 

management and outcome (Shrivastava et al., 2013). It becomes an important consideration and an 

ever-more essential tool in the management of the foot in diabetes, as in so many other aspects of 

chronic disease, where contact with the physician may be time limited (Armstrong et al., 2017; Rogers 

et al., 2020). 

Words can shape or reinforce a patient’s coping strategies (Vranceanu et al., 2012) and ineffective 

health communication between patients and HCPs have long been argued as a contributory factor 

towards suboptimal care and, consequently, sub-optimal outcomes (White et al, 2015). Despite fairly 

wide-held beliefs to this effect, evidential proof of the direct effect of patient-practitioner 

communication on clinical outcomes has been hard to demonstrate. Riedl and SchÜβler (2017) 

conducted the only systematic review which specifically looked at the influence of doctor-patient 

communication on health outcomes. From their review of 42 studies (17 RCT, 17 controlled studies 

and 8 uncontrolled studies) they concluded that doctor-patient communication had convincing 

subjective and objective impacts on patient health outcomes.  Of particular relevance to this literature 

review, Riedl and SchÜβler found that when information was shared effectively between doctors and 

patients, the patient’s therapeutic compliance, engagement in self-care and quality of life were 

improved alongside their health status. This has been a phenomenon long recognised in clinical care 
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across a wide array of chronic health and social care contexts and has been the foundation upon which 

strategies such as motivational interviewing have been developed (Frost et al., 2018). Riedl and 

SchÜβler (2017) also identified from this systematic review that when asked about their preferences, 

patients rated open communication as the most important aspect of their patient-physician 

relationship which, itself, is based upon trust. This echoes with several qualitative patient studies in 

which it has been found that patient-practitioner communication which was not open and built on 

trust led to an underestimation of disease severity; HCPs not heeding patient concerns and, ultimately, 

poorer levels of care as a result of patients not feeling secure enough to discuss important lifestyle 

changes or enabled to undertake them (Gale et al., 2008; Searle et al., 2008; Moffat et al., 2006; Foster 

and Lauver, 2014; Chitambo and Frobes., 2015). Thus, it would appear that developing good and 

effective communication with patients is a crucial and potentially undervalued mechanism to help 

improve clinical outcomes within chronic health issues – not least by promoting adherence to 

therapeutic interventions and improved self-care behaviour. 

Successful diabetes care requires teamwork between practitioners and patients which is predicated 

upon trust. The cornerstones of this teamwork are effective communication between both parties and 

shared decision-making (Beverley et al., 2016). This shared decision-making in practice resembles the 

patient sharing their medical, personal and lifestyle history with their physician who, in turn, processes 

that information into a series of therapeutic options for the patient with clear benefits and risks of 

each presented clearly and unbiasedly. This allows the patient to indicate their preference of option 

for discussion without concern or fear that their choice may be disagreeable for the practitioner 

(Beverley et al., 2014). Patient autonomy is key here and the ability of the practitioner to promote an 

environment of genuine patient autonomy is vital to the quick and robust development of trust in the 

relationship (Von Korff et al., 1997; Nimmon and Stenfors-Hayes, 2016). Other factors that influence 

a trustful and constructive relationship between patient and HCP are how the patient is treated during 

the consultation and how much time they perceive that they have been afforded in the consultation 

(Beverley et al., 2016).  

A first element to further expand upon here is how the patient is treated. Verbal communication is 

central to how a patient feels they have been treated (Dickinson et al., 2017). This ranges from friendly 

greetings and a genuine interest in them as individuals through to the specific language used to 

describe the patient, their behaviour and/or their condition (Dunning et al., 2017). Indeed, language 

is powerful and can have a strong impact on perceptions, behaviour and experiences and is the 

principal vehicle for the sharing of knowledge and understanding. Words are immediately shaped into 

meanings when people hear or read them and those meanings can affect how a person views him- or 

herself (Fleischman, 1999; Benedetti, 2008). The way a person views themselves and the beliefs they 
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carry about their abilities and disease-state has been suggested to be a predictor for how they engage 

with their condition – as discussed in section 2.4.6. Examples of how patients may feel poorly treated 

in consultations in this context include: insensitivity of HCPs when discussing the individuals’ health 

status (Delea et al., 2015; Coffey et al., 2019); failing to provide emotional support (Bradbury and 

Price, 2011; Coffey, 2019); and HCPs not appearing to appreciate the impact of DFU and foot care 

demands on the everyday lives of patients (Anders and Smith, 2010; Aliasgharpur and Nayeri, 2012).  

The second element that surrounds the development of a trustful and constructive relationship 

between patient and practitioner is that of the perception of time that a patient feels that they are 

afforded in the consultation (Bradbury and Price, 2011; Chitambo and Forbes, 2015; Coffey et al., 

2009). Whilst a lack of perceived consultation time is a frequent frustration of patients, it is also a 

frequent frustration voiced by clinicians (Stuckey et al., 2015). Interestingly, however, the systematic 

review by Riedl and SchÜβler (2017) indicated that skilfully trained clinicians in consultative 

techniques such as motivational interviewing did not need more time in their consultations to develop 

trust, rapport, meaningful conversation and, indeed, effective information exchange. This provided 

both clinicians and patients with the perception of seemingly longer consultation times and improved 

satisfaction levels for both parties.  

Whilst there are a number of studies that have identified the important role of patient-HCP 

communication as well as its complexities in impacting health outcomes, treatment adherence and 

self-care behaviours, there remains much that needs to be explored in how this particular dynamic 

may shape and influence patient foot self-care behaviours. This appears to be an area that warrants 

further investigation. 

 

2.4.9 Health Service Experiences 

The final factor explored in this literature review relates to how the health service experiences of 

patients may contribute to patient adherence to treatment and foot self-care behaviours. Coffey et 

al. (2019) in their meta-synthesis of patient experiences of foot care and foot ulceration found that 

patients frequently reported frustrations about their health service experiences and often directly 

attributed these to any adverse foot health outcomes that ultimately befell them. Examples of these 

frustrations include: HCPs often neglecting to examine the feet of people with diabetes (Anders and 

Smith, 2010; Aliasgharpur and Nayeri, 2012); HCPs failing to provide or reinforce advice on foot care 

– potentially limiting knowledge of appropriate behaviours and undermining their perceived 

importance (Gale et al., 2008; Searle et al., 2008; Marchand et al., 2012; Delea et al., 
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2015); inconsistencies in the foot care received from different health professionals and services which 

resulted from a lack of continuity in staff and poor co-ordination between services (Ribu and Wahl, 

2004; Aliasgharpur and Nayeri, 2012; Beverley et al., 2016; Skidmore et al., 2021); and confusion over 

the division of responsibility for different aspects of care (Hjelm et al., 2009; Skidmore et al., 2021). 

With this combination of factors, it can be seen how people with diabetes could arguably by under-

informed about the status of their foot health and be confused over what it is they are required to do 

to maintain their foot health, how often it should be done and by whom.  

There are, however, health service experiences which patients have reported more positively within 

studies seeking to gain their perspectives around foot health in diabetes. These include: holding health 

professionals deemed to have expertise in foot care (i.e. Podiatrists and diabetes specialist nurses) in 

high regard (Bradbury and Price, 2011; Foster and Lauver, 2014; Delea et al., 2015) and that regular 

appointments with such individuals provided reassurance (Coffey et al., 2019). However, access to 

such professionals has often been reported as limited (Delea et al., 2015; Guell and Unwin, 2015; 

Coffey et al., 2019).  

The literature relating to health service experiences in the context of the foot in diabetes typically 

highlights these findings within a much broader collection and summary of patient perspectives. 

Accordingly, whilst these do provide very useful insights, there is not much by way of in-depth analysis 

that specifically attempts to connect these findings within an explanatory framework and this is an 

area that needs further research. Furthermore, despite studies alluding to notions of mixed messaging 

from HCPs and subsequent confusion and frustration this causes patients, there is a scarcity of 

literature that seeks to understand if differing perspectives of the importance of feet and footcare in 

diabetes between patients and HCPs may be of relevance.  

 

2.5 Theoretical Frameworks 

To understand how the various factors discussed in the literature review may contribute to patient 

foot self-care behaviours, theoretical frameworks and models around health behaviour first need to 

be explored. Health behaviours have been written about in various contexts over hundreds of years 

of documented history but particular focus and attention has been paid to it by way of theory 

development since the 1950s (Glanz et al., 2008). Between the 1950s and modern day, significant 

shifts in approach to health and health consultations have taken place. This is best observed through 

the patient-practitioner relationship which has evolved from the traditional biomedical, paternalistic 

approach in which physicians dictated treatments that patients had to ‘adhere’ to; through a more 
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participatory relationship built on the notion of ‘concordance’ ultimately towards a truer partnership 

between the patient and their HCP – often referred to as the ‘therapeutic alliance’ (Taylor, 2009; 

Wade, 2018). This change has been heavily facilitated by medical advancement in developed countries 

and the consequential shift in the burden of illness over time from a predominance of acute 

communicable diseases in the earlier part of the 20th century to a much greater volume of chronic, 

non-communicable diseases throughout the latter part of the 20th century and into the 21st century 

(Miller and Rollnick, 2012). Wade and Halligan (2017) in their detailed review of models of healthcare 

pointed out that this progression in the direction of ‘patient-centred care’ was heavily influenced by 

the work of Engel (1977) who presented his biopsychosocial model of health. This model posits that 

health and illness are the product of biological, psychological and social influences with the latter two 

components being absent from the more traditional perspective of the more paternalistic, biomedical 

model. In keeping with this shift in approach and the consideration of psychological and social 

influences has been the development of greater understanding of patient behaviours in the context 

of their health. 

A theory is an idea or set of ideas that seek(s) to provide an explanation of a phenomenon whilst a 

model provides the individual with a structural representation of the phenomenon to help them gain 

a fuller understanding of it (Frigg and Hartmann, 2020). Theories of behaviour and behaviour change 

have continued to evolve and have led to a panoply of competing theories, frameworks and models – 

with varying levels of compatibility with each other – as identified by Davis et al. (2015) in their scoping 

review of health behaviour theories which identified eighty-two models that seek to explain health 

behaviours and behaviour change. Of these eighty-two models, Davis et al. pointed to four that are 

widely cited in the literature and consistently held up as the seminal theories of behaviour and 

behaviour change. They are: Transtheoretical Model of Change (Prochaska and DiClemente, 1982); 

Theory of Planned Behaviour (Azjen, 1985); Social Cognitive Theory (1986) and the Information-

Motivation-Behaviour Skills Model (Fisher and Fisher, 1992). In addition to these, the Capability-

Opportunity-Motivation model posited by Michie et al. (2011) has become a widely used theoretical 

approach to behaviour change interventions in diabetes mellitus in more recent years (McSharry et 

al., 2020). Each of these theories and models have strengths and weaknesses and will have differing 

utility in helping to understand and explain how the different factors outlined in this literature review 

may impact upon foot self-care behaviours. However, no single theory, model or framework is likely 

to provide comprehensive explanatory power to understand this. In seeking to understand this area, 

more than one model, theory or framework may, therefore, be needed. An inductive approach to the 

selection of appropriate theory to analyse the findings from this study is, therefore, warranted. 
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2.6 Summary 

Foot ulceration is a common but serious complication of diabetes mellitus resulting in a foot or lower 

limb amputation every 30 seconds across the globe (Armstrong et al., 2017). There has been much 

focus on means to try and prevent foot ulceration in diabetes but this continues to be an increasing 

problem. Approaches to reduce the burden of DFUs focus evermore towards their prevention via good 

patient education and optimal self-care behaviours. Despite this, however, instilling good foot self-

care behaviours remains a challenge. While the importance of self-care behaviours in diabetic foot 

care is widely acknowledged in clinical practice, conclusive research in this field remains limited. There 

is a much greater volume of studies that seek to understand foot self-care behaviours in individuals 

who have or have had foot ulceration, but fewer studies seeking to understand these behaviours in 

individuals without such a history and who are currently at low- risk of developing a DFU. This is 

important because low-risk patients in this population often become high-risk in time. Thus, all 

reasonable efforts should be taken to prevent an individual from becoming high-risk for ulceration 

and it appears that establishing effective foot self-care behaviours early may be key to achieving that. 

The findings by Paisley et al. (2019) which showed that strategies to prevent initial DFU development 

appear more effective than strategies aimed at preventing recurrent ulceration further support the 

need to focus attention towards preventing the development of the initial DFU in any given individual.   

Despite self-care being a widely studied phenomenon in the context of diabetes, there is no consistent 

guidance available for HCPs to help patients undertake and sustain foot self-care behaviours.  

From this literature review, it appears that adherence to recommended diabetic foot ulcer self-care is 

limited at best, and that this is a multidimensional phenomenon. Motivating patients to initiate and 

maintain good foot self-care behaviours is complex and requires greater understanding of the 

perspectives of individuals with diabetes and HCPs involved in the management of the foot in 

diabetes. In particular, the complex interplay between socio-economic status, patient knowledge & 

education, patient beliefs, social support, HCP-patient interactions and health service experiences is 

where knowledge appears limited and further research is required. Therefore, there is a need to 

explore patient and HCP perspectives on barriers and facilitators towards patient foot self-care 

behaviours in adults with diabetes currently at low-risk of developing a DFU. In exploring these 

perspectives, a seemingly overlooked dynamic that may be of relevance is where areas of consensus 

and tension may exist between patient and HCP perspectives of foot self-care in diabetes and if these 

areas may contribute towards any perceived barriers and facilitators to this. 
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3. Methodology 

This was a sequential exploratory qualitative study undertaken in three distinct phases of data 

collection and analysis. The subsequent sections outline the philosophical underpinnings and specific 

methodological details of the study seeking to address the following research question; aims and 

objectives. 

3.1 Research Question 

What are patient and healthcare-professional perspectives on the barriers and facilitators to foot self-

care behaviours in diabetes and could any consensus and/or tension in these perspectives contribute 

to these perceived barriers and facilitators? 

 

3.2 Aims and Objectives 

Aims 

• Explore patient and healthcare-professional perspectives on potential barriers and 

facilitators to foot self-care behaviours in individuals with diabetes at low-risk of developing 

foot complications 

• Identify any areas of consensus and/or tension in perspectives of patients and healthcare-

professionals in relation to foot self-care in diabetes  

• Explore whether any areas of consensus and/or tension in perspectives of patients and 

healthcare-professionals may contribute to any perceived barriers and/or facilitators to foot 

self-care behaviours in diabetes 

 

Objectives 

1) Interview a selection of adults with diabetes at low-risk of developing foot problems about 

their views on barriers and facilitators towards foot self-care behaviours 

2) Analyse the interviews from the patient sample and identify emergent themes 

3) Present themes from the patient interviews to a selection of healthcare-professionals who 

work with patients with diabetes 

4) Interview this selection of healthcare-professionals about their views on barriers and 

facilitators towards foot self-care behaviours and their views on the patient perspectives 

presented to them 

5) Analyse the data from the healthcare-professional interviews to identify emergent themes  

6) Present the patient and healthcare-professional perspectives to patient groups to establish 

areas of consensus and/or tension in perspectives within and between patient and HCP groups 



36 
 

3.3 Research Paradigm and Rationale 

This study took a hermeneutic phenomenological approach. This was selected as the appropriate 

methodological approach as this study sought to assess the participants’ stories as a reflection of their 

constructed reality rather than how their experiences fit with pre-conceived notions of the ‘life-world’ 

(Cohen et al, 2011; Sloan and Bowe, 2014). Phenomenology, simply, is the study of phenomena: their 

nature and meanings (Finlay, 2009). Phenomenology focuses on the human experience as a topic in 

its own right and is concerned with meaning and the way in which meaning arises in experience(s) 

(Langridge, 2007). Indeed, phenomenology has the potential to penetrate deep into the human 

experience to find the essence of a phenomenon and interact with it in its original form via the lived 

experience of the individual(s) studied (Kafle, 2011).  

The original phenomenological approach to research was conceptualised by Edmund Husserl and is 

often referred to a ‘transcendental phenomenology’ which essentially is the notion that experience is 

transcended to discover reality (Kafle, 2011). This type of phenomenology more closely resembles the 

positivist tradition of research that believes that it is possible for the researcher to suspend personal 

opinion and arrive at a single, descriptive presentation of a phenomenon. A departure from this form 

of phenomenology is hermeneutic phenomenology which rejects the idea of suspending personal 

opinions and embraces interpretative narration to the description (Kafle, 2011). In such a way, within 

hermeneutic phenomenology it is recognised that the researcher constructs the reality of the 

phenomenon alongside the study subjects. The phenomenological challenge for the researcher, 

therefore, is to describe what is given to them in the immediate retold experiences of the study 

participant without being tainted or obstructed by pre-conceptions or pre-determined theoretical 

notions (Cresswell, 2015). By recognising and embracing oneself as a research tool, the researcher can 

more thoroughly understand the influence they have had on the research and employ measures to 

address their influence within the narration of the description of the phenomena. Reflection and 

reflexivity are crucial elements of the hermeneutic research process so that the researcher can 

simultaneously attune his-/herself towards the ontological nature of the phenomenon whilst learning 

to recognise the ‘taken for granted’ understandings that they have through the lens of their biases 

and prejudices (Langridge, 2007; Kafle, 2011; Creswell, 2015). Put simply, in hermeneutic 

phenomenology, the researcher acknowledges their implicit assumptions and attempts to make them 

explicit through reflection and reflexivity (Finlay and Gough, 2008; Sloan and Bowe, 2014). 

Hermeneutic phenomenology has become more commonly used as a research paradigm in health 

care research as there has been a growing desire to understand the complexities of patients’ 

worldviews in the context of living with and managing health conditions. Because hermeneutic 
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phenomenology uses rich, detailed and textured descriptions of the individuals’ accounts and has 

multi-layered reflection embedded throughout, it allows participants’ accounts to be treated as whole 

accounts rather than more superficial snippets. It is within these accounts that seemingly trivial 

aspects within an experience may be exposed and lead to greater understanding of the phenomenon 

in question (Kafle, 2011). Accordingly, hermeneutic phenomenology avoids methods for methods’ 

sake and does not have a prescriptive framework that is required to be used. Instead, there are several 

analysis frameworks that are compatible with hermeneutic phenomenology. This study used 

interpretative phenomenological analysis (IPA) and simple thematic analysis which are further 

discussed in section 3.9. IPA is consistent with hermeneutic phenomenology as it is a qualitative 

approach that has been developed as a means to examine the personal, lived experience and two of 

its core theoretical underpinnings are hermeneutics and phenomenology (Smith, 2017). Simple 

thematic analysis, meanwhile, is a form of analysis consistent with hermeneutic phenomenology as it 

is good for presenting common meanings embedded in the transcribed interview of multiple 

participants (Van Manen, 2016; Ho et al., 2017) 

 

3.4 Ethical Considerations 

This study was undertaken in accordance to the General Data Protection Regulation (2016) and The 

Data Protection Act (2018) and participation in the study was voluntary.  

 

3.4.1 Data Management  

All interview data was initially audio-recorded and was accessible as an MP3/WAV audio file before 

being transcribed into a Microsoft word (.docx) file. Once transcribed, scripts were anonymised as 

participants were given a pseudonym. Only the researcher knows which pseudonym belongs to which 

participant. Respondent validation was employed to ensure accuracy of the transcribed interviews. 

Upon confirmation of accuracy from respondents, original audio files were deleted. Coding and 

analysis was then undertaken for each individual transcript. This data was stored within in a secure 

file on a password protected server that the researcher has organisational access to. During all stages 

of data collection, storage and curation, the data was backed up onto a password-protected external 

hard drive that only the principal researcher has access to. This back-up occurred daily. ‘Hard’ 

documentation (such as consent forms) was stored in a fire-proof, locked cabinet that only the 

researcher has the key to.  
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3.4.2 Assessment and Management of Risk 

This study posed no material risk to individual, animal or environment. Whilst distress was a very 

unlikely outcome of this study, it was a possibility that the subject of the interviews may have been 

uncomfortable, distressing or caused anxiety for the participant(s). For the patient participants this 

most specifically might have been related to the discussion pertaining to their long-term health 

condition this could have raised considerations or concerns that they had not previously faced. In the 

context of the HCPs, this could have manifest as a negative reflection on their own practice or as a 

perceived criticism of their professional work. Every effort was taken to ensure that questions 

answered in the interviews were at the participants own pace and it was made clear to all participants 

that they did not have to answer a question if they did not want to. Participants were also told that 

they were free to withdraw from the study at any point without giving a reason.  

In addition, given that the researcher within hermeneutic phenomenology exists as a ‘research 

instrument’, consideration was given as to whether the researcher could experience distress as a 

result of the discussions within the interview. Areas of distress for the researcher could result from 

upsetting conversations with patients about their experiences as well as issues which may create 

professional challenges for the researcher (a Podiatrist). The researchers two study supervisors are 

experienced qualitative researchers with one of them also being a Podiatrist. These supervisors were 

on hand to provide support should the researcher have experienced distress in the study.  

 

3.4.3 Ethical Approval 

Full ethical approval was sought and obtained from the University of Bath Research Ethics Committee 

for Health (REACH) following NHS HRA ethical approval (IRAS ID: 266394). Approval from NHS HRA 

was granted on 25th October 2019. Ethical approval documentation can be found in appendices 9, 10 

and 11, respectively.    

 

3.5 Study Design Overview 

This sequential, three-phased study explored patient and HCP perspectives on perceived barriers 

and facilitators to foot self-care behaviours in diabetes. The design of each phase is outlined below.  

 

Pre-data collection 

An interview schedule was developed by the researcher to capture the discussion around patient 

perspectives on foot self-care in diabetes. The findings of the literature review helped to shape the 
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topics and guide questions. These were refined with the help of the study supervisors until a robust 

interview schedule was devised. In order to test how effective this interview schedule was at 

generating the sorts of findings that this research was seeking to obtain, it was used to conduct a pilot 

interview. If the interview schedule was not effective at generating a rich discussion around the 

desired topic, then the interview schedule would be revised and further pilot interviews conducted 

until effective data generation occurs. Should the discussion that emerged from the pilot interview 

yield rich data that helps to answer the research question, with pilot participant agreement, these 

findings may be carried forward into the study findings for analysis. A copy of the phase I patient 

interview schedule can be found in appendix 3.  

 

Phase I – Patient interviews 

Once the interview schedule was finalised following a successful pilot interview, an initial phase (I) of 

semi-structured interviews relating to foot self-care behaviours and perceived barriers and facilitators 

to these behaviours was undertaken with individuals with diabetes at low-risk of developing foot 

complications. In-depth interviews were selected as the most appropriate approach to this phase as 

it allowed for deep and meaningful data to be generated and to obtain the participants’ accounts as 

personal stories to help drive and shape the meaning of the data that emerges from them (Green and 

Thorogood, 2009).  The data from these interviews was transcribed, coded and thematically analysed 

using interpretive phenomenological analysis (IPA). Emerging topics and themes from these 

interviews contributed to the interview schedule for phase II. 

 

Phase II – HCP interviews 

This phase sought HCP perspectives on foot self-care in diabetes through in-depth, semi-structured 

interviews. The phase II interview schedule was largely based upon the phase I schedule along with 

some additional content that came from the initial findings that emerged from the patient interviews. 

Once again, this was refined via the help of the study supervisors. A copy of the phase II interview 

schedule can be found in appendix 4. In order to yield HCP perspectives on foot self-care behaviours 

in diabetes that has not been influenced by the phase I findings, the patient perspectives were only 

presented to the HCPs in the second half of their interviews. HCPs were given several minutes to 

reflect upon the findings from the patient interviews before these were explored with the HCP 

participants. These interviews were then transcribed, coded and thematically analysed using IPA to 

allow for both a standalone account of the HCPs’ perspectives as well as initial identification of any 

areas of consensus and/or tension between the HCP and the patient perspectives. The topics and 
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themes from this phase combined with those from phase I to contribute to the interview schedule for 

phase III. 

 

Phase III – patient group interviews 

The third (III) phase saw phase I and II topics and themes presented back to patient participants for 

discussion within two patient group interviews. The purpose of this phase was to triangulate the data 

from phases I and II and help to identify any areas of consensus and tension in patient and HCP 

perspectives on foot self-care in diabetes and whether these areas of tension and/or consensus 

contribute to them. To be able to triangulate the findings and to add some external validity to the 

patient findings from phase I, it was decided that these patient interview groups should include a mix 

of patient participants who were involved in phase I as well as some who were new to the study (Green 

and Thorogood, 2009; Cresswell, 2015). The interview schedule for the phase III group interviews was 

driven by the emergent findings from phases I and II and refined, once more, via consultation with the 

study supervisors. A copy of the interview schedule for these phase III interviews can be found in 

appendix 5. The data from the discussion within the group interviews was then transcribed, coded and 

analysed using a simple thematic analysis framework consistent with a hermeneutic 

phenomenological approach.  

 

3.6 Sampling and Recruitment 

This section outlines how potential participants were identified to take part in the study. Details 

pertaining to how they were approached and able to provide informed consent to participate is 

outlined within the study procedure section (3.8). 

 

Pilot Interview 

A pilot participant was purposively selected via the patient database of the Podiatry clinic that the 

researcher works in after applying filters consistent to the inclusion criteria (Table 2) into the 

database’s search facility. As clinical services manager and senior Podiatric clinician at this Podiatry 

clinic, the researcher had authorised access to these records. From the returned results, individual 

patient records were retrieved to double-check their suitability for inclusion in the study.  
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Phase I 

Purposive selection of individuals who fitted the inclusion criteria (Table 2) was undertaken during this 

phase. Purposive selection is the deliberate choice of a participant due to the qualities the participant 

possesses. It is a non-random technique where the researcher decides what needs to be known and 

sets out to find people who are able and willing to provide the desired information by virtue of their 

knowledge or experience. Purposive selection does not require a set number of participants and it is 

typically used in qualitative research to identify and select the information-rich cases for data 

collection (Etikan et al., 2016). Following ethical approval, a letter of access was granted by the 

Research & Development department with Berkshire Healthcare NHS Foundation Trust for this 

research to approach patients that met the inclusion criteria for the study via a designated gatekeeper 

– a person responsible for providing the researcher with authorised access to potential study 

participants. The gatekeeper was a diabetes specialist nurse and research specialist within the trust. 

In total nine participants from Berkshire Healthcare NHS Foundation Trust were put in contact with 

the researcher, and eight of those progressed to interview with one citing a busy schedule as a reason 

that she withdrew her offer to participate in the study. Section 3.7 outlines the justification for the 

number of participants selected for this phase of the study. 

Phase II 

Individuals who fitted the inclusion criteria for phase II of the study (Table 3) were advertised for via 

national professional networks (utilising social media groups where HCPs can volunteer to take part 

in research studies) as well via the gatekeeper advertising the study to her colleagues within Berkshire 

Healthcare NHS Foundation Trust. This study was seeking to include practitioners within the private 

sector as well the NHS and so locating potential study participants outside of the NHS was a key part 

of the recruitment plan for the study. Willing volunteers for the study coming from professional 

networks were screened for suitability by the researcher using professional credentials to assess 

whether they met the inclusion criteria. Participants coming via the gatekeeper were screened for 

suitability by the gatekeeper. This recruitment process continued until a sample of participants 

commonly involved in the ongoing care of people with diabetes (General Practitioners, diabetes-

specialist nurses and Podiatrists) had been sourced and data saturation was achieved.  A total of seven 

HCPs participants were recruited for phase II of the study. Three of these participants were sourced 

from Berkshire Healthcare NHS Foundation Trust including the gatekeeper who works as a diabetes 

specialist nurse and research specialist within the trust. Via the national professional networks two 

Podiatrists, one Foot Health Practitioner (FHP) and one General Practitioner (GP) were recruited. 
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Phase III 

This phase required purposive selection of individuals who fitted the inclusion criteria for phase I 

(Table 2). This included re-recruiting five of the phase I participants who agreed to take part in group 

interviews and two additional persons with diabetes who were not involved in phase I of the study – 

providing a total of seven patient participants split across two group interviews (four in group 

interview 1 and three in group interview 2).  

 

Inclusion Criteria Exclusion Criteria 

• Diagnosed with type I or type II 

diabetes > 1 year 

• Aged 18+ 

• Able to provide valid, informed consent 

to take part 

• Deemed at ‘low risk’ of developing a 

diabetic foot complication (as 

determined by the results of your 

annual foot check) 

• Not meeting all of the inclusion criteria 

Table 2 – inclusion / exclusion criteria for phase I and phase III participants 

Inclusion Criteria Exclusion Criteria 

HCPs professionally involved in the 
management of the person with diabetes in one 
of the following areas: 
 

• Podiatrist (NHS) 

• Podiatrist (Private) 

• Foot Health Professional (FHP) 

• General Practitioner 

• Diabetologist 

• Practice Nurse 

• Diabetes Specialist Nurse 

• Vascular specialist 

• Dietician 

• Diabetes educator 

Not being professional involved in the 
management of a person with diabetes in one of 
the following areas: 
 

• Podiatrist (NHS) 

• Podiatrist (Private) 

• Foot Health Professional (FHP) 

• General Practitioner 

• Diabetologist 

• Practice Nurse 

• Diabetes Specialist Nurse 

• Vascular specialist 

• Dietician 

• Diabetes educator 

Table 3 – inclusion / exclusion criteria for phase II participants 
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3.7 Sample Size 

Phases I & II 

The main concern within IPA is that each participant’s account is given full appreciation (Pietkiewicz 

and Smith, 2014). For this reason, samples in IPA studies are usually small, which enables a detailed 

and very time-consuming case-by-case analysis. With IPA, the aim is to produce an in-depth 

examination of certain phenomena, and not generate a theory to be generalised over the whole 

population (Smith and Shinebourne, 2012; Pietkiewicz and Smith, 2014). There is no rule regarding 

how many participants should be included but generally depends on: the depth of analysis of a single 

case study; the richness of the individual cases; how the researcher wants to compare or contrast 

single cases; and the pragmatic restrictions one is working under (Smith and Shinebourne, 2012; 

Pietkiewicz, 2014; Miller et al., 2018). In the context of the aims of this study and the underpinnings 

of IPA, it was determined that four to eight participants for each of phase I and II was considered to 

be appropriate to allow for sufficiently rich data to be generated without the amount of data becoming 

overwhelming (Pietkiewicz and Smith, 2014). This sample size is also consistent with 

recommendations provided by Malterud et al. (2016) in their ‘information power’ model for 

determining qualitative study sample size. Specifically, the dense specificity of the study alongside 

strong dialogue and case-by-case analysis that is inherent in IPA can mean that trustworthy data can 

emerge from smaller participant numbers. 

 

Phase III 

When using thematic analysis, participant sample sizes can vary from between five and ten 

participants up to dozens of participants depending on the nature of the study and the data that is 

being sought from it (Clarke et al., 2015). In the context of this study, the aim of this phase was not 

the creation of new data, but to seek to triangulate the rich-data that had come from phases I and II, 

respectively. Involving participants who had already taken part in phase I already applied numerical 

limits to the number of participants who would be used within these group interviews. Furthermore, 

the individuals desired to take part in these interviews by the nature of their shared characteristics 

were typically a more homogenous group of people and such selections can yield useful data from 

smaller, more focused participant numbers than studies seeking data from more heterogenous 

participant groups (Clarke et al., 2015). Accordingly, it was felt that a selection of up to ten 

participants. 
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3.8 Study Procedure 

Pilot interview 

The first patient record within the Podiatry clinic database that was retrieved and matched to the 

inclusion criteria was contacted by post with a participant information sheet (appendix 1) and consent 

form (appendix 2) complete with contact details of the researcher. The participant was given a period 

of six weeks to read the information sheet and complete and return the consent form before the 

researcher would decide that this individual does not want to partake in the interview and an 

alternative patient meeting the inclusion criteria would be contacted. The participant information 

sheet made clear that participation was entirely voluntary and that consent to take part in the study 

could be withdrawn at any time without the need to give a reason. It was also made clear in the forms 

that refusal to take part in the study or a withdrawal from the study at any stage would not have any 

adverse impacts upon the Podiatry care that this individual would continue to receive from the clinic. 

The first individual approached made telephone contact with the researcher and, following 

clarification on some questions he had about the research, agreed to take part in the pilot interview. 

This interview took place in February 2020 in person at the Podiatry clinic that the researcher works 

at. The interviewee and the researcher were unknown to each other. The recording and post-interview 

process undertaken was identical to what followed for all phase I participants and this is outlined in 

the ‘phase I interviews’ section below. This pilot interview did provide rich data and not only allowed 

for acceptance of the interview schedule for phase I, but also meant that the data generated from it 

could be taken forward into the findings and analysis with participant consent.   

 

Phase I – Patient interviews 

The gatekeeper to potential patient participants was furnished with the inclusion / exclusion criteria 

and pre-screened potentially suitable candidates and invited them to take part in the study. At this 

stage, all invited participants were given the participant information sheet (appendix 1) and consent 

form (appendix 2) so they could come to an informed decision as to whether they would like to take 

part. These invited participants were given a period of six weeks to read the information sheet and 

complete and return the consent form before the gatekeeper would decide that this individual does 

not want to partake in the interview. The participant information sheet made clear that participation 

was entirely voluntary and that consent to take part in the study could be withdrawn at any time 

without the need to give a reason. It was also made clear in the forms that refusal to take part in the 
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study or a withdrawal from the study at any stage would not have any adverse impacts upon the 

diabetes care that this individual would continue to receive from the trust whom recruited them into 

the study. Once the gatekeeper received consent that the invited participants could be contacted by 

the researcher directly, the gatekeeper passed the invited participant contact details to the researcher 

to make direct contact. This allowed the researcher to seek a direct return of the completed consent 

forms and answer any queries that prospective participants may have had about the research. 

Following these exchanges, and receipt of the completed and signed consent form, a date was 

arranged between the researcher and the participant to conduct the interview. This ongoing 

recruitment process was continued until it was felt that data saturation had been reached. 

Phase I interviews with the participants took place between March and July 2020. The first two 

interviews were conducted in person at the Podiatry clinic that the researcher works at but, owing to 

the social distancing measures in response to COVID-19 in the UK, the remaining interviews were all 

conducted via telephone. Whilst this will likely have impacted upon the dynamics of the interviews 

(such as depriving the interviewer of body language to contribute to the analysis), telephone / 

conference call interviews were always planned for within the study design (pre-COVID-19) and so 

suitable preparations for telephone interviews had been made. Moreover, the telephone interview 

could be suitably audio recorded allowing the researcher to listen back after the event. The initial 

impacts of COVID-19 did delay the scheduling of the interviews between March and May 2020 as the 

gate-keeper who was providing access to the participants had to shift her clinical focus elsewhere.  

 

All audio recordings were made on a digital voice recorder and immediately transferred onto a 

password protected laptop that only the researcher had access to. Once the audio file had successfully 

been saved on the laptop, it was immediately deleted from the digital voice recorder. The interview 

was transcribed and anonymised by way of providing participants with a pseudonym. Only the 

researcher knew which pseudonym belonged to which interviewed individual. As soon as each 

interview was transcribed, it was returned to the respective participant for confirmation that it 

reflected their accurate account. This is known as respondent validation and is a useful tool to help 

ensure trustworthiness of the raw data (Torrance, 2012; Cresswell, 2015). Participants were given 

three weeks to contact the researcher requesting corrections. If no reply was obtained within three 

weeks, it was considered that the transcription of the interview was deemed accurate by the 

participant concerned. Once transcribed and respondent validation processes were complete, the 

interviews were coded and analysed (details outlined in section 3.9).  
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Phase II – HCP interviews 

If HCP participants were sourced via national professional networks, then they were provided with a 

participant information sheet (appendix 1) and a participant consent form (appendix 2) which were 

attached to the advertisement. If participants were sourced via the gatekeeper, then the gatekeeper 

provided potential participants with these forms prior to them contacting the researcher to confirm 

participation in the study. Participants responding to the advertisement on national professional 

networks were given whatever time they required to consider the information sheets and complete 

the consent form as the information was made (and remained) available to potential participants 

without them having been personally contacted. The participants identified and directly contacted by 

the Berkshire Healthcare NHS Foundation Trust gatekeeper were given a period of six weeks to read 

the information sheet and complete and return the consent form before the gatekeeper would decide 

that this individual does not want to partake in the interview. The participant information sheet made 

clear that participation was entirely voluntary and that consent to take part in the study could be 

withdrawn at any time without the need to give a reason. It was also made clear in the forms that 

refusal to take part in the study or a withdrawal from the study at any stage would not have any 

adverse impacts upon the individual. 

Once the gatekeeper received consent that the invited participants could be contacted by the 

researcher directly, the gatekeeper passed the invited participant contact details to the researcher to 

make direct contact. This allowed the researcher to seek a direct return of the completed consent 

forms and answer any queries that prospective participants may have had about the research. 

Following these exchanges, and receipt of the completed and signed consent form, a date was 

arranged between the researcher and the participant to conduct the interview. This ongoing 

recruitment process was continued until it was felt that the most common HCP-types involved with 

regular patient foot-care in diabetes had been included in the interviews and where data saturation 

had been reached. 

Phase II interviews with the participants took place between August and December 2020. Owing to 

the social distancing measures in response to COVID-19 in the UK, all phase II interviews were 

conducted via telephone. In these interviews, participants were first asked to describe and discuss 

their experiences of managing patients with diabetes and their initial thoughts and views on the issue 

of foot care and foot self-care in diabetes before the phase I findings (topics and themes) were shared 

verbally with the participants and discussed. The phase I topics and themes were only shared in the 

second half of each, respective, HCP interview so that their perspectives on foot self-care in diabetes 

could be explored before they may become impacted by the views articulated by the patient 
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participants. The HCPs interviewed were each given several minutes to reflect upon the shared patient 

perspectives before they were explored in the interview. As these were shared verbally, HCP 

participants were given the opportunity to seek clarification or ask the interviewer to repeat any of 

the shared topics/themes if so required. The post-interview process outlined for the phase I 

participants was followed identically for this phase.   

 

Phase III – patient group interviews 

The participants who were interviewed in phase I were asked at the end of their phase I interview if 

they would agree to be contacted again for group interviews in phase III of this study. All eight of the 

patient participants in phase I agreed to be contacted by the researcher when recruitment for the 

phase III interviews was taking place. Of these eight, five were able and willing to partake in the group 

interviews whilst the remaining three cited busy schedules as reasons that they could not. The consent 

forms from phase I were acknowledged as ongoing consent to take part in the study though all 

returning participants were asked if they had any queries or concerns about taking part in the phase 

III interviews. None indicated that they had any concerns or questions. The participants who were new 

to the study were identified and approached by the gatekeeper in keeping with how this was 

conducted for phase I recruitment. All participants for this phase were presented with a participant 

information form (appendix 1) and consent form (appendix 2) allowing them to make an informed 

decision on whether or not to volunteer to take part in the study. In keeping with the recruitment 

process for phase I, these participants were given a period of six weeks to read the participant 

information sheet and complete and return the signed consent form. All procedures and assurances 

associated with this and outlined within the ‘Phase I – patient interviews’ section were followed in this 

phase.  

Following recruitment, all participants for this phase were contacted by the researcher to arrange 

Zoom call interviews (interview 1 and interview 2 with different participants in each interview). Once 

mutually convenient dates were agreed, participants were invited to join the respective calls and told 

that they could stay muted for as much of the call as they wanted and, also, did not have to have their 

camera’s on for the call if they would prefer not to. They were reassured that they could leave the call 

at any point if the nature of the conversations became uncomfortable or distressing and, within the 

participant information sheets, they were given the details of staff at the University of Bath whom 

they could contact if they needed any support following the interview.  The interviews took place in 

February and March 2021.  
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The interviews were recorded onto a password protected folder on the researcher’s laptop that only 

the researcher has access to. These interviews were immediately transcribed using the participants 

real first names and saved in a word document within the aforementioned password-protected folder 

on the researcher’s laptop. These transcribed interviews were sent to the respective participants’ of 

the interviews for respondent validation. Participants were given three weeks to contact the 

researcher requesting corrections. If no reply was obtained within three weeks, it was considered that 

the transcription of the interview was deemed accurate by the participant concerned. Once transcripts 

were deemed to be accurate, the participants were then anonymised as they were given pseudonyms 

(returning phase I participants’ given their original pseudonym). Which pseudonyms relate to which 

participants only the researcher knows. Following this, the interview transcripts were coded and 

analysed.  

 

3.9 Data Analysis 

Within Hermeneutic phenomenology it is typical to not formalise the analytical method so that the 

phenomenon itself can dictate how the data are analysed (Langdridge, 2007). In accordance with the 

broad methodological approach, a key aspect to the analysis of the data was reflexivity whereby the 

researcher was conscious and reflective of their own impact on the data and how they are a ‘co-

constructor’ of the data (Sloan and Bowe, 2014). Thus, a non-formalised and introspectively reflective 

approach to data interpretation allowed for the ‘essences’ of experiences of participants to emerge 

without being confined to pre-conceived, boxed themes (Smith and Osborn, 2007). A framework that 

best suits this approach to data analysis is Interpretive Phenomenological Analysis (IPA). 

 

3.9.1 Interpretative Phenomenological Analysis (IPA) 

IPA is a qualitative approach that has been developed as a means to examine the personal, lived 

experience (Smith, 2017). IPA has three main theoretical underpinnings: phenomenology, 

hermeneutics and idiography and is primarily concerned with examining experience, as much as is 

possible, within its own terms to avoid it being unduly influenced by personal proclivities of the 

researcher (Smith, 2017). Equally, however, within IPA it is recognised that the interpretation of the 

researcher is a crucial part of the research process which derives meaning. Thus, accounting for these 

two core tenets of this approach, IPA is considered to have a ‘double hermeneutic’ process of analysis 

– namely the individual participants’ accounts and the interpretation of these accounts by the 

researcher (Smith and Osborn, 2015). One defining feature of IPA is that the entire transcript is the 
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data – rather than just select snippets from the transcript – meaning that no pre-determined 

preference is given to certain aspects of the patients account relative to others (Sloan and Bowe, 

2014). A particular distinctive feature within IPA is idiographic commitment to the detail of individual 

cases so that the write-up of the research is able to preserve the individuality of each participant’s 

accounts whilst still enabling an articulation of where consensus and tension of experiences occur 

between participants’ accounts (Smith, 2017). 

IPA is usually applied to a study sample that is generated by purposive, homogenous sampling or 

selection and data is obtained via in-depth, semi-structured interviews – all of which was consistent 

with this study (Tuffour, 2017). In further faithfulness to IPA, the interviews in this study did not follow 

a prescribed form and, instead, used a loose interview schedule that encouraged individuals to talk 

and provided the flexibility for the researcher to probe into areas as they arose in the interviews. 

Following these interviews, they were transcribed and subjected to idiographic qualitative analysis 

that looked, initially, for detailed experiential themes case-by-case, and then for any patterns across 

cases. The flow chart below (Figure 2) outlines the step-by-step process to the data analysis applicable 

to each phase of the study. 

Qualitative data analysis software (i.e. NVIVO; Dedoose or equivalents) were not utilised for coding or 

the arrangement of topics, sub-themes and themes. Whilst these software packages do provide useful 

functionality for qualitative data analysis, it was felt that in faithfulness to the tenets of IPA and the 

consideration of factors like tone of expression and body language that are key to the development 

of participant narratives, deep immersion in the raw data by the researcher and the manual process 

of coding and theme identification was most appropriate (Smith, 2017).  

 

 

 

 

 

 

 

 

Figure 2 – Data analysis process 

 

Step 1 

Immersion within the data and 

coding of the data 

Step 3 

Clustering and connection of sub-

themes 

Step 4 

Writing up (Narrative Account) – this 

allowed sub-themes to form into 

sub-theme clusters 

Step 2 

Refinement of data into tentative 

sub-themes 
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Step 1 

Data immersion involved reading and re-reading the transcript until complete familiarity with it was 

achieved. To facilitate this process, two margins either side of the transcript were established – one 

for making notes on the transcript and the other for the identification of initial codes. In the earlier 

part of the immersion with the data, a commentary was applied as ‘notes’ down one margin. These 

were tentative attempts to paraphrase, summarise and connect different ‘essences’ within the text. 

It was from these notes that codes started to establish. These codes along with the transcripts were 

shared with the study supervisors to help clarify the thinking of the researcher. These codes could 

then be clustered into tentative topics. An example of the codes used in an interview and how this fed 

into topics is included in appendix 7. 

 

Step 2 

Once fully annotated and coded, further steps were taken to identify how topics fed into sub-themes 

and potential connections between sub-themes were identified. These were annotated on the 

opposite margin to the notes and codes. This process involved continued re-reading of the text in the 

context of the notes to start to produce a more definite set of sub-themes. Topics, sub-themes and 

their ultimate filtration into themes are outlined within thing findings section (chapter 4). 

 

Step 3 

Sub-themes were analysed, clustered and connected where possible to drive the emergence of sub-

theme clusters and, ultimately, themes. This stage allowed for more immediate comparison and 

possible connections between the sub-themes. Steps 1-3 were conducted for each individual 

transcript for each phase of the study. Codes for each phase of the study were generated inductively. 

Thus, this allowed new and independent themes to emerge from the data in each phase of the study.  

 

Step 4 

Writing up involved generating an overall narrative account of the emergent sub-themes from each 

interview which could then crystallise the sub-theme clusters from step 3. The sub-theme clusters 

from the interviews could then be further refined into broad, themes that represent the main findings 

from each phase, respectively. These themes were then interrogated to produce core themes for each 

phase. The narrative accounts for phase I can ‘stand-alone’ as the initial patient perspective; the 
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narrative accounts for phase II can ‘stand-alone’ as the healthcare-professional perspective and the 

phase III narrative allows for the triangulation of the findings and the composition of how phase I and 

II have come together to impact the patient perspectives at the end of this research process. An 

example of a narrative account is located in appendix 6. 

 

3.9.2 Simple Thematic Analysis 

The third, and final, phase of the data collection was group interviews which sought to bring patient 

and HCP perspectives back to a group of patients for discussion and, ultimately, data triangulation. 

Thematic analysis was deemed to be the most appropriate analysis technique to complete this phase 

of the study as it is a useful method for examining the perspectives of different research participants, 

highlighting similarities and differences, and generating unanticipated insights (King, 2004; Braun and 

Clarke, 2006; Nowell et al., 2017). Thematic analysis is also useful for summarising key features of a 

data set generated by multiple participants as it forces the researcher to take a well-structured 

approach to handling data, helping to produce a clear and organized final report (King, 2004; Creswell, 

2015). Whilst the use of simple thematic analysis does not allow the researcher to make claims about 

language use (Braun and Clarke, 2006), this is less problematic for this study as data upon which the 

phase III interviews is predicated has been analysed using IPA which does facilitate the researcher to 

make such claims (Nowell et al., 2017).  

Following the phase III group interviews, the transcripts were initially coded using codes that were 

generated during the phase I patient interviews. Using these codes allowed for the identification of 

topics and sub-themes that were consistent with the phase I interviews. This approach was 

undertaken as these interviews were primarily used for the triangulation of the study findings rather 

than for the generation of new data. However, any new insights that emerged from these group 

interviews that were distinct from the findings from phase I were coded. If these appeared pertinent 

to the study aims, they were then collected into codes and, ultimately, themes to be considered.  The 

use of IPA for individual participant accounts and thematic analysis for the patient group interviews 

are deemed to have provided a flexible, yet rigorous approach to the data analysis in this study. Areas 

of consensus and tension were identified through findings from phases I and II in the first instance by 

identifying where there were overlaps of topics and sub-themes. The group interviews in phase III 

were used to interrogate these initial areas of consensus and/or tension and help to establish more 

clearly where they lay.  
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3.9.3 Selection of Theory for Discussion 

The data analysis led, inductively, to the identification of relevant theories and models to help 

contextualise and understand the findings from this study. It was important that this process was 

undertaken inductively so as to ensure that the analysis and discussion arose as a result of the data as 

this was an exploratory study. Following data analysis, the literature was searched to identify relevant 

theories and models. These were appraised to allow for the identification and selection of relevant 

and appropriate theories to contextualise the findings from this study. A table outlining the identified 

theories, their acceptance or rejection for the discussion along with a rationale for this can be found 

in appendix 8. 

 

3.10 Reflection 

Reflection and reflexivity are crucial elements of the hermeneutic research process so that the 

researcher can simultaneously attune his-/herself towards the ontological nature of the phenomenon 

whilst learning to recognise the ‘taken for granted’ understandings that they have through the lens of 

their biases and prejudices (Cresswell, 2007; Langridge, 2007; Kafle, 2011; Hayashi Jr et al., 2019). This 

section outlines the role of reflection within this study and how it was used and how it will be 

presented. 

 

3.10.1 Reflexivity in Qualitative Research 

Qualitative research requires the researcher to attend to questions of rigor and reflexivity (Rae & 

Green, 2016). Pyett (2003) identified researchers as an ‘instrument in the research process’, thus 

researchers must ensure that their accounts are credible representations of the data generated in the 

research. Rae & Green (2016) highlight the contributions of Bourdieu (2004) and Finlay (2002) who 

convincingly argued that it is essential for the researcher to consider their subjective relationship to 

the objective matter being researched because meanings are seen to be negotiated between the 

researcher and the researched within a particular social context. Therefore, reflexivity – using 

reflection to change and modify actions during the research – and reflectivity – reflecting on action 

and meaning after the event – have a central role to play in exercising and demonstrating rigor in 

qualitative research (Mortari, 2015; Rae & Green, 2016). 

This reflexivity and self-scrutiny should be continuous (Pyett, 2003) and Band-Winterstein et al. (2014) 

suggest that reflexivity should be considered across the pre-research, data collection and data analysis 

stages of the research. To ensure that reflexivity was rigorously practiced within this project, the 
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‘reflexivity matrix’ devised by Rae and Green (2016) was adapted and used to guide reflexive practice 

during the pre-research, data collection and data analysis phases of the research, respectively. The 

table in Table 4 outlines this matrix with the questions to guide reflexive practice in research. 

This reflexivity matrix was selected due to its comprehensiveness and its close fit with the phased 

stages of this research project. The matrix consists of eight separate cells, each with corresponding 

considerations to enable comprehensive reflection in each stage of the research project and across 

different aspects within which each stage may be framed. It was felt that engaging with a focused set 

of questions like that at each stage of the research has provided a consistency and direction of 

refection which enabled reflexive research to occur. Section 3.10.2 outlines how reflection was 

undertaken, performed will be presented in this research.  

 

3.10.2 How Reflection was used in this study 

Both ‘Reflection in action’ and ‘reflection on action’ were undertaken within this study. The reflexivity 

matrix in Table 4 outlined the stages in which reflective action was performed and documented. An 

initial pre-data collection reflective exercise was undertaken to help the researcher identify his pre-

existing perspectives on the subject matter and to consider how these may influence the generation 

of data and interpretation of results. Later, reflection was undertaken during the active data collection 

phase to consider how the development of the study and the interactions with the study participants 

may be influencing the generation and interpretation of the findings of the study. Finally, a third piece 

of reflection took place following the completion of data collection and during the process of data 

analysis. The ‘reflection in action’ activities allowed for adjustment of interview technique and 

consideration of question phrasing from one interview to the next and allowed the interviews to 

become more refined as a consequence. The ‘reflection on action’ account within the third piece of 

reflection looked to consider the entirety of the data collection and analysis and understand greater 

the strengths and limitations of this study. All three reflective accounts can be located in appendix 12. 
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Phase In the overall social space Within the field of the specialists Within everything 
that is linked to 
membership of 
the scholastic 
universe 

Pre-
research 

Cell 1 
How does the researchers’ 
broader motivations affect 
the reason to conduct 
research in the first place, 
the choice of topic and 
research question, and the 
choice of methodology? 
What is the researcher’s 
conceptualisation of 
“optimal foot health” and 

“foot self-care behaviours”? 

Cell 2 
What is the relationship between the 
researcher and the study 
participants? 
What is the relationship between the 
researcher and the healthcare field / 
specialists? 
 

Cell 3 
Where does the 
researcher’s 
interests (and 
conflicts of 
interest) lie within 
the relevant 
literature and its 
interpretation? 

Data 
collection 

Cell 4 
What are the shared and 
divergent understandings 
between the researcher and 
participants with regards to 
research generally and this 
specific topic? 
Are there any differences of 
a social nature (i.e. gender, 
education or age)? 
To what extent are meanings 
negotiated between the 
researcher and participants, 
and how might this be 
influenced by life 
experiences?  
Is the researcher prepared to 
undergo change as a result 
of his/her interaction with 
the research? What of the 
potential change in the 
participant? 

Cell 5 
Do the researcher and participants 
share the same language, especially 
if and where they come from 
different health disciplines?  
Are there any power differentials 
between the researcher and 
participant based on positions held 
(present or past), health discipline or 
education? 

Cell 6 
Are questions (or 
prompts) 
inadvertently 
shaped by 
popular (perhaps 
fleeting) scholarly 
opinion? 

Data 
Analysis 

 Cell 7 
How does the researcher experience 
in the field shape the analysis?  
Are some data dismissed as being 
commonplace, whereas they might 
warrant deeper interrogation? 
To what extent does the researcher 
consider the balance of analytical 
authority to rest with the participant 
or with the researcher? 

Cell 8 
How does the 
researcher 
moderate any 
drive for the 
outcomes that 
might 
inadvertently lead 
to data omissions 
or fabrications? 

Table 4 – Reflexivity Matrix – adapted from Rae and Green (2016) 
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4. Findings from Patient Participants (Phase I) 

The findings from the patient participants are derived from the interviews of nine people with diabetes 

whose characteristics are listed in in Table 5 (below). 

Participant  Diabetes Type 
Duration 

of Disease 
Sex Age Ethnicity 

Arthur  II 8 Years Male 76 White British 

Brenda I 37 Years Female 59 White British 

Christopher I 34 Years Male 43 White British 

David I 26 Years Male 41 White British 

Erica II 1 Year+ Female 62 White British 

Felicity I 26 Years Female 28 White British 

George II 28 Years Male 66 White British 

Harriet I 45 Years Female 73 White British 

Ian I 43 Years Male 48 White British 

Table 5 - Phase I (Patient Participant) Sample Characteristics 

These patient interviews involved discussions around their perspectives on living with diabetes as well 

as specific topics around foot health and foot self-care in diabetes. The interview schedule for the 

patient interviews can be found in appendix 3 and an example narrative account is located in appendix 

6. From these interviews a superordinate theme emerged: 

Superordinate theme 

• Patients need to be motivated and enabled to undertake good foot self-care behaviours  

This superordinate theme was fed by two distinct themes: 

Themes: 

• Motivation towards Foot Self-Care Behaviours  

• Enablement of Foot Self-Care Behaviours   

The topics and subthemes that support the themes and the superordinate theme are presented in 

the table in Table 6. A visual map to show the connections between topics, subthemes and themes is 

presented in Figure 3.  
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Topics Sub-themes Themes Superordinate Theme 

Personal Disease History 

Concerns over Consequences 

Motivation towards Foot Self-Care 
Behaviours 

Patients need to be motivated and 
enabled to undertake good foot 

self-care behaviours  

Experience of Symptoms 

Vicarious Experiences  

Communication from HCPs 

Pragmatism 
Attitudes towards Diabetes / 

Health 
Passivity 

Stubbornness 

Proactive Self-education 

Being Informed 

Enablement of Foot Self Care 
Behaviours   

Lack of certainty in medical advice 

Lack of belief / trust in advice 

Received Patient Education 

Lack of Knowledge 

HCP relationship 

Being Resourced 

Technological / Specialist 
Equipment 

Time Management 

Routine 

Capability 

Table 6 – Phase I Code clusters feeding sub-themes, themes and core theme 

 

 

 

 

 

 

 



58 
 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Figure 3 – topic, subtheme and theme map 
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4.1 Superordinate Theme: Patients need to be motivated and enabled to undertake good foot self-

care behaviours  

The overarching finding from the patient interviews in this phase of the study is that patients need to 

be suitably motivated and enabled to undertake good foot self-care. This superordinate theme is 

supported by these two tenets – motivation and enablement – as specific themes. These are 

presented sequentially in sections 4.2 and 4.3, respectively, incorporating the subtheme units behind 

their derivation.  

 

4.2 Theme: Motivation towards Foot Self-Care Behaviours 

Motivation is defined as a process that instigates and sustains goal-directed activities (Schunk and 

DiBenedetto, 2020). Like any activity, foot self-care behaviours require the motivation of individuals 

to undertake. The findings from the interviews with the patients in this phase of the study 

demonstrated that there are two main factors that underpin their motivations towards foot self-care: 

concerns over the consequences of diabetes and their attitudes towards their diabetes and health.  

 

4.2.1 Subtheme: Concerns over Consequences  

The concerns that the patients interviewed had about the consequences of their diabetes are 

comprised of their personal experiences and history of living with diabetes; stark health messaging 

from HCPs that attempted to drive home the seriousness of their condition and their vicarious 

experiences of diabetes (i.e., witnessing their loved one’s experiences of serious diabetes outcomes).  

Starting first with personal history and experiences of diabetes, many participants contextualised 

their diabetes perspectives and attitudes towards self-care in the context of how they had initially 

discovered they had diabetes. These backgrounds provided variation in terms of their age, the 

strength of symptoms and how distressing this had been. For example, Ian, a 48-year-old man who 

was 5 years old when he developed diabetes and Christopher, a 43-year-old man who was 9 when his 

diabetes developed, described vividly how seriously ill they became as children with diabetes: 

[Ian]: It was hell. I was 4 and a half. I basically got what the Victorians called the wasting 

syndrome…I was very young and in a lot of pain. I was stuck in the hospital on a drip to get 

stabilised…I was very, very ill.  
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[Christopher]: I was getting really thirsty at the time. I needed to go to the toilet a lot and just 
felt really, really ill…By that stage I was in ketoacidosis…I was bombing. I couldn’t take 
anything down. I was really skinny as well.   
 

Ian and Christopher associated these experiences with worries and concerns that they had about the 

consequences of their diabetes and the subsequent vigilance that they have developed about their 

health (including that of their feet).  

[Christopher]: I do have worries that if I don’t look after my diabetes that I can get all sorts of 
problems, like with my feet and stuff, and that scared me when I was younger…I do regular checks 
myself, being diabetic and all that, I get concerned that there could be something going on with 
my foot.  
 
[Ian]: I am concerned about what could happen. I am really quite attached to my feet and I do keep 
an eye on them. Also, I am very attached to my sight which is an indicator of what state my blood 
system is in really, so I keep a very close monitor on both of those…given my experiences of diabetes 
I am quite aware of what can happen.   
 

 
What also appeared to be associated with the concerns that some of the participants expressed was 

the stark health messaging that they got from their HCPs. Christopher and Harriet spoke of their 

experiences of HCP messaging when they were young and newly diagnosed with diabetes as being 

quite scary and which focused their minds on the importance of good self-care in diabetes. According 

to Harriet’s account specifically, this appears to have contributed directly to her self-care behaviours. 

 

[Christopher]: I have sort of worried since I was young as they gave me loads of warnings 

then that, you know, with diabetes you can end up having your legs amputated and I have 

had lots of warnings about neuropathy if you don’t look after your diabetes and that scared 

me when I was younger. 

[Harriet]: The doctor said ‘you will have to straight on to insulin’ and he then said ‘and I’ll tell 

you my dear’ – I remember his exact words – ‘if you don’t take it, you’ll die.’ That’s exactly 

what he said to me. It brought me round quite quickly actually, I never pondered on it, I just 

dealt with it. I have always dealt with it. Since then, I just do what I have to do to keep my 

diabetes in check. 

 

It is interesting to contrast these experiences with those of Arthur who indicated that his diabetes was 

diagnosed incidentally and was not symptom-driven. Perhaps somewhat consequentially, he does not 

appear convinced about his diagnosis or that the complications of diabetes that he has been informed 

about will come to pass and he readily admits that he does not tend to the self-care behaviours that 

he has been advised to do as he cannot see a justifiable reason to do so: 
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[Arthur]: I went to the surgery and they said “you’ve got diabetes type 2.” “Have I? [pause] 

What does that mean?”…I didn’t know I had diabetes and I still don’t know I have diabetes. 

Except now they are telling me that I am losing some sense in my feet…Although they’re telling 

me I am different, I don’t notice any different. I can’t see what they’re telling me about my 

diabetes. I don’t get anything precise. 

[later in the interview] 

[Arthur]: I don’t think I would cream my feet. Not unless somebody could give me a very good 

reason why i.e., my feet suddenly drying. I mean, if they were like they are now then I cannot 

see any reason why I should start creaming them because I hardly cream them ever. Now, I do 

wear shoes more after I caught an infection on my foot from by the swimming pool and I now 

wear shoes around the swimming pool…so that I am not walking barefoot on the ground.  

   

Arthur’s point about his recent increase in use of footwear was insightful as it indicated that a lived 

experience of diabetes for him generated enough concern over his foot health that he took an action 

to prevent a future occurrence of the incident. This strengthens the suggestion that motivation for 

action is derived from concern of consequences. Both Erica and Harriet also indicated that they 

undertake certain foot self-care behaviours in response to emerging foot problems, in their cases this 

was due to the development of dry skin. Foot self-care behaviours emerging in response to symptoms 

is consistent with other types of self-care being reactionary or reinforced by personal experience of 

diabetes. This was evident as some participants indicated that more recent and on-going patient 

experiences of living with diabetes may be linked both directly and indirectly with how they perceived 

their importance for general diabetes self-care. One of the clearest examples of this was Harriet who 

pointed out that living with diabetes can be challenging and frustrating but that good self-care 

behaviours were important to minimise any potential harms.  

 

[Harriet]: I always have had a sweet tooth and sometimes I think ‘oh it is not fair, why can’t I 

have that?’ and that might come into my mind. Especially, as I am quite a social person and 

we used to go out to dinner quite a lot with friends and they’d all have these lovely desserts 

and I would think’ well, I really want one of those’…but I know that if I had had something like 

that, then my blood sugar would be horrendously high and I’d feel it, you know? So, I know I 

have to be good to reduce any risks.  

 
 

The experiences that underpinned the concerns of the patients interviewed about possible 

consequences of their diabetes were not limited to their own personal histories, however. Across 

several of the patient interviews, stories emerged in which the witnessing of a loved one having had 

a serious diabetes complication (such as foot ulceration) was directly cited as being a source of worry. 
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These vicarious experiences appeared to directly focus some participants’ minds on the importance 

of foot health and self-care in diabetes. 

 
[Erica]: I had one aunt who had to have her leg removed because the foot went black – it was 
gangrene – and they had to take her leg above the knee…then you start researching and 
working out what went wrong and why. 

 
[Felicity]: I saw what my nan went through with it – she lost her leg because she had a sore 
and she got gangrene and…I think, she had a stroke and I think it was related to her not 
controlling her diabetes well enough…I feel that I need to make sure that I am looking after 
myself a lot better. 

 
[George]: My father went blind with it and he also got an infection in his feet which resulted in 
him having his foot removed and he didn’t recover from the operation. So, yeah, I am quite 
aware of all that sort of thing…it has made me very aware of the kind of complications that 
can arise and that has made me more interested and to find out as much as I can and deal 
with as much as I can. 

 

Arthur, meanwhile, presented a slightly different angle on how his concerns regarding his diabetes 

was intertwined with those of his loved ones as he was keen to avoid serious illness befalling him and 

him becoming a burden on his family: 

 

[Arthur]: I have more worries about the impact on my dependents. The effect on them. Because 
I don’t want to become a burden. I’d rather just kick the bucket and keel over. Just like that. I 
don’t want to be stuck in hospital or need a carer. 

 
 

This excerpt from Arthur was illuminating because it demonstrated that he does harbour some worries 

about his diabetes even if he portrays a strong sense of scepticism about the advice and information 

that he has received from HCPs. The possibility that his scepticism may be a manifestation of denial 

would help to explain a seeming contradiction in his story that, on one hand, he made clear that he 

did not follow the medical advice that he has been given because he did not perceive there to be an 

obvious benefit of doing so but on the other hand, he indicated that he did take the medications he is 

prescribed just in case they were keeping him alive.  

 

[Arthur]: I do tend to take the tablets. They haven’t made any difference to me that I know of 

because I haven’t seen any appreciable difference to myself…But I don’t want to take the risk 

of making the condition worse. I take them just in case they are what is keeping me alive, 

basically. 
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This added weight to the emergent subtheme that such concerns over the consequences of diabetes 

is a strong motivator towards undertaking certain self-care behaviours. 

 

4.2.2 Subtheme: Attitudes towards Diabetes / Health 

The other factor that these patient interviews pointed towards, which may have a role in driving 

motivation towards foot self-care behaviours, is that of individuals’ attitudes towards their diabetes 

and health more broadly. There were a range of approaches that the interviewed participants 

appeared to take in terms of engaging with health care. George, Harriet and Ian all demonstrated a 

strong sense of proactivity in how they engaged with health care: 

[George]: It is generally a case of me flagging any problems to them [HCPs] rather than them 

tell me...I mean, I have self-referred to a Podiatrist on a regular basis but that has only come 

about because of my own knowledge that I could do that. 

 

[Harriet]: Aside from making sure that I was getting my feet seen to despite not being eligible 

to get it done on the NHS, one of the other reasons I have the chiropodist is so that they can 

keep me up to date with everything.  

 

[Ian]: I campaigned for an insulin pump…generally I am good with this sort of stuff because I 

know what I want and they know that they are talking to somebody who knows what they are 

talking about. 

 

In all of these examples, these patient participants display a sense of taking control of their condition 

and seeking to do their best to get the outcomes that they want by being proactive. For George and 

Harriet, these examples sit alongside their declared involvement with patient support / information 

groups whereas Ian’s proactiveness extended into the development of strategies to help reduce the 

communication issues between HCPs that he is particularly frustrated about:  

[Ian]: I think the GP is the only one who sort of sees all of everything that is going on and that 

is just not good enough. I actually keep a copy of the information that I receive from all the 

different clinics – the hospital, the eye clinic etc. I keep and the information and hand them in 

to each other because they either don’t have direct access to it otherwise or it is slow coming 

to them. 
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David, meanwhile, spoke of how he would seek out HCPs for help and support when needed which 

indicates a seemingly healthy level of engagement with healthcare services in the context of his 

diabetes: 

[David]: Sometimes I can get a bit concerned about stuff, and when I do, I usually decide to go 
to the clinic where I see the diabetes nurses and try to get a bit of advice and stuff.  

 

These examples contrast with Arthur and Felicity with the former indicating that he does not typically 

seek out or engage with health care beyond what is necessary and the latter displaying much passivity 

towards health care in general: 

[Arthur]: I got a phone call from the surgery to say “we haven’t seen you in a while can you 
come in for a check-up?” because I don’t like going to the doctor because I feel that if I can go 
to the doctor then I can go to work. I don’t like wasting people’s time…I only tend to see the 
doctor whenever they call me. It could be six months or it could be a year. I don’t know. 

 

[Felicity]: To be honest, I found that I just go along with everything and I’ve not been told new 
things. Like when they have developed, sort of, new ways to help to control it, nobody has ever 
really told me, they’ve just thought that I’d already know about it.  

 

Arthur’s seeming lack of engagement with health care is consistent with the overall impression he 

demonstrated in his interview that he takes somewhat of a sceptical view towards information he is 

given by HCPs if they do not align with his lived experience. This scepticism seems to manifest as a 

reluctance to visit healthcare services unless clearly needed. Meanwhile, Felicity demonstrates 

passivity in the way she appears content to wait to be given information from HCPs but then becomes 

frustrated when she discovers that there is some information that she was not told. The passivity that 

exemplifies her approach to diabetes may well be a consequence of her having had her mother 

manage her diabetes for much of her life and as she has assumed more control of it herself going into 

adulthood, a deference towards others to help guide her management may continue to be an artefact 

that shapes such an engagement with health care. Despite these differences in attitude, the net effect 

is the same insomuch as both Arthur and Felicity do not seemingly take a lead in the management of 

their own health and this is reflected in the way that these were the two patient participants in this 

phase of the study who expressed that they undertake the least foot self-care behaviours of all the 

patients interviewed. An excerpt from Arthur’s interview supporting this was presented earlier whilst 

one for Felicity is presented below: 
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[Felicity]: I wouldn’t say that I check my feet every day. I don’t moisturise them anywhere near 

enough. I do try and take care of my toenails given the amount of Whitlow’s that I had when I 

was younger and I wouldn’t want that to happen again. I am aware that I need to look after 

my feet. I know that I need to try and take care of anything that goes wrong with my feet as 

soon as possible and try to get the best care for it, but I have never really had to go to my 

doctors for anything to with my feet so in that respect I think I have been quite lucky so far.  

 

This particular passage from Felicity provides a strong example of how both concerns and attitudes 

need to combine to result in adequate motivation to tend to self-care behaviours such as foot self-

care. She expressed in her interview that she knows that she needs to look after her feet having 

witnessed her grandmother lose her leg to diabetes, but despite that experience, her seemingly 

passive attitude towards health means that she seems reliant upon lived experiences or problems 

developing in her feet before she is inclined to pay closer attention to them. The importance of 

concerns combining with attitudes to drive motivation is further supported by contrasting the example 

of Felicity with another of the patient participants – Ian. Ian has displayed much pragmatism, resilience 

and stubbornness in how he has responded to his diabetes and this appears to have contributed to a 

high level of motivation for him: 

 

[Ian]: Everything I was told I couldn’t do I have done. I’ve got an exceptional mountaineering 

record. I studied chemistry to PhD and they are probably things I wouldn’t have done – I 

probably would have gone into the army with my best friend. It governed me down an 

academic route to a certain level and also, because I wasn’t supposed to be able to get fit or 

anything I did just that. That has done me a lot of favours over time…it was mainly a 

stubbornness. I do everything I can to make sure that my diabetes is not going to get the better 

of me. 

 

Whilst this theme has outlined how the patient participants’ accounts have indicated that concerns 

and attitudes come together to help drive motivation, the next theme will highlight another important 

factor that also seems to act as a conduit between motivation and action. 

 

4.3 Theme: Enablement of Foot Self Care Behaviours  

Enablement in the context of health behaviours is improving the means and/or reducing the barriers 

to achieve a particular task (Desborough et al., 2017). From these patient interviews, enablement was 

found in two discrete areas that provide the subthemes for this theme – being informed and being 

resourced. This theme will highlight how being both informed and resourced appears crucial for 

someone to be enabled to undertake good foot self-care behaviors. 



66 
 

4.3.1 Subtheme: Being Informed 

The patients interviewed in this phase of the study inferred a real sense of importance in being 

informed and the subject of knowledge about diabetes and foot health emerged in different ways. 

Erica, amongst other participants, spoke positively about the information that she received from 

formal patient education and how this contributed to her foot self-care behaviours: 

[Erica]: As far as general information about diabetes goes, I have had a lot of information 
and a lot of help from the doctor and nurse that I see. The DEAL course was also excellent. 
 
[later in the interview] 
 
[Erica]: I do keep my feet creamed and that was something that was emphasized on the DEAL 
course. So, I think that the discussion that we all had about that and the nail cutting and things 
like that have definitely been helpful. 

 
 
However, other patient participants pointed to a lack of specific knowledge on certain subjects and 

how this created uncertainty and hesitancy around certain specific actions they should take. David 

expressed strongly that he is unsure about footwear and his raising of this topic on more than one 

occasion in his interview suggested that it was important to him and he is interested in bridging that 

knowledge gap: 

[David]: What has often occurred to me is that as I have such different sized feet…I am thinking 
about shoes and them fitting and stuff and the kind of socks I wear. Just to know that what I 
am wearing or doing is OK. That sort of advice and guidance would be good. Maybe that is 
something that needs to be brought up to make sure that we are all on the same page and 
that my feet are getting the tailored advice or attention that they need. Footgear is important 
and not really covered much.   

  

Felicity, meanwhile, bemoaned a perceived lack of quality information from HCPs and how this fuelled 

a sense of uncertainty for her about specific aspects of her diabetes self-care: 

[Felicity]: Is there is like a little handbook or something that you could give to people with 
diabetes about all the different things and how to look after yourself or whatever that you can 
read without people having to tell you? Again, as you are not seeing the same doctors all the 
time and the ones you see may not always tell you everything, so having something that you 
get when you are newly diagnosed or whatever that covers everything would be really good. 
If you don’t know what you should be doing you often end up doing nothing in case it is wrong.  

 

Whereas Felicity spoke of a lack of information being forthcoming from HCPs, Arthur expressed 

frustration at a lack of certainty in the advice he is given and this seems to fuel a lack of belief or trust 

in that advice. This scepticism extended to the knowledge he perceives some HCPs to have: 
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[Arthur]: There’s lots of professionals who think they know something who know nothing.  I 

think that predicting what will happen is a big problem…like “if you don’t take these tablets 

you will get gangrene in two years”…that would be helpful. But they don’t say “you will”, they 

say “you might”. Well, you might not. It is so airy fairy…Is that because the medicine in diabetes 

is so inexact? I mean I would really like to see more proper studies done on all this stuff. For 

example, there are some doctors who say that losing weight and cutting back on certain foods 

will reverse your diabetes and others who say that is not true. Well, one of them is going to be 

right. Either those saying it works or those saying it doesn’t. Give me a definitive.  

What is interesting is how the participants responded to these gaps in information and knowledge. 

Felicity’s response to not feeling like she was kept well informed enough by her HCPs was to become 

frustrated with – and critical of – her HCPs, but not to take any action to change things. Arthur, 

meanwhile, reacted to what he perceives to be a lack of definitive advice from HCPs by questioning 

everything he has been told and using this uncertainty to justify sticking to behaviours that he would 

prefer to do, rather than the ones he has been advised to do: 

[Arthur]: If someone could tell me if you could do this…take this particular food you’ll get rid 

of your diabetes or have it properly in check and it won’t get any worse, I say to myself “but it 

is not getting any worse as I am now”...I mustn’t refrain from doing anything that I enjoy doing 

– why should I? 

 

Their responses contrast quite remarkably with George who, like Felicity and Arthur, feels that there 

is a lack of quality advice and/or knowledge on the part of the HCPs that he sees, but he uses any 

frustration about a perceived lack of forthcoming information as a springboard from which to educate 

himself as well as others: 

[George]: I have seen nurses where I got the impression that I knew more about diabetes than 

they did to be honest. To some extent that has happened with doctors as well…I appreciate 

the doctors have a variety of different things that they have to know but I think that the 

practice nurses should be better educated.  

 [later in the interview] 

[George]: I am quite fanatical about picking up leaflets whenever I attend any appointments. 

Leaflet information about diabetes. I’ll read through them and if I find anything there that 

might be effective, I’ll then maybe go and research it…I also chair a local patient education 

and support group…I have learnt an awful lot from things that way and know who to refer to 

any problems that I need to get sorted out...we also advise other members about what to do 

rather than them getting information from their own GPs. 
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Ian is another who seeks to bridge any knowledge gaps he has proactively, and even pursued a science 

career as a means to help him understand the challenges he faces with his diabetes and to search for 

ways in which he could overcome them: 

 

[Ian]: I generally I look for information rather than wait for it to be given to me. I keep fairly 

informed of what is going on…I mean, I did my time in research as a scientist and so, well, one 

of the main reasons I went that way was so that I could go and do something about these 

challenges. 

 

The difference in how the participants responded to these perceived knowledge gaps is likely multi-

faceted but it is feasible that the same combination of factors that appear to fuel the motivation for 

the patients interviewed in this phase of the study towards foot self-care (concerns and attitudes – as 

outlined in section 4.2) may well combine to drive individuals’ responses to knowledge gaps too. This 

inference is supported by the recognition that the two participants who indicated that they do not 

undertake regular foot self-care behaviours are the same two who do not appear to respond to 

perceived knowledge gaps / uncertainty of knowledge with a proactive approach at informing 

themselves (Felicity and Arthur). Alongside the importance of people with diabetes being and feeling 

adequately informed, the next subtheme will consider the role of being adequately resourced as an 

enabling factor towards good foot self-care behaviours in diabetes.  

 

4.3.2 Subtheme: Being Resourced 

A resource can be defined as a source of supply and/or support (Merriman-Webster, 2021). In this 

context, the subtheme of ‘being resourced’ as a contributory means of undertaking foot self-care 

behaviours covers both external resources and personal resources. The external resources include: 

the importance of an effective working relationship with HCPs; and help afforded by technological 

/ specialist equipment. The personal resources included time management (finding sufficient time to 

undertake the behaviours and build them into routine); and the physical capability to tend to the feet. 

The external resources emerged in the patient interviews in the wider context of diabetes self-care 

whereas the personal resources were directly and specifically discussed in connection with foot self-

care. 

Starting with the external resources, effective and constructive HCP relationships appeared to be a 

repeated message that came through from several interviews. In particular, Brenda, David and Harriet 
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all spoke of how beneficial they had found their experiences of HCPs and how they found this helpful 

and supportive in the pursuit of undertaking good self-care in diabetes: 

[Brenda]: The GP practice I go to – there, one of the nurses has always been very good and 
open about talking about a lot of the things…it has always been made very clear to me when 
I have been for appointments that if I have any concerns, I can always phone the diabetic clinic 
and speak to one of the diabetes-specialist nurses…I have always felt that if I am worried about 
something, there was always somebody that I could go to, to ask. When I do, they would see 
me, they would check whatever it was that I was concerned about and, sort of, reassure me... 
That’s been good. 
 
[David]: Once they got me to do my injections a little bit differently and that made a lot of 

difference so that was good. It has also helped me change the way that I sort of look after my 

blood sugars now too…that has helped things out quite a bit.  

 

[Harriet}:…I will always ring them up if I have a problem…I have always been treated well and, 

especially through my pregnancies, I had two really good doctors – both have now retired 

sadly, but, er, they were really good. I have also always had really helpful service from the 

nurses. “Cindy” is the senior diabetic nurse there and she is really good. She is excellent. 

Nothing is too much trouble, they’re really good. I have no complaints…they do look after you 

I think. They have looked after me anyway. 

 
What was interesting about these particular examples was that whilst Brenda and Harriet’s positive 

experiences related to a sense of having people to speak to if they were concerned or unsure about 

something, David’s seemed much more practically focused in that he obtained some advice on the 

technical aspects of managing his self-care. Each, in their own way, possibly highlighting perceived 

benefits of constructive and open dialogue between patients and HCPs. This seemed to be of particular 

relevance to the context of being adequately resourced by both the support received by HCPs and the 

practical help provided by them. This is highlighted by contrasting those experiences with that of 

Felicity who spoke somewhat negatively about her experiences of HCP relationships. In particular she 

outlined that HCPs had made assumptions about her knowledge on topics and these assumptions left 

her feeling inadequately informed and supported: 

 

[Felicity]: I don’t really want to be too unfair…but I don’t think that I have had as much 
communication as I should have really…I think some of that is because I have had diabetes as 
long as I have that they maybe assume that I know everything about it already. In reality, I just 
don’t think I really do know as much as they think I might...the health professionals you see do 
not always tell you everything. 
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This passage from Felicity spoke of a possible breakdown in trust between her and some HCPs as she 

indicated that she feels information is kept from her. Given the point that she made elsewhere in her 

interview about how being unsure of what to do by way of self-care left her less inclined to do anything 

– direct inferences can be drawn that a perceived lack of effective and constructive HCP 

communication has a plausible and direct link to how enabled she may feel to undertake effective self-

care behaviours. Interestingly, though, Felicity did further reflect on the importance of effective 

relationships with HCPs to overcome some of these issues, and she suggested that the consistency 

that would come from seeing the same HCP each time would go a long way to doing that. 

 

[Felicity]: When I go for my diabetes checks I now ask for the specific doctor – now that I know 
that I can…When I do my yearly checks with the nurses at the GP practice, I get really good 
care they because they know me so well and they know a lot more about me than they do at 
the hospital when I go for my check-up…I suppose, if they just knew me a bit better or I had 
like a case worker or just a person that you always have there – if you get what I mean? 
Someone who just knows you a bit better. 

 
 
The consistency of seeing the same HCPs regularly as a positive was supported by Harriet who 

articulated similar sentiments to Felicity: 

 
 
[Harriet]: I know that when I have been asked to go back for an appointment, I always ask for 
the same doctor because I like that because they know you. They get to know you. 

 
 

This perspective on the importance of seeing the same HCP regularly appears to be shared by two 

people in Felicity and Harriet who expressed quite dissimilar views on their HCP experiences more 

broadly and further reinforces the point that a good and constructive relationships between the 

patient and HCPs may be an important part of being supported. This support is an aspect of being 

adequately resourced, which, in turn, can help with patient enablement towards effective self-care 

behaviours. 

 

Another point raised by some participants was that technological / specialist equipment was crucially 

important for them in facilitating self-care behaviours – typically in the context of blood glucose 

management.  

 

[David]: I have recently got a Freestyle Libre [glucose monitoring device] and that has made 

things a lot bit easier in that I can test on the go kind of thing and I have a better idea where I 

am with my blood sugar levels. It is not a ‘fix-all’ sort of thing but it can really help.  
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[Felicity]: Everything started to get better as I was put on the pens like NovoRapid – and all 

that sort of stuff. So, I could start to control my diabetes much better. As the technology 

improved the glucose monitors got better as well so that all did help.  

 

[Ian]: The Freestyle Libre was a game changer…it does provide a lot of ability to do trends and 

things, but, about a month ago now I got put forward for a Dexcom G6 glucose blood 

monitoring system. That is amazing and it really has improved my life beyond belief. Not only 

that but my wife has the App on her phone as well and so I am incredibly secure in the 

knowledge that I am a lot safer now… the technological solutions have been fantastic and have 

really improved my life drastically. More than anything else. 

 

Ian’s excerpt in particular was quite powerful as it not only spoke of these advances improving his life 

beyond belief but it also spoke to a sense of worry that he has about his diabetes and the reassurance 

that this brings him and his wife. The linking of this particular perspective on self-care with his sense 

of worry ties back in with the earlier subtheme of concerns over consequences and illustrates how 

motivation and enablement come together to help facilitate self-care behaviours.  

 

Being resourced also included aspects of personal resources which included time management to be 

able to build in the time to develop and establish a routine as well as having adequate capability to 

perform the requisite behaviours. These came through as important factors at enabling someone to 

be able to undertake optimal foot self-care behaviours. Time management was one area that Brenda 

and David both mentioned as being a challenge to overcome in self-care: 

[Brenda]: Everything always seems to be done in a rush. So that is one thing that I have found 

– that it has been difficult to manage time.  

 

[David]: Maybe one issue would be time. In the mornings in particular I am quite time limited 

so I would have to give myself more time to make sure that I did all of those things and I don’t 

know how quickly or easily it would all be remembered, you know? I just wonder if it is 

something that I’d always remember to do. 

 

David qualified his point about time management by making it one part of a broader one around the 

issue of remembering to undertake certain behaviours. This point about committing such aspects of 

self-care to memory was something that Felicity also pointed out and this linked back to the earlier 

consideration that she feels that she would be prompted to do such things if a problem actually 

developed: 
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[Felicity]: I suppose I just forget. I haven’t tended to think about that sort of thing...I really 

don’t think to remember to check my feet every day to be honest. I tend to think that if a 

problem started I’d just notice it. I wouldn’t really think to check myself every day to be on the 

lookout for something. 

 

Harriet, meanwhile, pointed out that she has developed a habit and reliance upon certain aspects of 

her diabetes self-care: 

[Harriet]: It is just more that it is a habit I suppose that I have got into…I suppose I feel that if 

I don’t do it, am I going to have the right food or the right amount of insulin. You know, this is 

the thing. I feel like I have to do it because I rely on it. I do rely on it now 

 

Whilst this was in relation to blood glucose monitoring, it is interesting to consider that the 

development of such reliance and/or habits may be something that helps to overcome issues of 

remembering to undertake a particular practice or behaviour which could be applicable to other 

aspects of self-care. 

Finally, Brenda, Christopher and Harriet all pointed to practical and/or physical challenges that may 

pose a challenge to their capability of undertaking foot self-care in diabetes: 

[Brenda]: I suppose much would depend on your age. Maybe how easily you could get to your 
feet, I think. The only one that may pose more a problem is nail cutting…getting the right angle 
and things, it would be easy to cut them too short I think, and then you wouldn’t want them 
to get sore or anything. But generally, I think I can do everything that is advised but I imagine, 
for some people it might be physically more difficult to do these things that they would need 
to do.  

 

[Christopher]: It is not easy to look around my whole foot – particularly my left side as I don’t 
have that much flexibility, so that is a bit tricky. 

 

[Harriet]: I also have a bad back so I cannot get down to my feet that easily, so I find that I 
cannot cut my nails and as you get older your nails get stronger. I also have arthritic hands. 

 

Whilst this theme has pointed to the importance of being informed and resourced more broadly, these 

challenges help to highlight quite directly and distinctly that even with good levels of motivation and 

knowledge, the capability to undertake the advised behaviours remains crucial to achieving good foot 

self-care behaviours. 
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4.4 Phase I Summary 

Across the two main themes from this phase of the study, it has been shown that patients need to be 

motivated and enabled to undertake good foot self-care behaviours and that where one of these 

tenets is absent, sustained good foot self-care behaviours may be less likely to follow. Motivation 

appears to be underpinned by the concerns that patients harbour over the potential consequences of 

their diabetes as well as their general attitude towards diabetes and their health more broadly. 

Enablement, meanwhile, appears to be underpinned by patients being suitably informed about the 

aspects of self-care they have been advised to undertake and adequately resourced to enact it.  
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5. Findings from HCP Participants (Phase II) and Patient Responses 

(Phase III) 

 

This chapter first presents the findings from the HCP interviews within phase II of the study (sections 

5.1 – 5.3) before moving on to present the areas of consensus and tension between the patient and 

HCP perspectives that makes up phase III of this study (section 5.4). This phase III analysis includes 

data from the patient group interviews as well as from phases I and II. Both phase II and phase III 

findings are included within this single chapter to help provide some immediate context and 

comparison between the patient and HCP perspectives so as to lead clearly into the discussion in 

chapter 6. 

 

Phase II 

The findings from the HCP participants are derived from the interviews of seven HCPs whose 

characteristics are listed in Table 7 (below).  

 

HCP Participant  Profession Sector Sex Ethnicity 

Jessica (Nurse) Diabetes-Specialist Nurse NHS Female White British 

Kevin (Podiatrist) Podiatrist Private Male White British 

Lucy (Nurse) Diabetes-specialist Nurse NHS Female Black Caribbean 

Mary (Podiatrist) Podiatrist NHS & Private Female White British 

Nora (FHP) FHP Private Female White British 

Omar (GP) General Practitioner NHS Male Black British 

Pamela (GP) General Practitioner NHS Female White British 

Table 7 - Phase II (HCP Participant) Sample Characteristics 
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These HCP interviews involved discussions around their perspectives on patient foot self-care 

behaviours in diabetes – including their views on what the patients in phase I had to say on this subject. 

The interview schedule for the HCP interviews can be found in appendix 4. From these interviews two 

themes emerged: 

 
Themes 

• HCP beliefs about patient self-care behaviours 

• Perceived barriers to effective care 
 
 
These themes were supported by six distinct subthemes: 
 
 
Subthemes 

• Perceived Predictors for self-care 

• Cognisance of patient circumstances affecting self-care 

• Patient attitudes and behaviour 

• Lack of effective, consistent patient education 

• Service Limitations 

• Insecurity of own foot health knowledge 

 

The topics, subthemes and themes are presented in the table in Table 8. A visual map to show the 

connections between the subthemes and themes is presented in Figure 4.  
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Table 8 – Topics, subthemes and themes from the phase II (HCP) interviews 

 

 

 

 

Topics Subthemes Themes 

Glycaemic control as a predictor for self-care 

Perceived Predictors for self-care 

HCP beliefs about patient self-care 
behaviours 

Age as a predictor for self-care 

Diabetes type as a predictor for self-care 

Fear of disease consequences as a predictor of self-care 

Other concerns / health problems impact upon self-care 
Cognisance of patient circumstances 

affecting self-care 
Self-care practices can be challenging for patients 

Feelings of blame and guilt 

Disconnect between patient words and actions 

Patient attitudes and behaviours 

Perceived barriers to effective care 

Patients in denial 

Deferral of patient responsibility onto HCPs 

Foot health de-prioritised by patients 

Patient education is important 

Lack of effective, consistent patient 
education 

Patient education not undertaken enough 

Patient education inconsistently delivered 

Patients often crave information 

Patient knowledge & understanding of foot health often lacking 

Time constraints 

Service Limitations 
Variability of HCP personnel 

Communication between HCPs 

Timely access to specialists 

Perceives own foot knowledge to be poor Insecurity of own foot health 
knowledge Questions own confidence in giving foot health advice 
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        Figure 4 – Phase II subtheme and theme map 

 

Perceived Predictors for self-care 

Cognisance of patient 

circumstances affecting self-care 

Patient attitudes and behaviour 

Lack of effective, consistent 

patient education 

Service Limitations 

Insecurity of own foot health 

knowledge 

HCP beliefs about patient self-care 

behaviours 

Perceived barriers to effective care 

Key – The arrows connecting the subthemes and themes 

indicate the links made by the researcher following analysis 

of the interview data. 
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5.1 Theme: HCP beliefs about patient self-care behaviours 

From all seven HCP interviews, several topics emerged in which the beliefs that HCPs had about 

patients’ self-care behaviours were shared. These topics came together to form two distinct sub-

themes – namely, the predictors for self-care behaviours as identified by HCPs; and a cognisance that 

individual patient circumstances may affect the self-care behaviours of patients. It was 

demonstrated that these beliefs did play a role in shaping how HCPs seek to deliver their care to 

patients so as to try and optimise the likelihood of patients undertaking and sustaining good foot self-

care behaviours. The following sections (5.1.1 and 5.1.2, respectively) will explore these subthemes.  

 

5.1.1 Subtheme: Perceived Predictors for Self-Care   

Across five of the phase II interviews, HCPs outlined what they considered to be the four main 

predictors for self-care behaviours based upon their clinical experiences. These were: the state of the 

patients’ glycaemic control; their age; their diabetes type and fear of the consequences of diabetes 

complications. Mary (Podiatrist) was the HCP who stated most strongly that the patients’ glycaemic 

control was a strong indicator of their foot self-care as it often presents hand-in-hand with other 

diabetes issues and implies that general self-care is sub-optimal: 

Mary (Podiatrist): I think it is often those with the really high blood sugars that seem to have 
compliance issues with their diabetes and their own self-management, self-care. They are the 
ones who come into A&E with ketoacidosis and gangrene…these are the ones with active or 
previous foot ulcerations and they tend to be the ones with the higher blood sugars. That is 
usually a kind of warning sign to me about their self-management. 

 

The suggestion of glycaemic levels as a predictor for self-care behaviours by Mary is useful as she is 

speaking from the perspective of an experienced Podiatrist who has worked in private Podiatry 

practice as a generalist and has more recently taken up post with the NHS as a diabetes-specialist 

podiatrist. This likely provides her with a broad level of clinical experience as she has seen patients at 

both the low and high ends of the risk spectrum. Mary did, in her interview, also allude to age being a 

factor that is predictive for foot self-care behaviours and this was also something that Lucy (Nurse) 

suggested too: 

Lucy (Nurse): Foot health does not seem so especially important to the younger patients 
because they can’t see the damage straight away, it is like ‘it is not there and it is not a problem 
until I can see that problem’, but the sad thing is that by the time that they can see the problem 
there it can often be too late. 
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Lucy (Nurse) later outlined how this view has shaped her perspective on what needs to happen to help 

patients focus on foot health more. She called for much greater emphasis on foot health in diabetes 

from HCPs in the way that there is for glycaemic control. 

Lucy (Nurse): We are better at looking at glycaemic control, you know, providing targets and 
discussing what is possible and what they can do to bring their blood sugars down. Looking at 
their diet and exercise and stuff. I think the same focus and importance should be given to foot 
health – engage in the conversation with them about foot health. I think that would make it a 
little bit more important for them. 

 
 

Nora (FHP) also cited patient age as a predictor for foot self-care in diabetes, but took a different 

perspective to Lucy (Nurse): 

 
Nora (FHP): For the younger people with diabetes, I think the foot self-care is often quite good. 
When they are middle-aged or younger, I think they’ll typically do those things that I have 
asked them to do but when it is older people and who are either, perhaps, on their own and/or 
with other health concerns, it is just not something that they really bother with or worry 
themselves about. 

 

This contrast of perspectives appears quite striking and the inference from this is that different HCPs 

perceive different patterns in the factors that predict adherence to foot self-care behaviours and this 

is likely the result of varied clinical experiences and backgrounds as well as the different patients that 

they may be exposed to in their work.  

A third indicator that HCPs drew on identifying those more or less likely to engage in foot self-care 

was diabetes type. This could interact with other indicators, such as age and/or other comorbidities, 

as Nora (FHP) explained: 

 

Nora (FHP): I have two of my younger patients who have type 1 diabetes and are both very 
good, and I suspect that maybe it is because they have had it for a long time and they have a 
real routine and kind of do everything by the book and really take care. Then you also get many 
of those, perhaps older, who are recently diagnosed with type 2 and they are often the ones 
that have other health concerns or other things going on that the diabetes is not a particular 
focus for them. 

 
 
 
 
Kevin (Podiatrist) also made a similar point, though in his estimation this seeming difference in self-

care behaviours may be more to do with the severity of the illness they have experienced rather than 

their age: 
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Kevin (Podiatrist): It is quite a difference between type 1 and type 2 as well. I think people with 

type 1 are more prone to doing it properly from my experience and with type 2, well, not as 

much…maybe it is something to do with them having to inject insulin. I think maybe that might 

make people with type 1 take it a bit more serious. I am not sure if with type 2 they do always 

take it as seriously, potentially.  

 

This idea that patient disease experience may play a role in why some individuals may be more inclined 

to adhere to foot self-care behaviours was furthered Omar (GP) who explicitly made this point in the 

context of self-care more broadly: 

Omar (GP): I think it probably reflects my experience that the more impactful the disease is on 
them, the more they may be strict with themselves about following any advice or treatments.  

 
 

Several other HCPs from different backgrounds expressed the view that fear of the consequences of 

diabetes complications may be predictive for foot self-care behaviours, and that this may be through 

what they witnessed of loved one’s experiences as well as their own: 

 
Kevin (Podiatrist): Some fear and personal experiences relating to what their family members 
may have gone through, like amputation or something, I definitely think can be motivating for 
people to look after their feet better. 

 
 

Mary (Podiatrist): I think that some patients who have had a parent or someone who has lost 
a leg then that certainly is a motivator for them, you know, “how do I help? How do I make 
this better?” and then they’re the ones who I find do help themselves a lot more. 
 
 
Pamela (GP): I suppose the other that jumps out for me is the fear thing because I do tend to 
see that people often come to see me about things when they are concerned or worried and I 
suppose that if people are concerned enough to book an appointment, then they’re probably 
concerned enough to follow through on the treatment or advice that you give them. 

 
 
In these excerpts, Mary (Podiatrist) and Pamela (GP) implied that such experiences may provide 

something of an opportunity for them to open up lines of communication with patients about self-

care. As such, these factors that they cite as predictors for self-care behaviours may, indeed, impact 

upon how they provide their patient care.  
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5.1.2 Subtheme: Cognisance of patient circumstances affecting self-care 

It came through clearly from the HCP interviews that alongside some of the predictors for self-care 

that they cited, they did understand the reasons behind why some people did not adhere to self-care 

behaviours. Some HCPs showed that an understanding of such issues helped them to adapt their 

approach to patient care. One such example came from the interview with Jessica (Nurse):  

Jessica (Nurse): It can be difficult for people to do whatever it is we’re advising them to do 
because we all have got so many other things going on in our life and people cope with that in 
different ways. Sometimes, for some people, one of the ways to cope with that might be to 
ignore it a little bit. You know, you might be frightened of something and know that it is a 
possibility but still not quite be able to manage it. 

 
[later in the interview] 

Jessica (Nurse): My advice depends very much on the person because sometimes something 

that I might consider to be really simple could actually be quite a mind-set change for some 

people. I’ve experienced that sort of thing at group education where sometimes we’ve 

explained to people that we do not advise them to go barefoot, but some people would find 

that really quite difficult. I mean just because it is easy for me does not mean that it will be 

easy for them and so I need to shape my advice with that in mind.  

 

Kevin (Podiatrist) and Nora (FHP) indicated that physical limitations that some patients have can really 

affect their ability to undertake good foot self-care.  Kevin suggested how this awareness has helped 

him tailor his patient advice: 

 

Kevin (Podiatrist): I suppose the most basic challenge for people is that they can’t reach their 
feet - that would be a fairly typical reason why they couldn’t apply the moisturiser for example. 
I think it massively helps if they have a partner or somebody to help them. For those who can’t 
reach their feet easily, I advise putting the cream on one heel and using that to help rub it in 
and apply it to the other foot. I don’t necessarily think that they always do it but I do try and 
give them advice like that to see if they will do it. 

 
Nora (FHP): I tend to find that people either physically are unable to undertake foot self-care 
or they have other issues that they perceive as being more important or are more dominating 
for them in their and then the feet won’t become the focus and it can be difficult for them to 
focus on it.  

 
 
Other HCPs, such as Omar (GP) and Pamela (GP), made a similar point that self-care behaviours are 

often limited by physical challenges people face, but also that sometimes the issues can be 

psychological and trying to identify which can be the important part of the consultation for the HCP: 

 
Omar (GP): The usual things that tend to stop people being able to do whatever it is that they 
want to do or need to do – physical and psychological. Sometimes it may be that there are 
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physical limitations that creates challenges, the rest of the time, if something doesn’t get done 
it is because on some level the will to do it is somewhat lacking. I am not sure I know why that 
may be – I suspect it is complicated and often individual but it is our job to try and work that 
out. 

 
 
One final insight that emerged from these interviews which seemed to talk to the perceptions that 

HCPs have about people with diabetes and their self-care was one that came from just one participant 

– Jessica (Nurse) – who outlined that she feels that people with diabetes – particularly type 2 – feel 

judged by HCPs and that this judgement has impacts on a range of things for them, including their self-

care behaviours.  

 
Jessica (Nurse): I think a lot of us as clinicians are very guilty of making judgements about how 
other people do things and that has always bugged me as a nurse. As an example, type 2 
diabetes is often a condition that people associate with blame. So, people are blamed for 
getting type 2 diabetes and they are blamed by healthcare professionals too because I have 
heard it. I have heard people say things and they are judged for what they do and don’t do and 
this often results in them disengaging from consultations and they may shy away from the 
difficult aspects of self-are. 

 
 

Whilst this was just one HCPs’ perspective, this seemed like a relevant reflection as it stuck out as 

something that aligned to what some of the patient participants in phase I had alluded. It also was 

reflected in the frustrated tone that Nora (FHP) used when describing a patient she has who did not 

follow her advice. Jessica did go on to point out how she uses this perception to shape how she 

communicates with patients and tries to engage effectively with patients: 

 
Jessica (Nurse): I do try and be a bit more empathetic because nobody chooses to have type 2 
diabetes and nobody who has diabetes chooses to have a foot problem and have something 
that could end up in an amputation or a slow-healing wound or whatever. No one wants that. 

 
 
This theme has provided an overview of the beliefs that HCPs have about patient self-care behaviours 

through an exploration of the factors that HCPs feel are predictive for foot self-care behaviours in 

diabetes and their cognisance of the challenges that may face patients in undertaking such behaviours. 

In some instances, it has been shown that these insights directly shape their approach to practice and 

the main finding from this theme is HCPs often draw on a range of data from their patients in order to 

design and personalise their packages of care for patients.  
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5.2 Theme: Perceived barriers to effective care 

Across all seven HCP interviews, HCPs expressed frustrations about what they perceived to be barriers 

to effective care. This theme was supported by four distinct subthemes – each representing a specific 

HCP frustration. These were:  Patient attitudes and behaviour; a lack of effective, consistent patient 

education; service limitations and an insecurity of own foot health knowledge. These areas of 

frustration do appear to influence the ways in which these HCPs provide care to patients. The following 

sections (5.2.1 – 5.2.4) will explore these subthemes.  

 

5.2.1 Subtheme: Patient attitudes and behaviour 

One of the clearest frustrations that some of the HCPs voiced was around what they believed to be 

unhelpful patient attitudes and behaviours towards self-care (including foot self-care). Kevin 

(Podiatrist) was the first to indicate that some patients defer their foot care to professionals despite 

being asked and advised to undertake aspects of it themselves at home and that this was something 

that frustrated them: 

Kevin (Podiatrist): You do get the ones who won’t do what you have asked and instead would 
just happily come back to see you and let you do it even if you tell them a hundred times that 
they need to do it every day…Yeah, it gets a bit frustrating.  

 
 

One of the reasons Kevin (along with other HCPs) thought that patients may not undertake the self-

care behaviours advised to them could be a form of denial and so he indicated that he adapted his 

messaging approach if he felt that denial was a factor for someone: 

 
Kevin (Podiatrist): I sometimes give my advice without focusing on the diabetes, I just try to 
talk about the particular self-care activity anyway so that it is not too focused on their illness 
and then they can just try and adapt it because I think a lot of people like to try and pretend 
it’s not happening. So, I try and make it about stuff that isn’t about their illness and is more 
just about regular life – like making your feet more comfortable 
 

 
Mary (Podiatrist) also pointed out that patients often defer foot health to the professionals and do 

not seemingly take care of their own feet as advised and that this was a barrier to good patient 

outcomes: 

Mary (Podiatrist): I think many of the people with foot problems who are not very compliant 

tend to think that it is our responsibility as clinicians to look after their feet. I find that a little 

bit difficult…they tend to be the ones that say “you’re the expert” [laughs], you know, they 

don’t work with you as well…I find that if there is a blockage on ulcers getting healed then it 

does tend to occur in those who try to put all of the outcomes in our hands.  
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It was clear from these excerpts and the broader discussions with both Kevin and Mary, respectively, 

that this perceived patient attitude towards their foot self-care was part of wider feelings that: foot 

health was not always taken as seriously by patients as they feel it should be; that some people 

preferred to put themselves in the hands of experts; and a fundamental disagreement over whose 

responsibility foot health outcomes are. The tension between these different perspectives on the 

same issue was most illustratively articulated by Mary who expressed her frustration that some 

patients do not come in for professional help for their feet soon enough.  

Mary (Podiatrist): When I give them that general advice and talk about infection and 
everything, they tend to respond with “yes, I know” but I am not sure how engaged they are 
with that. We are always trying to advise them to call us asap if there are any problems or any 
warning signs, but whilst they do seem like they are willing to do that, I’ll be honest, the 
amount of times that we have had people come in with sepsis and they have been ill for a week 
or so and just didn’t call us even though we have told them time and time again. It is like it just 
goes over their heads. I find it quite hard and frustrating.  
 

 
This provided some degree of conflict with her previous point that some patients are placing too much 

reliance upon HCPs to take full responsibility for their foot health. Whilst this was a point only made 

by Mary, it was striking to highlight as it could point to a broader frustration that may be difficult for 

her to reconcile. Despite indicating that she did not know why some patients did not come in soon 

enough, Mary explained that she responded to this frustration by adding written information for 

patients to accompany the verbal advice so as to reiterate it: 

 
Mary (Podiatrist): We have started giving out leaflets, little sepsis leaflets, just to encourage 
them and give them something to read to, kind of, highlight those issues constantly and to 
contact us or go to A&E if there are any problems. I hope that has helped but I don’t actually 
know if that has helped. 

 

It is arguable that Mary’s response to provide patients with more information to resolve the issue of 

not seeking out care soon enough could be because she assumes that a lack of information given to 

patients is responsible. However, it could also possibly be that she is unsure of how to reconcile her 

frustrations and does not know what else to do other than to repeat the advice in a slightly different 

way. Equally, it is possible that she has an awareness that she may convey mixed messaging to patients 

regarding their foot self-care (i.e., encouraging them to provide more self-care but also to come in as 

soon as they sense a problem) and so she seeks to clarify by providing increasing the volume of advice 

that she gives. 



85 
 

The frustration at patients not seemingly prioritising their foot health was not just mentioned by those 

whom are professionally focused on managing foot conditions, however, but also by Lucy (Nurse) who 

later indicated how this resulted in her wanting to provide more consistent foot self-care advice: 

Lucy (Nurse): I think in my experience foot health does not appear to be as important for people 
as I wish or had hoped it would be and that is quite frustrating at times.   

 
 [later in the interview] 

Lucy (Nurse): As foot health does appear to be under-appreciated, I like to think that I try and 
give the same focus and importance to messages about foot health as I do about other aspects 
such as glucose control. Reiterating the importance of it at every opportunity is one way I do 
that.  

 
 
The responses from the HCPs to their frustrations with patient attitudes towards foot health in 

diabetes by way of changes to their patient care are varied but there appears to be a common theme 

in these responses – a focus on providing more information to patients. Whilst this may be the result 

of HCPs not knowing what else to do other than give more advice / repeat previously given advice, it 

is possible that they feel that do feel that patient education and knowledge on the subject is 

inadequate. Indeed, this latter message did come through the HCP interviews and will be presented 

in the next subtheme. 

 

 

5.2.2 Subtheme: Lack of effective, consistent patient education 

A frequent point that was made across the HCP interviews was that effective patient education was 

often not provided to patients and where it was, it was often provided inconsistently. This was a view 

articulated by all the HCPs interviewed, although the two GPs indicated that they were somewhat 

unsure how much education was given and how often as this was most typically undertaken by the 

diabetes nurses. However, a diabetes-specialist nurse, Jessica, pointed out that she thought patient 

education was suboptimal: 

 
Jessica (Nurse): When I think about the amount of education that we are giving to people day-
to-day when they come to the diabetes clinic, it is pretty minimal. I have got to be honest. It 
does not come up in a lot of my conversations, to be fair.  
 

 
Jessica later pointed out that time is limited within her consultations and this may impact upon the 

ability for HCPs to provide the education necessary alongside everything else. This is a subject that will 

be covered within the next subtheme but indicates that there are connections between some of the 

barriers to effective care from the HCP perspective. Mary (Podiatrist), too, felt that patients were not 
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informed enough about their diabetes and that this may be a result of inadequate patient education 

being delivered. 

 

Mary (Podiatrist): Patients first get screened by nurses and maybe healthcare assistants, and 
I think that education should start there regarding their feet as I am not sure that it really does 
currently. I mean, a lot of them do not know about foot ulcers and until they come to us for 
one thing or another and then I may say to them “do you know what a foot ulcer is?” and they 
don’t have a clue.  

 
 
Mary later suggested that one of the reasons that patients may not have good enough knowledge on 

this topic is that information that they are given may not be emphasised enough or repeated 

consistently and so she reflected that the approach that she would seek to take would be to provide 

more consistent messaging to patients: 

 

Mary (Podiatrist): I think I’d like to re-look at my advice and the consistency of that advice and 
make sure that even if I have seen that person a few times that I continue to keep the 
consistency of that advice up. I think, sometimes, you get the regulars, bless them, and they 
come in and you’ve already told them time and time again but sometimes you do actually 
forget to tell them. I think keeping that consistency up, that’s what I might try and do and sort 
of make sure that I am repeating myself just to make sure that they understand.  

 
 
It was insightful to see that Mary felt that repeating messages often enough will drive the point home 

rather than approaching the subject in a more nuanced way as Jessica (Nurse) and Kevin (Podiatrist) 

articulated in earlier examples of responding to the specific patient circumstances when shaping their 

communication. The point about repeating messages with consistency was made almost identically 

by Nora (FHP) who felt that patients often did not appear to know a lot about their diabetes and she 

could only assume that this came from a lack of specific patient education. Her response to this was 

to try to provide consistent foot health advice for her patients, though she was keen to strike a balance 

in the information that she gave by steering clear of trying to overwhelm patients with information 

which may have the effect of worrying them. Kevin (Podiatrist) made a similar point as he argued that 

even where patient knowledge may seem sub-optimal, it was important not to flood them with 

information which may have the effect of overwhelming the patient to the point of them not being 

able to take in what is being told to them: 

 

Kevin (Podiatrist): I think at times we can be guilty of trying to give too much information – 
especially medical information and sometimes people can be like “oh, wow, that’s too 
much!” and they stop really taking any of it in. 
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The juxtaposition between Mary (Podiatrist) seeking to repeat her advice consistently and Nora (FHP) 

and Kevin (Podiatrist) looking to strike a balance between informing and not overwhelming might 

point towards some of the inconsistency in approach that the HCPs pointed out. It is possible, 

therefore, that the perceived lack of consistency in the patient education given may not be the result 

of an omission on the part of some HCPs (as some inferred), but could possibly be at least part-

explained by the nuances of how different professionals deliver their patient communication.  

 

The general impression from the HCP interviews was that they felt that some patients appeared 

uninformed based on how the HCPs perceived patient behaviour to be. It was inferred that even when 

they knew that patients had been advised by them before but still failed to act according to that 

advice, the problem must still be that the patient is uninformed. That said, there has been some 

consideration given to what else may result in patients not undertaking certain advised behaviour 

(which were outlined in the previous subtheme). It is feasible that frustrations could be being 

experienced by HCPs around issues of both patient knowledge and patient attitudes and not knowing 

how to resolve these problems. The final two subthemes outlining HCP perceived barriers to effective 

patient care do also help to provide some explanation as to why HCPs feel that effective, consistent 

patient education may be lacking.  

 

 

5.2.3 Subtheme: Service Limitations 

The clinical background and experiences of the HCPs interviewed in this study came through strongly 

in the context of the frustrations that they have had about aspects of the health service that patients 

receive. This crystallised into discussions around service limitations which were considered to be 

another barrier to the provision of effective patient care. These frustrations include: time constraints; 

variability of HCP personnel; communication between HCPs and timely access to specialists. 

The subject of limited patient contact times was a problem that was almost mainly pointed out by the 

GPs interviewed but also by Jessica (Nurse) who mentioned this in the context of not having enough 

time to deliver all the advice that she would ideally like to be able to.  

Omar (GP): There never appears to be enough time to speak to patients about the various 
bits of their health which are important. I find, and I know many of my colleagues do too, 
that I find a lot of consultations a bit rushed so I can only imagine how patients must feel 
about it. I think that would be a shared frustration, definitely. 
 
Jessica (Nurse): We could be better at promoting self-care for people who are just coming to 
our clinic or we are speaking to but it is just so difficult to have the time or opportunities to 
cover everything to be honest with you. 
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This particular perceived barrier also tied in with the impression that Omar (GP) and Pamela (GP) gave 

during their interview where they seemed to intimate a somewhat disappointed view on how the 

service provision has changed over the past couple of decades which has resulted in less ongoing 

contact with patients over aspects of regular diabetes management. Pamela, in particular, seemed a 

little defensive about the subject and given the context that she has a keen professional interest in 

health behaviours and behaviour change it is feasible that some frustration is brewing that a lack of 

time is contributing to reduced opportunities for effective communication with patients. 

 
 
Aside from frustrations around time constraints, something that Kevin (Podiatrist) touched upon as a 

frustration of the health service that patients experience is a change in HCP personnel which, in his 

view, might result in a variability of the comprehensiveness of service that patients receive too. 

 
Kevin (Podiatrist): A lot of feedback that I am getting is that when they do go to the NHS that 
they don’t see the same person all the time and so they are getting slightly different advice 
each time. There has even been different risk categories given to them depending on who it is 
that they have seen. That might have been because different tests were done, I don’t know.  

 

 
This variability in personnel and service was something that did echo with some of the accounts of 

patients in the first phase of this study. Mary (Podiatrist) also pointed out that patients have 

complained to her about changing personnel and the resultant service variability and also drew the 

link between time constraints and reduced patient education (as alluded to in the previous subtheme). 

 
Mary (Podiatrist): Sometimes we move about so much that we don’t see the same patients 
and the clinics are quite rushed and unfortunately sometimes these patients don’t get that 
consistent education or someone who they’ll see consistently who will be there for them as 
support. I tend to find that patients do complain about that as well. That they don’t get that. 
Also, you get a clash of clinician advice and that makes it really difficult. Different people 
changing the dressings and different people have different ideas of how to manage it and that 
makes it difficult for the patient as well. 

 

The sense here, again, is that these frustrations about specifics of the service delivery are shared with 

the patients. Furthermore, communication between HCPs was brought up as an additional barrier to 

effective patient care by Kevin (Podiatrist) who was commenting upon the fact that existing hurdles 

between NHS and private Podiatry services was, in his view, detrimental to the effective management 

of patient foot health.  

 
Kevin (Podiatrist): It would be great if the private and NHS were more vocal with each other. I 
think that would be great. I don’t know, there has to be some way of doing it. I find it 
frustrating…the NHS are not allowed to refer to private which I find ridiculous because they 
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want to get rid of patients, well, not get rid of patients but, you know, ease the money. Surely, 
the best way to do that would be to refer some patients to private podiatrists! 
 
 

Another perceived barrier articulated as a frustration of HCPs in this context was regarding getting 

patients timely access to the necessary specialists. These frustrations were outlined by all the HCP 

participants in this phase of the study but was most directly articulated by the nurse and GP 

participants.  

 

Jessica (Nurse): I know that it is the bit that is sometimes difficult – you know, timely access to 

healthcare professionals…I think it is really quite easy for small wounds to escalate to 

something more serious because people will not have ease of access to care sometimes.  

 
Lucy (Nurse): I think if patients had easier access to Podiatrists and Chiropodists then I think it 
would enable better outcomes. For example, I had a patient today who rang up as she was 
concerned about her feet. She rang her GP who told her to ring the diabetes centre. She rang 
the diabetes centre and they have told her to ring back her GP because the GP needs to refer 
her to the Podiatry service. Now, if it was just a straightforward referral where the patient 
could phone through and get access to the professional that they need and cut out the middle 
man and the roundabout then it would be better for the patients really. 
 
Pamela (GP): It isn’t always easy to get those referrals through quickly and I know that many 
end up going private. 

 

 
Whilst the perceived barriers to effective care through service limitations were not discussed in the 

context of how the HCPs have reviewed and amended their own practices specifically (possibly 

because these perceived barriers are as much about the system they work in as opposed to individual 

decisions of the clinician), a different perspective was applied to the point about patients accessing 

specialist Podiatry services by Mary who called for greater levels of foot screening by her colleagues 

and for them to reiterate to patients that they need to bring any concerns directly to the Podiatrist: 

 

Mary (Podiatrist): We can’t screen every single low-risk patient so we do need those patients 
to be seen – whether it is private, or NHS or anybody just for them to be aware, even via a 
leaflet, to know to check those feet. If there are any problems they should be referred. Any 
non-healing wounds or lumps or bumps that arise, any new pain, any new deformities. 
Anything like that needs to be referred in for Podiatry. 

 
 

This call, when contextualised against the comments made by the non-NHS Podiatrist and some of the 

non-Podiatrist HCPs, appears to show a disconnect between perceived realities of referral in for 

Podiatry care. On one hand Mary, within NHS Podiatry, indicating that Podiatry referrals need to be 
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incoming for the at-risk patients whilst on the other hand, those perhaps seeking to do that have found 

it challenging at times to get patients into Podiatry services despite the will to do it being there. In this 

way, the points put forward by patients (phase I) and some HCPs interviewed that access to services 

and communication between HCPs can be a barrier to effective care show consistency.  

 

5.2.4 Subtheme: Insecurity of own foot health knowledge 

The last of the perceived barriers to effective care as articulated by the HCPs is specific to the non-

foot specialist HCPs interviewed. The repeated message that came from them was that they felt that 

they did not have particularly good knowledge / understanding of the specifics of foot problems in 

diabetes to confidently give patients the advice that they need. This first became clear when both 

Omar (GP) and Pamela (GP) articulated prior to their interviews that they were unsure of their 

suitability to be interviewed as they did not feel that they had particularly good knowledge of feet and 

foot health in the context of diabetes. They put this lack of confidence down to the changing of clinical 

roles and responsibilities over the years and that most of those services are now picked up by the 

nurses, with foot problems often signposted directly to Podiatry: 

Omar (GP): The nurses pretty much do it all now. They run the diabetes clinics and do many of 
the assessments and checks. They’ll often do the neurological screening, foot screening and 
health checks…I may get specific foot problems brought to my clinic every now and again, but 
it is seldom a focus. I’d typically pass foot problems to the Podiatry department and they would 
be the ones more focused on the foot care practices of the individuals concerned. The nurses 
may play more of a role there too.  
 
Pamela (GP): I have to admit, I don’t really know what would constitute the best possible 
advice because I do tend to think that feet are the domain of the Podiatrists. 

 

The useful insight here – and within other parts of their interview – is that different aspects of day-to-

day management of diabetes (including footcare) is not something that these GPs feel that they have 

much contact with patients over and demonstrate a perceived lack of knowledge or experience in this 

area, yet some of the patients interviewed in phase I indicated that their first port of call with any sort 

of diabetes problem (including foot health) would be to the GP. The sense of concern over an HCP’s 

own lack of specialist knowledge about foot health in diabetes was reiterated by the nurses too – with 

Jessica (Nurse) making the most striking point to this effect.  

Jessica (Nurse): I was talking to my colleague about this the other day, she agreed – we are 
probably fairly weak when it comes to our knowledge of foot problems [laughing] because we 
have other people that we can refer to, you know? 
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This was all the more noteworthy given that Jessica (Nurse) is not only involved with helping and 

advising patients about the day-to-day living with diabetes, but also outlined extensive clinical 

experience at managing foot ulcers and foot problems when she was nursing within GP practices 

earlier in her career. She alluded to the fact that there are referral channels (to Podiatry) that can be 

explored and that she would be seeking to do that based upon where she feels patients can get the 

optimal care for their foot problems. Thus, the clearest link between a perceived lack of confidence of 

non-foot specialist HCPs around foot health and how that influences their practice is that they seek to 

signpost foot problems and advice to Podiatry services. However, linking back to the earlier subtheme 

on service limitations, it seems that despite these HCPs wishing to get patients access to Podiatry 

services they do experience difficulty getting patients into those services. There is, then, not just an 

increased likelihood of patient and HCP frustration, but that patients may not be getting the best or 

most well-informed foot care service or advice if any is forthcoming at all.  

As the perceived barriers to effective care outlined by the HCPs are considered together, there appear 

to be overlaps between them. For example, the reasons for a perceived lack of focus given to the feet 

by patients could be influenced by a lack of consistent and accurate messaging reaching them. This 

lack of information could be at least partially explained by the HCPs patients most commonly see 

about their diabetes not feeling confident about delivering foot health advice but simultaneously 

struggling to get them timely access to specialist Podiatry services to focus on it.  

 

5.3 Phase II Summary 

Within this section of the study, the HCPs interviewed articulated their beliefs about patient self-care 

behaviours as well as what they perceived to be the barriers to effective patient self-care. These 

frustrations also extended to what they perceived limited their ability to deliver effective patient care. 

In the presentation of these HCP perspectives, they demonstrated how their experience has provided 

them with complex views on what may be driving patient self-care behaviours. For example, at times 

it was inferred that some barriers to effective and sustained foot self-care behaviour was a lack of 

well-informed patients; at other times patient attitudes were considered responsible whilst issues of 

service limitations were also raised as an explanatory factor. It is possible that these do exist as 

separate issues as far as HCPs are concerned, but they may also be intertwined. Where these issues 

do appear to intertwine, this may provide its own source of frustration as the situation becomes more 

complex and there are less clear and obvious solutions to them. This complexity resulted in often quite 

individualised approaches to patient communication, although most HCPs responded by suggesting 

that their instinctive solution is to provide more patient education. This could well be that in the 
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absence of being able to solve complex and interconnecting problems which are out of their control, 

they fixate on aspects of practice – like reiterating advice – that they can control.  

 

Phase III 

5.4 Areas of Consensus and Tension between patient and HCP perspectives (phase III) 

This third phase of the study sought to explore areas of consensus and tension in the perspectives of 

patients and HCPs about the barriers and facilitators to foot self-care behaviours in diabetes. The 

extension of this was to further explore if any areas of consensus and/or tension contribute in any 

way to the barriers and facilitators to foot self-care behaviours as identified by the patient and HCP 

participants in this study. Areas of consensus and how they may contribute to barriers and/or 

facilitators to foot self-care in diabetes are summarised in section 5.4.1; areas of tension and how they 

contribute in section 5.4.2 and a summary of these findings in section 5.4.3. 

 The areas of consensus and tension of that are explored in this chapter are derived from the phase I 

and phase II interviews with patient and HCP participants, respectively, as well as the phase III patient 

group interviews. The patients interviewed in the phase III group interviews are detailed in Table 9 

(below).  

Group 

interview 

# 

Participant  
Diabetes 

Type 

Duration 

of Disease 
Sex Age Ethnicity 
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w
  

1 

Brenda I 37 Years Female 59 White British 

David I 26 Years Male 41 White British 

George II 28 Years Male 66 White British 

Ian I 43 Years Male 48 White British 

G
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p
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w
 

2 

Erica II 1 Year+ Female 62 White British 

Ravi II 7 years Male 25 British Asian 

Sarah II 1 year+ Female 41 White British 

Table 9 – Phase III (patient group interviews) Sample Characteristics 
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The findings from the phase I and II interviews demonstrated some interesting areas of consensus and tension which were further strengthened by the patient 

group interviews in phase III. The subject areas of consensus and tension in perspectives are presented in Figure 5 (below). 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

Figure 5 – Areas of patient & HCP consensus/tension of perspective and its relationship with barriers and facilitators to good foot self-care behaviours 
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5.4.1 Areas of consensus 

In this study, consensus between participant groups is determined as having occurred where the 

general points made by participants are consistent with each other with few areas of disagreement. 

Across the patient interviews (phase I), the HCP interviews (phase II) and the patient group interviews 

(phase III), the four main areas of consensus between these participant groups were: concerns over 

consequences; importance of patient education; importance of effective patient-HCP 

communication and frustrations related to the health service. 

The phase I subtheme of concerns over consequences incorporated specific topics such as: personal 

disease history; experiences of symptoms; vicarious experiences and communication from HCPs. The 

general point that flowed from these was that these experiences, collectively, came together to 

provide a strong sense of motivation for people with diabetes to better take care of themselves and 

their diabetes so as to avoid the consequences that they were concerned about befalling them. The 

HCPs provided largely consistent perspectives on this as they outlined that one of the key predictors 

that they have found for patients undertaking and sustaining good self-care behaviours is when 

patients were suitably motivated by fear of disease consequence. As these perspectives were 

presented to the phase III groups it appeared to strike a chord with the participants as they reinforced 

these points once again. This area of consensus feeds in directly to the motivation component of the 

phase I theme around patient behaviours. As such, these shared perspectives between patients and 

HCPs may provide an opportunity for a discussion around the specific concerns and worries that 

patients have about their diabetes. It is possible, therefore, that shared understanding of this dynamic 

could allow for these discussions to be honest and productive which may help HCPs to appropriately 

use these concerns to help drive patient motivation towards good foot self-care. An insight of this was 

demonstrated by Pamela (GP): 

Pamela (GP): I think it can be quite simple in many ways, if people are concerned or worried 
about a particular aspect of their health then they’re probably concerned enough to follow 
through on the treatment or advice that you give them. It makes the conversation easier in 
many ways. 

 

Aside from motivation, the other theme from phase I related to patient enablement to undertake 

good foot self-care behaviours and one of the subthemes to support that was the notion of ‘being 

informed’. Between the patient (phase I) and HCP (phase II) interviews, there was much consensus on 

how important good and consistent patient education was to helping patients to be able to effectively 

take care of their feet. Whilst some patients articulated this by recalling their own positive experiences 

of patient education and how that contributed to their self-care behaviours, others articulated it by 
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raising examples of where they felt under-informed about certain aspects relating to their diabetes 

and self-care requirements. The HCPs provided broad agreement in perspective by either directly 

stating that targeted and consistent patient education was one of the most important interventions 

that could be provided to help prevent foot problems from developing in diabetes, and/or pointing 

out that foot-specific education and communication was something that needed to be delivered more. 

Shared perspectives on patients being suitably informed also provides an opportunity for more 

effective and consistent education to be delivered to patients. For instance, there appears to be a 

specific area of footwear advice that some patient participants desire and with HCP reflections that 

they should speak to and advise patients more about their foot health, this does appear to be one 

place where such shared perspectives could facilitate more effective and targeted patient education.  

Another element that patients from the phase I interviews explained was important to help facilitate 

their living with diabetes – including self-care – was effective communication with HCPs. This was 

discussed by those phase I participants from different angles with some sharing their positive 

experiences of communication with HCPs and how that fed into their approaches to self-care, whilst 

others arrived at a similar point by highlighting how unhelpful, and even destructive, they found the 

communication with HCPs to be at times. The HCPs also expressed their belief that strong and effective 

lines of communication with patients was really important to help successfully deliver care and 

appropriate health messaging. Although this did not necessarily extend to negative reflections on their 

own communications with patients, some HCPs did speak of the poor, ineffective and often 

judgemental ways that they feel their colleagues speak to patients. These views were echoed within 

the discussions in the patient group interviews too. George (group interview 1) made the point about 

how he felt HCPs could be quite judgemental and that this reflected through in their communication: 

George (group interview 1): As soon as they [HCPs] realise that you know what you are talking 
about, in my experience, their whole attitude changes in terms of how they deal with you. They 
go from more or less being quite lecturing and patronising towards actually trying to get more 
information from you as much as anything else – a real sense that they are listening to what 
you are saying and the conversations with them become a lot more useful and productive. 

 

Whilst the patients and HCPs did appear to broadly agree that effective HCP-patient communication 

was very important in the broad attainment of positive health outcomes, it was not obvious from the 

points raised by both groups that this accord facilitates good foot self-care behaviours, nor provides 

barriers to it. Both groups recognise that effective communication is important to build trust and 

exchange useful information with each other, but it is not clear that there would be a shared 

consensus between individuals as to what constitutes effective communication and what does not. 

Thus, this appears to be a point that is agreed in principle, but how that may manifest in specific 
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patient-HCP interactions is likely to be varied and somewhat individualistic. That said, the desire of 

HCPs to be reflective on their practice (as evidenced in some of their interviews) may well facilitate 

improved communication. 

The final area of consensus across the patient and HCPs interviewed in this study was in relation to 

the frustrations regarding the health service. The patients in the phase I interviews pointed to some 

of these which mainly sat around not getting timely access to specialist services (such as Podiatry) and 

issues of a perceived lack of effective communication between different HCPs within the health 

service. These views were more strongly echoed by the HCPs interviewed within the phase II 

interviews where they, too, explained that it could be difficult to get patients referred into Podiatry 

services. Moreover, Kevin (Podiatrist) was speaking as a private practitioner who found it frustrating 

on his own behalf and that of his patients, as he felt that the NHS did not communicate effectively 

with him regarding the patients that sit both within his care and that of the NHS. Finally, many of the 

HCPs – especially the GPs – re-emphasised that there was a lack of time available within consultations 

with patients and that this really affected what discussions they could have with patients and how 

effectively they could have them. This collection of perspectives was strongly agreed upon by the 

patients in the group interviews. In the first patient group interview, Ian and David were discussing 

how they found that the foot health checks that they received were pretty poor and that this was 

likely due to overstretched services. 

Ian (group interview 1): Medical professionals are largely overwhelmed and it is rare that 
they’ll even ask me about my feet and even if they do, the extent of it is ‘do you have any 
feeling in your feet?’ That is usually the first and last thing that they ask about them. 

David: (nodding] Yeah that sounds about right. It feels very much like a case of ‘getting through 
the checklist’ as far as I see it. That is particularly frustrating.  

 

These areas of consensus provided a form of triangulation to support the themes that emerged from 

the patient perspectives in phase I as well as to provide some insight of where and how patient and 

HCP views overlap. Such agreement on these various topics has the potential to contribute to the 

development of trust between patients and HCPs and facilitate open and honest conversations about 

foot health in diabetes and how patients could best be supported to undertake good self-care. The 

next section will focus on areas of tension in patient and HCP perspectives and possible impact this 

may have on any perceived barriers and facilitators to good foot self-care behaviours.  
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5.4.2 Areas of Tension 

Within this study, ‘tension’ relates to where there were areas of disagreement and ambivalence in 

perspectives and these occurred between the groups interviewed (patients and HCPs). Across the 

patient interviews (phase I), the HCP interviews (phase II) and the patient group interviews (phase III), 

the four main areas of tension within and between these participant groups were: patient attitudes 

and behaviours; the initial point of contact regarding foot problems; questions over HCP knowledge; 

and thoughts around stark health messaging.  

The first of these – patient attitudes and behaviours – was initially evident in how different patient 

participants viewed their roles compared to the role of HCPs in terms of accountability and 

responsibility for their health outcomes. There were examples within the phase I interviews in which 

some patients displayed resilience and proactivity and were imbued with a strong sense that their 

health outcomes were their responsibility and that they needed to help themselves in order to give 

themselves the best possible outcomes. Conversely, other patient participants projected any issues 

that they have faced in relation to living with their diabetes or self-management onto the HCPs by way 

of criticising them for not doing enough or providing enough information. Similar dynamics were also 

evident in the phase III patient group interviews. Whilst George and Ian (group interview 1) reiterated 

how they proactively and pragmatically took their health outcomes into their own hands to get what 

it was they needed to effectively take care of themselves, Sarah (group interview 2) provided an 

example of someone who sought to abrogate responsibility for health outcomes onto the HCPs: 

Sarah (group interview 2): I don’t know if my feet are in good health or not, how am I supposed 
to know? I am no expert. That’s what the doctor or the nurse or whoever are there for but you 
rarely get to see them. 

 
 

Whilst some HCPs pointed to similar patient dynamics from their experience, others felt that for some 

patients it was more apathy about foot health that drove their behaviours and some spoke of 

denialism playing a role too. These were all presented with a strong sense of frustration and occasional 

judgement. The varied reasons given by HCPs for what they perceived to be frustratingly poor patient 

self-care behaviours could point to HCPs experiencing a range of patient encounters and attributing 

many behaviours to their perceptions of those patients’ attitudes. However, this could be a source of 

friction should HCPs misread patient attitude based on any preconceptions, as George (group 

interview 2) pointed out: 

 

George (group interview 2): It seems that they just seem to think ‘oh, well, he seems to know 
what he is talking about and understands’ or ‘he doesn’t seem to understand’ or ‘he is not 
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interested’ and so these judgements seem to be quite spur of the moment based on their 
snapshot perceptions rather than them having taken the time to get to know you and know 
what you’d like or be able to read you quite well.  

 

 

Whilst patient attitudes feed most directly into the theme of patient motivation from the phase I 

findings, the possible sources of friction between patients and HCPs regarding patient attitudes and 

behaviours may impact upon aspects of enablement too. If HCPs misinterpret the attitudes that lay 

behind patient behaviours, communication may become fractious, unhelpful and may also negatively 

affect trust between patients and HCPs. Whether tensions around patient attitudes and behaviours is 

a reflection of issues of patient motivation or a factor that impacts upon patient enablement (or both), 

it can be argued that the tension in these perspectives may act as a barrier to good foot self-care 

behaviours being undertaken.  

The next area of tension identified between the patient and HCP participants interviewed in this study 

was with regard to the initial point of contact for patients when they have a foot problem. Divergent 

views on this initially came through from the patients that were interviewed where some indicated 

that foot problems, like any that the experience in the context of their diabetes, would be something 

that they would flag to their GP or diabetes specialist nurse, whereas others indicated that they would 

be minded to bring those problems to a Podiatrist in the first instance.  

Sarah (group interview 2): If I had a foot problem, I’d take it to my GP. I would demand to see 
my GP. 
 
George (group interview 1): As I have said before, I came to learn that I can self-refer to the 
Podiatry system without the need of a doctor and so I now do that if I have any foot issues. 
Much quicker and better than trying to get anything referred through the doctor. 

 

Any indication that patients would/should take foot problems to a GP or Nurse in the first instance 

contrasted strikingly from the HCP participants who provided a near-universal view that foot problems 

in diabetes are the purview of Podiatrists and foot specialists specifically. Indeed, the GPs and Nurses 

interviewed in phase II expressed a general feeling of unease and concern that they are not sure what 

to do or advise when they see a foot problem in diabetes and, as a result, are inclined to either 

organise a Podiatry referral or advise patients to book in to see a Podiatrist. Whilst this spoke to 

concerns that HCPs had about their own knowledge of foot health (which will be addressed later in 

this section) it more specifically points to a possible area of tension where some patients will be 

expecting their GP or Nurse to be the right person to see about their foot issue, but where the GP or 

nurse that they do see may be feeling unsure of what to do,  and that the patient has come through 
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to the wrong person. This provides a material risk where patients become confused by who to see 

and/or frustrated by certain HCPs who are seemingly not able to provide the advice or treatment that 

the patient is expecting. This may be interpreted by patients as their concerns or queries being 

dismissed. George (group interview 1) pointed to this exact dynamic with his GP: 

George (group interview 1): At a recent GP appointment I had for my yearly diabetes check, I 
brought up the subject of peripheral neuropathy and wanted a bit of advice about what to do 
and advice about footwear but I was just told that it wasn’t really their department and that 
I’d be best off going and seeing a Podiatrist. Nobody at the GP practice would really listen to 
what I was saying, let alone do anything about it. 

 
 
The possible negative impacts of this tension around whom to see regarding foot problems was also 

clearly articulated in a story that George shared about the confrontation that came from the health 

service when he first attempted to self-refer to Podiatry:  

George (group interview 1): I remember when I first self-referred to Podiatry I got into a heated 
discussion with the person I was talking to about who was saying that I was not entitled to do 
that. I made her go back and check and then she realised that I was entitled to refer yourself. 
So, you do have to be tough and know what your rights are for people to listen to you. It feels 
like you have to argue your case sometimes more than I think you should have to. 

 

This story highlighted confusion on the part of HCPs / staff about who patients should see about their 

foot problems and illustrates how this tension ultimately creates mixed messaging and frustration for 

patients. Clearly, confusion on this matter is likely to provide a potentially significant barrier to 

patients being suitably enabled to undertake good foot self-care behaviours (which includes pursuing 

timely access to relevant HCPs). 

 

Questions raised over HCP knowledge was another area of tension identified in the perspectives of 

patient and HCP participants. Whilst this was a general topic area that was identified by both groups, 

the consensus largely ended there as the patient participants seemed to point to HCP knowledge 

around diabetes lacking in a broad sense with several patients suggesting that they felt that they have 

known more about diabetes than some of the professionals that they have seen. Where the HCPs held 

a critical mirror to their subject knowledge, this was exclusive to the non-foot specialist HCPs 

interviewed and their knowledge concerns were very much focused on feet and foot health. There 

was less reflection on feelings of insecurity around the other aspects of their diabetes-knowledge. The 

possible impact of this difference in perspective is that whilst some HCPs may be cognisant of the 

areas in which they feel they lack knowledge, patients’ impressions may be that the HCP in question 

is not very knowledgeable about diabetes more broadly.  
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Where this may feed the proactivity of some individuals seeking to take charge of their own health, 

the positives of this proactive approach may come at the expense of HCPs being unaware that their 

subject knowledge is being questioned. In this scenario, there is a missed opportunity for HCPs to 

reflect on their practice and how to effectively communication their knowledge to patients. 

 

The final area of tension that emerged from the patient and HCP interviews was concerning the 

utilisation of stark health messaging by HCPs. Within the patient interviews in phase I this was raised 

by a few of the patients interviewed who expressed that stark health messaging had quite a strong 

impact upon them in the early years of their diabetes. David and Harriet, in particular, spoke about 

how it contributed to their worries and concerns around their diabetes and that in its own way this 

was quite powerful and motivating in the direction of them taking their diabetes and their self-care 

seriously. However, Christopher discussed how this left him feeling upset and angry as a teenager and 

how he interpreted this message as a criticism of him and this resulted in him withdrawing from his 

consultations with HCPs and purposefully disengaging with the advice that he was given. The 

interviews with the HCPs also yielded similar divergence in perspective with Jessica (Nurse), Kevin 

(Podiatrist) and Nora (FHP) all indicating that there is a fine line to be struck between informing 

patients and worrying them, whereas Pamela (GP) made clear that more striking messaging can grab 

patients’ attention and help them to appreciate the seriousness of their diabetes. This difference in 

perspective on the value of stark messaging was strongly repeated in both the patient group 

interviews in phase III. The first insightful conversation to this effect took place in group interview 1 in 

which David, Brenda and George spoke of how useful they considered stark health messaging to be 

with the general take away message that it has its uses but that it can also be counter-productive and 

unhelpful for some people:  

  
 

David (group interview 1): I think that I would be probably more likely to react to hard-hitting 
messaging in a way that would be focused on trying to prevent that outcome but at the same 
time I would probably feel uneasy about the way that comes across. I would rather information 
came across in a slightly better, more optimistic way. Definitely expressed in a less hard-hitting 
way. 
 
Brenda: Yes, I’d agree with that. I think it is really important to be open and honest and it to 
be clearly outlined what the situation is and what you are up against but at the same time I 
think there are ways and means to get your message across without being unnecessarily 
alarmist. I do think that just terrifying people can and does make the just freeze and think ‘well, 
where do I go from here?’ so I do think it is all about how you deliver the information.  
 
George: That goes along with what I think too. I have come across people who say that the 
bad news is all too much for them to cope with to the point that they sort of switch off and it 
then has the counter effect from what it maybe was intended to. 
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Similar points about stark health messaging often not having the desired effect also came up in the 

second group interview. This time, a conversation around stark health messaging came up between 

Erica, Ravi and Sarah. Ravi made the point that despite instinctively feeling like he appreciated being 

told the situation in a full, frank and honest way, he did not find that this led to any healthy behaviour 

change for himself and went on to reflect that it was only when the messaging became more relevant 

to his own experiences that his behaviour changed. This aligned well with the phase I theme that 

information and lived experience may need to come together to generate suitable motivation for 

behaviour change to occur: 

 
Ravi (group interview 2): My doctor was honest with me he was like “if you don’t look after 
yourself you will go blind, lose your legs, liver damage, kidney failure” and all the rest of it. To 
be honest, that didn’t motivate me at all because I just kept going with what I was doing until 
it got so bad that they had to temporarily put me on insulin…it is surprising that all the stuff 
that the doctor had to say didn’t seem to really scare me when he said that because it was 
shocking things that he was saying. Now it does though. Now that conversation scares me. It 
is like it is much more real and scary now than it was then. Maybe I was in denial but now that 
I have started experiencing side effects it has changed for me.  

 
 
Ravi’s point about honesty was picked up on by Erica who spoke of what she witnessed her son-in-law 

go through following stark messaging from HCPs and how this resulted in a bad reaction to the 

information put his way and she opened her point by suggesting that honesty is sacrificed to try and 

stop patients worrying: 

 
Erica (group interview 2): Sometimes the doctors do not give you total honesty because they 
worry that they can depress people quite badly.  

 
 

The clear inference here was that to give the information in a direct and frank way was honest and 

that to not do so implied dishonesty. With dishonesty and trust being closely linked, something that 

was of note in this group discussion is that the mode and content of message delivery was associated 

with feelings of honesty and, therefore, trust on the part of patients. This was followed up on and 

summarised by Sarah: 

 
Sarah (group interview 2): Whilst my doctor didn’t beat about the bush I don’t think that he 
was being totally honest. I have had to find out all about the potential problems myself really 
as well as from all the experiences with my mother. My experience generally tells me that these 
health professionals tend to go all about the houses with stuff rather than just being straight 
and honest. That drives me mad. I’d rather they just got straight to the point. I don’t know if it 
is just a case of not wanting to worry us or something sometimes but, you need to worry us. 
You cannot just keep hiding stuff from us. 
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What came through quite strongly from this particular tension is that when different patients have 

quite different perspectives on what messaging they get from HCPs and how they would like it to be 

delivered, it creates difficulty for HCPs because it requires a great level of flexibility to provide bespoke 

approaches to health communications. This was a point that Ian (group interview 1) identified: 

 

Ian (group interview 1): One package does not fit all. That is often the problem. Trying to find 
the one answer when you have to gauge the person you are talking to really. 

 
 
Moreover, where HCPs potentially strike the wrong approach with patients, it can have a significant 

impact upon trust between the patient and the HCP as the various examples cited from the small 

number of patients interviewed in this study has highlighted. Furthermore, as Ravi’s case exemplified, 

even if the messaging is delivered with the content and style as seemingly appreciated by the patient 

in question, that does not necessarily translate into it actually being effective. Thus, such tension does 

provide a challenge to HCPs in seeking to communicate with patients effectively.  

 

5.4.3 Consensus / Tension (Phase III) Summary 

The areas of consensus and tension within and between the participant groups interviewed in this 

study do provide some areas that may contribute to both facilitators and barriers to effective self-care 

behaviours. Areas of potential facilitation towards this include shared perspectives between patients 

and HCPs that patient concerns over disease consequences can be a source of motivation towards 

better self-care behaviours; that patient education is of real importance and value; that there is an 

agreement that patient-HCP communication needs to be optimal and shared frustrations about health 

care service issues. However, there are potential barriers that exist towards improved self-care 

behaviours and these relate mainly to the areas of tension identified: patient attitudes and 

behaviours; identified point of contact for foot problems; questions over HCP knowledge and the value 

of stark health messaging. The strongest message of all that emerged from these potential barriers 

and facilitators as identified through the interviews and areas of consensus and tension, is that, as Ian 

put it, “One package does not fit all” and HCPs have to apply flexibility to their approaches to 

effectively work with the individuality of patients and their needs and motivations. These ideas, along 

with those alluded to in the findings from phases I and II will be explored within the next chapter 

(discussion) to understand where these findings sit within the wider literature.  
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6. Discussion  

The aims of this study were to: 

• Explore patient and healthcare-professional perspectives on potential barriers and facilitators 

to foot self-care behaviours in individuals with diabetes at low-risk of developing foot 

complications 

• Identify any areas of consensus and/or tension in perspectives of patients and healthcare-

professionals in relation to foot self-care in diabetes  

• Explore whether any areas of consensus and/or tension in perspectives of patients and 

healthcare-professionals contribute to any barriers and/or facilitators to foot self-care 

behaviours in diabetes 

 
This chapter situates the findings from the patient and HCP interviews in Chapters 4 and 5 within the 

existent literature and theoretical frameworks and is presented sequentially. Section 6.1 will discuss 

the findings from the patients’ perspectives from phase I as detailed in Chapter 4. Section 6.2 will 

discuss the findings of the phase II HCP perspectives presented in Chapter 5 whilst Section 6.3 will 

concentrate on areas of consensus and tension between the patient and HCP perspectives (phase III). 

A summary of the main points of discussion will be presented in section 6.4. 

 

6.1 Patient Perspectives (Phase I) 

The patient perspectives in phase I of this study (chapter 4) produced the superordinate theme of: 

Patients need to be motivated and enabled to undertake good foot self-care behaviours which was 

fed by the two distinct themes of ‘Motivation towards Foot Self-Care Behaviours’ and ‘Enablement of 

Foot Self-Care Behaviours’. Section 6.1.1 outlines the identification of the theoretical underpinnings 

that help to explain these findings. Sections 6.1.2 and 6.1.3 provide detailed discussion of the themes 

of ‘Motivation towards Foot Self-Care Behaviours’ and ‘Enablement of Foot Self-Care Behaviours’, 

respectively. 

 

6.1.1 Theoretical Underpinning 

The analysis of the themes of ‘Motivation towards Foot Self-Care Behaviours’ and ‘Enablement of Foot 

Self-Care Behaviours’ from the patient interviews inductively led to the identification of two theories 

and one model which most fittingly house and explain these findings. The two theories are: Self-

Determination Theory (SDT) and the Protection Motivation Theory (PMT); whilst the model which 
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helps to situate the findings into a more practical context is the Capability-Opportunity-Motivation-

Behaviour (COM-B) model. To show how these fit together coherently, it is first important to describe 

the theories and models and outline the distinctions between them. A theory is an idea or set of ideas 

that seek(s) to provide an explanation of a phenomenon whilst a model provides the individual with a 

structural representation of the phenomenon to help them gain a fuller understanding of it (Frigg and 

Hartmann, 2020). The models and theories identified above are now briefly introduced and broadly 

contextualised against the findings of this study before individual themes from the phase I patient 

interviews will be more fully discussed in sections 6.1.2 and 6.1.3. 

 

Self-Determination Theory 

Self-Determination Theory (SDT) is a widely adopted theoretical framework used to help understand 

both the initiation and sustainability of health behaviour. SDT provides a framework that sets out the 

necessary mechanisms that underpin human behaviour and can be used to design interventions aimed 

at behaviour change (Ryan and Deci, 2017). The central tenet of SDT is that motivation is not best 

viewed in unitary terms, but instead, as a more qualitative entity (Ryan et al, 2008). Ryan and Deci 

(2017) identified that the two main forms of motivation in this qualitative sense are: autonomous 

motivation and controlled motivation. Autonomous motivation describes the state of somebody 

acting in a state of full willingness and volition either because of the inherent enjoyment of the activity 

(intrinsic motivation) or because the behaviour is closely tied in with a personally valued goal 

(identified regulation). Controlled motivation, by contrast, is where people act in a particular way to 

obtain a reward or avoid punishment and, thus, are experiencing external pressures or obligations to 

behave in a certain way (Ryan and Deci, 2017). SDT presents this as a continuum of motivation from 

amotivation at one end through to intrinsic motivation (which is held as the most potent form of 

motivation) at the other with the various forms of extrinsic motivation as the continuum between 

these extremes. Extrinsic motivation, thus, can exist as controlled or autonomous forms of motivation. 

This continuum is presented in Table 10 and the hypothetical point at which extrinsic motivation 

moves from being controlled to autonomous sits somewhere between ‘introjected regulation’ (acting 

through compulsion and/or to avoid feelings of guilt) and ‘identified regulation’ (acting to achieve 

consciously valued goals).  Engaging in behaviours from more autonomous motives results in more 

adaptive health outcomes, including more positive well-being, and better behavioural adoption and 

maintenance (Ryan and Deci, 2017). A core concept within SDT, therefore, is that autonomous 

motivation is of higher qualitative value than controlled motivation.  
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Ryan et al. (2008) set out that autonomous motivation is fostered by the satisfaction of three basic 

psychological needs: Autonomy; Competence and Relatedness (Ryan and Deci, 2017). Autonomy 

refers to a person feeling as though they are acting through genuine choice and volition; Competence 

is how good and confident the individual feels they are at undertaking the particular behaviour in 

question; and finally, Relatedness refers to the importance of wider social connections the individual 

has and how well they feel connected to others and part of a supportive community. Motivation can 

become more autonomous if the individual has internalised the controlled form of motivation. 

Examples include ‘integrated regulation’ (acting in line with one’s own goals and values); ‘identified 

regulation’ (acting to obtain personally valued outcomes) or ‘introjected regulation’ (motivation 

reflecting internal pressures such as guilt or shame) (Ryan and Deci, 2017). These all vary along a 

spectrum of autonomy and the greater the degree of autonomy, the greater the likelihood of 

behaviour sustainability. This is presented, illustratively, in Figure 6.  

 

Figure 6 – Self Determination Theory framework 
 

Sourced from Cook, D., Artino, A. 2016. Motivation to learn: an overview of contemporary theories. Medical Education 
50(10): 997-1014. 
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What is particularly useful about SDT is that whilst other theories of motivation or behaviour often 

focus on behaviour change and/or the initiation of behaviours, this theory places much emphasis and 

importance on the maintenance and sustainability of health behaviours (Ng et al., 2012). This is 

particularly valuable in the context of this study as it was seeking to explore perspectives on foot self-

care behaviours more comprehensively and this includes both the shorter-term perspective of 

behaviour initiation and change as well as the longer-term, sustained behaviours. The application of 

the three central psychological needs as outlined in SDT (Autonomy, Competence and Relatedness) 

and the utility and sophistication of SDT in explaining how extrinsic, controlled motivations can be 

internalised to facilitate the adoption of good health behaviours means that this is a highly relevant 

and applicable theoretical framework to help understand the findings of this study. This is explored in 

the discussion of the phase I themes (sections 6.1.2 and 6.1.3); the discussion of the phase II (HCP) 

themes (section 6.2) as well as the discussion around the areas of tension and consensus (section 6.3).  

 

Protection Motivation Theory 

Rogers’ (1975) Protection Motivation Theory (PMT) (later expanded upon in 1983) is one health 

psychology theory which attempts to explain the cognitive underpinnings of patient behaviour in 

terms of threat and coping appraisal. The PMT has two cognitive elements. The first is focused on how 

individuals perceive threat and the second is their ability to cope with that threat in the specific 

context of their health. The threat appraisal component of PMT depends on: the person’s estimate of 

the severity of the disease (perceived severity); and his/her estimate of the chance of contracting the 

disease (perceived vulnerability). The coping appraisal of PMT consists of: the individual’s expectancy 

that carrying out recommendations can remove the threat (response efficacy); and belief in one’s 

capability to execute the recommended course of action successfully (self-efficacy) (Rogers, 1983; 

Plotnikoff et al., 2010). PMT provides a duality of utility insomuch as it explains why people engage in 

unhealthy practices and offers suggestions for changing those behaviours. One sophisticated aspect 

of the threat appraisal is ‘rewards’ and how they provide the counter-effects to the ‘threats’ 

associated with severity and vulnerability. Rewards refers to the positive aspects of starting or 

continuing the unhealthy behaviour. In this way, within PMT is a recognition that people will have 

valid reasons for engaging in what may be considered unhealthy behaviour. An example of this would 

be an individual who engages in smoking as a behaviour which reduces the amount of food that they 

consume and, so, they link their smoking behaviour with weight maintenance. The more an individual 

identifies rewards associated with the unhealthy behaviour, the greater the likelihood is that 

unhealthy behaviours will persist. Conversely, if the individual feels sufficiently vulnerable to the 

threats attached to unhealthy behaviours and the potential impacts of these are deemed so severe so 
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as to overcome the perceived rewards of associated with said behaviours, then they are more likely 

to undertake behaviour change towards more healthy behaviours (Prentice-Dunn et al., 2009).  

The coping appraisal aspect of PMT also provides a similar level of sophistication as within it is 

recognition that whether or not one enacts an effective coping response against a threat is measured 

against both perceived efficacy (response-efficacy and self-efficacy) as well as the perceived costs of 

the behaviour. Thus, if the costs of the response are deemed to be too high and/or the efficacy is 

perceived to be too low, even in response to a considerable threat, appropriate behavioural changes 

needed to mitigate the threat are not likely to be enacted (Rogers, 1983). Figure 7 provides an 

illustrative representation of these PMT concepts.  

 

Figure 7 – Protection Motivation Theory Schematic 
 
Adapted from: Lin, H., and Chang, C. 2021. Factors associated with the quitting intention among Chinese adults: Application 

of protection motivation theory. Current Psychology: 1-9 

 

PMT conventionally has been applied in the personal health contexts. The largest meta-analysis study 

on PMT categorized major six topics: cancer prevention (17%), exercise/diet/healthy 

lifestyle/metabolic health (17%), smoking (9%), AIDS prevention (9%), alcohol consumption (8%), and 

adherence to medical-treatment regimens (6%) (Floyd et al., 2000). Thus, whilst it has been deployed 

in other contexts too – its consistent use in personal health contexts within areas such as lifestyle, 

metabolic health and adherence to treatment regimens provides substantial compatibility with the 

focus of this study. Moreover, the focus that PMT has around the response to fear appeal provides 

further alignment with the findings of this study as both patients and HCPs, respectively, discussed 

the role of worries and fear in influencing patient behaviours.  
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Capability, Opportunity, Motivation model of Behaviour 

Models can be used to incorporate competing theories into a practically useful tool. Indeed, the 

development of the Capability, Opportunity and Motivation model of Behaviour (COM-B) and its 

associated ‘Behaviour Change Wheel’ [BCW] by Michie and West (2011) was an attempt to find a way 

through the competing theories of behaviour and behaviour change in the context of health and find 

some commonality between them. The representative illustration of this model is presented in Figure 

8.  

 

 

Figure 8 – COM-B Model and ‘Behaviour Change Wheel’ 

Image sourced from: Michie, S., van Stralen, M. and West, R., 2011. The behaviour change wheel. A new method for characterising and 

designing behaviour change interventions. Implementation Science 6:42 

 

The COM-B model of behaviour change proposes that to engage in a behaviour (B) at any given 

moment, a person must be physically and psychologically capable (C); have the opportunity (O) to 

exhibit the behaviour, as well as the motivation (M) to demonstrate the behaviour at that moment 

(Michie et al., 2011). To elucidate further - Capability comprises the mental state, knowledge, skills 

and physical strength. Opportunity incorporates external factors that make execution of a behaviour 

possible – including physical opportunity, opportunities provided by the environment, and social 
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opportunity. Motivation in the context of COM-B refers to the internal processes that influence 

decision making and behaviour and these include Reflective motivation (the reflective, analytical 

process involved in making plans) and Automatic motivation (the automatic processes such as 

impulses and inhibition) (Michie et al., 2011). The COM-B model is most commonly used in 

conjunction with the BCW, which, with the aforementioned sources of behaviour at its centre, 

incorporates intervention functions and policy categories so that it is able to provide something of a 

practical aid for intervention designers to convert behavioural theory into effective behaviour change 

interventions (Michie et al., 2014; McDonagh et al., 2018). Unlike other models of behaviour and 

behaviour change, the COM-B model places no priority on any individual behaviour source and, 

therefore, enables those applying the model to their studied subject(s) to try and work out which of 

those may require the main focus of any intervention (Michie et al., 2011).  

 

The COM-B model has been effectively applied to many health behaviours at both individual and 

societal levels including amongst others: increasing hearing aid use (Barker et al., 2016); improving 

antibiotic use (Duan et al., 2020); health behaviours in response to COVID-19 (Weston et al., 2020) 

and understanding self-care behaviours in diabetes (Paton et al., 2021). Given that this model was 

designed to help researchers understand how elements of competing behaviour theories may fit 

together and also provides a tool to help design and evaluate behaviour change interventions, it was 

identified as a useful model to help understand the findings of this study – in particular the 

‘motivation’ and ‘capability’ sources of behaviour which appear consistent with the central themes of 

‘motivation’ and ‘enablement’ from the phase I patient interviews. The main utilisation of the COM-B 

model within the discussion of this study is in drawing together any nuanced explanations of patient 

behaviour in the context of foot self-care in diabetes provided by SDT and PMT, respectively, allowing 

them to be coherently understood within an overarching model.  

 

 

6.1.2 Motivation towards Foot Self-Care Behaviours   

The first of the themes that emerged from the phase I patient interviews was ‘motivation towards foot 

self-care behaviours’ and this was supported by the two subthemes of ‘concerns over consequences’ 

and ‘attitudes towards diabetes / health’. The first of these – ‘concerns over consequences’ – 

indicated that the worries that patients had about what impacts diabetes may have on their health in 

the future was a source of motivation for them towards good self-care behaviour, including foot self-

care.  
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The subtheme of ‘concerns over consequences’ encapsulated the messages conveyed by some of the 

patient participants who spoke of their concerns around the risks of ulceration, amputation and even 

premature death that may result from diabetes-related complications. These complications were held 

up by some of the patients as being things that concerned them to the point of them prioritising their 

foot health within the wider range of self-care behaviours. These concerns have also been found in 

other studies such as those by Wukich et al. (2018) and Kuniss et al. (2019), respectively, who 

identified in their own patient interviews that some people with diabetes fear loss of a limb more than 

death. Furthermore, a recent qualitative study conducted by Skidmore et al. (2021) which sought to 

gain the perspectives of 17 individuals with diabetes currently at low-risk of developing foot problems 

on self-care behaviours using an explorative, semi-structured interview approach also identified how 

powerful concerns over foot health consequences in diabetes can be for individuals. Within their 

study, Skidmore et al. (2021) found that whilst there was a general disconnect between the actual 

risks posed to individuals’ feet in diabetes and their perceptions of those risks, those who were 

concerned about ulceration and amputation were the ones who articulated the importance they 

placed on foot health and foot self-care behaviours. Whilst the patients interviewed in the Skidmore 

et al. study were all regular attendees of a university Podiatry clinic and this may have influenced the 

findings of that study, the participants within the present study included patients who do not obtain 

ongoing Podiatry care and so were more representative of the wider population in this respect. That 

these studies provided a consistent finding in relation to patient concerns around foot-specific 

diabetes consequences and how this connected with their prioritisation of foot health suggests that 

this is a reliable finding. To try and draw out understanding from this finding, however, requires the 

application of relevant theory. 

PMT arguably provides the best theoretical framework within which to explore this finding further. 

One of the cognitive approaches detailed within PMT – ‘threat appraisal’ – aligns well with the finding 

of concerns over consequences as it would suggest that for some of the patients interviewed, they felt 

that ulceration and amputation were both a severe consequence (perceived severity) as well as one 

that they believed that they were at significant risk of (perceived vulnerability) (Rogers, 1983; 

Plotnikoff et al., 2010). The consideration of PMT to explain the findings can be further illustrated by 

using the contrasting example of Arthur who articulated a notable scepticism towards the foot health 

risk that he has been warned about by his HCPs. This raises the question of why individuals with 

broadly similar risk levels to this particular threat have different perceptions of their vulnerability to 

threat and/or the severity that the threat poses. This may be partially explained by how they came to 

learn and recognise the risks to foot health in diabetes. The beliefs that many of the patient 

participants in this study have which contributed to their perceived susceptibility and vulnerability to 
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worrisome consequences of their diabetes appear to be shaped by their personal experiences of living 

with diabetes; vicarious experiences and stark health messaging from HCPs. 

Starting with personal experiences of living with diabetes, Skidmore et al. (2021) found that patient 

awareness of foot health problems and engagement with healthy, foot self-care behaviours often only 

materialised in their study subjects when symptoms began to have a tangible effect on them. This 

finding was consistent with the testimonies of some the patients in the present study who indicated 

that the experience of diabetes-related symptoms was concerning and led to them seeking to take 

better care of themselves. This suggests that personal experiences of diabetes complications may be 

one factor that shapes a perception of vulnerability and/or severity to adverse foot health outcomes 

in diabetes. Ravi’s testimony in particular (patient group interview) emphasised this as he explained 

that despite lots of warnings from his doctor about his diabetes potentially causing him problems like 

neuropathy and ulceration, it was only when he started to lose feeling in his feet that the gravity of 

the situation dawned on him and he sought to take positive action to reduce his risks going forwards. 

In this way, perhaps the lived, bodily experience of complications moved the threat from abstract to 

real. This corroborates one of the findings of the meta-synthesis of qualitative studies of patient 

experiences of DFUs and foot care conducted by Coffey et al. (2019) where they surmised that 

personal experiences of foot complications often served as a ‘wakeup call’ to initiate positive 

behavioural changes. This is further supported by the literature review undertaken by Harvey and 

Lawson (2009) in which they explored patient behaviours and illness beliefs in diabetes and pointed 

out that where individuals with diabetes develop more concern around the potential impacts of 

diabetes, they more typically are motivated to undertake self-care behaviours. Such concern may be 

derived from initial experiences of acute and severe symptoms – particularly at disease onset – as 

discussed in section 2.4.6. 

Perceptions of heightened vulnerability to- and/or severity of adverse foot health outcomes, however, 

do not appear to come just from the experiences of individuals’ own symptoms of diabetes 

complications. Many of the patients interviewed indicated that having witnessed a loved one 

experience DFUs, amputation and even premature death from their diabetes has had a profound 

effect at focusing their mind and efforts on seeking to avoid a similar fate for themselves. Such 

vicarious experiences were also pointed to by the HCPs interviewed who indicated that in their 

experience, the impact on patients from family members having had serious diabetes-related 

outcomes seemed to induce a degree of anxiety in individuals with diabetes that may typically be 

channelled into greater attention and steadfastness at undertaking various self-care behaviours. 

These findings ultimately corroborate the findings of multiple studies – including quantitative studies; 

qualitative studies; literature reviews and systematic reviews – that have pointed to the impact of 
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witnessing family and friends’ poor health outcomes in diabetes as a motivator for self-care 

behaviours including foot self-care (Scollan-Koliopoulos et al., 2010; Salamon et al., 2012; Vedhara et 

al., 2014; Jaam et al., 2018; Coffey et al., 2019). Thus, vicarious experiences appear to contribute to 

beliefs and concerns that patients have about their diabetes and align with the perceived vulnerability 

and perceived severity concepts within PMT. 

The final means by which the patients interviewed indicated that they developed an awareness of the 

risks to foot health in diabetes was via stark health messaging. Stark health messaging may induce 

fear responses in individuals and has been tried as a means of generating behaviour change in people 

– including within the context of diabetes by increasing their sense threat to a situation (Scahbert et 

al., 2013; Ruiter et al., 2014; Brookes & Harvey, 2015). This is known as ‘fear appeal’ and is a long-

established phenomenon in health communication and is defined as a persuasive communication that 

attempts to arouse fear in order to promote precautionary motivation and self-protective action 

(Rogers & Deckner, 1975). Ruiter et al., (2014) reviewed the evidence on fear appeal and concluded 

that it is often a poor choice of health messaging tactic because of the limited and sometimes 

counterproductive effects of fear arousal and the extensive knowledge base that exists around more 

effective methods of behaviour change. In the context of SDT, fear being generated by an external 

party (i.e. the HCP) could be construed as a less autonomous form of ‘external regulation’ and, thus, 

be less effective at facilitating long-term self-care behaviours (Ng et al., 2012). In this study, 

Christopher’s story in particular appears well contextualised here as he indicated that the stark health 

messaging that he received from his doctors when he was newly diagnosed resulted in him becoming 

overwhelmingly concerned to the point of ignoring the stark warnings and disengaging with the health 

service altogether for a while. This was somewhat consistent with Ravi and Arthur, both of whom did 

not find the stark warnings that they got to be at all motivating towards undertaking advised foot self-

care behaviours.  

Reasons for this may be that fear arousal can result in defensive reactions such as risk denial; biased 

information processing and, ultimately, allocating less attention to the health promotion messages 

that are often used as the ‘solution’ to the problem that has been presented to the patient (Van’t Riet 

& Ruiter, 2013). Furthermore, if an individual’s coping appraisal points towards a belief that the 

situation is so alarming and inevitable that no action is realistically available that may avert the posited 

disaster, then in the absence of danger being able to be averted, another way must be found by the 

individual to control the fear emotion that has been provoked – namely, derogating or denying the 

threat message altogether (Ruiter et al., 2014). In the context of ‘threat appraisal’ and ‘coping 

appraisal’ as outlined in the PMT, this may well result in the individual either downplaying the threat 

altogether or failing to believe that they have the capacity to cope (Champion and Skinner, 2008). This, 
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in turn, may negatively impact upon self-efficacy within the coping appraisal element of PMT as well 

as the competence concept within SDT (Ryan et al., 2008).  Coping is considered to be a natural process 

which most people apply to some degrees in their daily lives and involves the timely accumulation of 

resources; continuous appraisal of potential threats; the development and appreciation of strategies 

to overcome the threats; and ongoing evaluation of the effectiveness of these strategies (Aspinwall 

and Taylor, 1997), aligning with the tenets of ‘threat appraisal’ and ‘coping appraisal’ as identified 

within PMT. As previously discussed, an individuals’ threat appraisal appears to be shaped by 

information from the external environment (family; HCPs etc) and past experience with illness. What 

Harvey and Lawson (2009) suggested within their comprehensive literature review on health 

behaviour models, moreover, were that coping behaviours (e.g. self-care; denial etc) are strongly 

influenced by an individuals’ threat appraisal. The suggestion here is that rather than threat appraisal 

and coping appraisal being siloed concepts – they should be best conceptualised as intertwined 

phenomena. In essence, an increase in coping behaviours (i.e. increased self-care) is considered to be 

a pragmatic response to a perceived threat, whilst no such increase in coping behaviours may be due 

to a genuine lack of perceived threat or a denial of that threat which is a more passive and emotional 

form of coping behaviour (Lawson et al., 2005; McCoy and Theeke, 2019).  

Where these responses to the threat appraisal were seen within the accounts of the patients 

interviewed in this study, it may help to explain the subtheme of patient ‘attitudes towards diabetes 

/ health’. These attitudes were characterised, mainly, by those who sought to take a proactive 

approach to living with diabetes and self-care whilst a couple of the interviewed participants seemed 

to demonstrate much greater passivity. Those who demonstrated greater levels of pragmatism 

towards their foot self-care either had personal adverse experiences of their diabetes manifest or they 

witnessed loved ones lose limbs to diabetes (or, sometimes, both). Meanwhile, the most notable 

participant within this study who displayed a lack of concern for his foot health and passivity towards 

foot self-care – Arthur – indicated that there was no notable history of diabetes in his family that he 

was aware of, nor had he experienced what he perceived to be any adverse effects of having diabetes. 

His only understanding that his feet were at all at risk was purely the result of stark health messaging 

that he received from HCPs. Thus, his lived experience was at odds with the messaging that came from 

HCPs and when faced with divergent information inputs relied upon his own experiences as a more 

reliable information source. Such a finding that patient beliefs out-rank HCP advice has been 

repeatedly found in studies exploring patient perspectives on diabetes and self-care (Gale et al., 2008; 

Coffey et al., 2019; Skidmore et al., 2021). 

Thus, when this theme of ‘motivation towards foot self-care behaviours’ is contextualised within the 

literature and theories of health behaviour, it suggests that for individuals with diabetes the 
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perception of being vulnerable to a severe foot health threat needs to be more internally generated 

through personal and vicarious experiences of diabetes to increase the likelihood of more pragmatic 

foot self-care behaviours ensuing. By contrast, the articulation of threat through purely external 

means (i.e., stark health messaging) absent any internally generated sense of vulnerability to severe 

foot health outcomes may be more likely to yield a more passive response that seeks to deny the risk 

altogether. Whilst Coffey et al. (2019) identified some twenty-one studies that have pointed to 

previous personal experiences and witnessing loved ones’ adverse diabetes outcomes as being 

influential at provoking improved self-care behaviours in people with diabetes, they were all studies 

that were exploring the behaviours of high-risk individuals with diabetes who have all experienced 

DFUs. Therefore, this study identifying similar within a group of individuals with diabetes considered 

‘low-risk’ who have not, themselves, developed DFU is distinct from previous findings. Furthermore, 

the nuance of how more internally and/or externally generated concerns shape the threat appraisal 

of low-risk individuals with diabetes regarding potential foot problems also appears to be a novel 

finding of this study.    

 

6.1.3 Enablement of Foot Self-Care Behaviours 

The second theme that emerged from the phase I patient interviews was ‘enablement of foot self-care 

behaviours’ and this was supported by the two sub-themes of ‘being informed’ and ‘being resourced’. 

Individual enablement is both a process and an outcome involving an individual’s ability to pull from 

within themselves the power to influence or control significant events in his/her life (Hudon et al., 

2009). Such enablement arises from having sufficient knowledge, skill and resources to act in a way 

that is beneficial to their well-being and typically results in improved decision making; better handling 

of disease complications and the adoption of healthier behaviours (Wallerstein, 2006). Enablement, is 

closely associated with self-efficacy, which is a core component of ‘coping appraisal’ within PMT, and 

can facilitate feelings of autonomy and competence within health behaviours as outlined within SDT 

(Frost et al., 2015). In turn, these factors are contributors to the tenet of ‘competence’ within the 

COM-B model of health behaviour (Michie et al., 2011). 

The first subtheme to support this theme of enablement – ‘being informed’ – related to the feelings 

that patients had about how informed they believed they are and the importance that they attached 

to being informed. Some patient participants felt well-informed about living with their diabetes whilst 

others felt that less so, but even amongst those feeling generally well-informed there were still 

knowledge gaps that they identified. What was particularly striking within this subtheme was 

recognising the different ways in which patient participants responded to their knowledge gaps. If 
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adequate knowledge is believed to be one important component of effective foot self-care, then it 

would follow that a lack of knowledge can lead to the absence of efficacious foot health behaviour 

(Matricciani and Jones, 2015; Skidmore et al., 2021). A repeated view expressed by patients in the 

phase I interviews (and identified again in the phase III group interviews) was that foot health in 

diabetes was an under-appreciated phenomenon. Patient participants in this study linked this general 

under-appreciation of foot health in diabetes to a perceived lack of education being given consistently 

and proactively. Some went further as they expressed that foot health advice seemed to only be 

provided, reactively, by HCPs following the patient developing a foot problem or presenting a foot-

related a concern to the HCP. Whilst some spoke of useful sessions on foot health within their formal 

patient education sessions, others spoke of quite short, superficial sessions on foot health that left 

them wanting more.  

It was interesting to note from these patient interviews how focused they were on the importance of 

education given that multiple studies over several years have been unable to demonstrate that 

education as a stand-alone intervention has meaningfully reduced the likelihood of DFU development. 

Three recent systematic reviews outline this conclusion (Dorresteijin et al, 2014; van Netten et al, 

2016; Adiewere et al, 2018) but it is worth considering that these were seeking to pool clinical outcome 

data from heterogenous studies of varying quality and seeking to attribute outcomes to a single point 

of intervention. As clinical outcome measures do not necessarily relate to what patients may perceive 

to be important, the present studies’ finding around the perceived value of ‘being informed’ is 

consistent with other studies which have sought out patient perspectives on foot health in diabetes 

as identified by Coffey et al. (2019) in their systematic review of studies in this area. More specifically, 

there was an overwhelming sense from patients interviewed in this study that they had a desire to be 

informed through clear, tangible advice / education with a few in particular citing being able to see 

the “cause and effect” of any advice as important. This finding is consistent with correlational studies 

by Wendling and Beadle (2015) and D’Souza et al. (2017) which sought to understand foot self-care 

behaviours of several hundred people with diabetes in the US. Those studies both identified a closely 

intertwined relationship between self-efficacy and being suitably informed, where the confidence a 

person has in their own ability to perform a task tracked closely with how well they felt they have 

been educated about performing that task. Thus, the perceived value of being suitably informed is 

consistent with the tenet of self-efficacy which is a core feature of ‘coping appraisal’ within PMT. 

Furthermore, this also is well articulated by the ‘Capability’ arm of the COM-B model which cites 

knowledge as an important element of it (Michie et al., 2011).  

Another topic that came through in a couple of the patient interviews in the present study was that 

they felt that foot health was not given the same amount of attention and focus as other aspects of 
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self-care in diabetes and that this was curious to them. They went on to say that they would like foot 

health to be given as much focus as other areas of self-care. This was an interesting finding because it 

has often been inferred that feet are de-prioritised by patients relative to other facets of diabetes self-

management in commentaries that argue for greater levels of focussed education around foot health 

in diabetes (Lamchahab et al., 2011; McInnes et al, 2011; Guell and Unwin, 2015). However, the 

discussions with patients in this study might lead to a different conclusion – namely that patients may 

not be being steered towards foot health by HCPs (as a collective) as they prioritise different facets of 

diabetes care. The discussion in section 6.3 surrounding HCP perspectives explores this idea further, 

but such a conclusion would align with the concept of Opportunity within the COM-B model as 

patients, perhaps through a lack of signposting from HCPs about foot health in diabetes, lack the 

chance to develop their awareness about this important aspect of their health.  

The other subtheme in support of the theme of ‘enablement of foot self-care behaviours’ is that of 

‘being resourced’. Being resourced in the context of the present study’s findings included ‘external 

resources’ (effective relationships with HCPs and availability of technological/specialist equipment) 

and ‘personal resources’ (time management and physical capability). Of the ‘external resources’, the 

most striking was the importance that patient participants placed on developing effective 

relationships with HCPs. The key facets that appear consistently in the literature as being crucial to 

the development of good and effective relationships between patients and HCPs are inter-personal 

trust and shared decision-making (Moffat, 2006; Vranceanu, 2012; Beverley et al., 2016; Nimmon & 

Stenfors-Hayes, 2016; Dickinson, 2017; Riedl & Schüßler, 2017; Ward, 2018). Through HCP-patient 

communication, HCPs may positively or negatively influence patient beliefs which, in turn, may 

positively or negatively impact upon patient outcomes (Darlow et al., 2013). This apparent influence 

was what emerged from the patient interviews in this study. Those who spoke positively of their 

communication experiences with HCPs in the context of their diabetes pointed to helpfulness and 

openness of dialogue which was often very responsive to questions raised by the patients themselves 

as well as a sense that their HCPs seemed to make time for them. By contrast, those who spoke more 

negatively of their communication experiences with HCPs indicated that: a lack of care or 

consideration of the wider issues faced by the patient; limited time being made available; apparent 

assumptions and judgements made by the HCPs about the patient; dismissiveness of the questions 

raised and even issues of honesty were all factors that left them feeling frustrated at their interactions 

with HCPs. These findings are very consistent with the wider literature that surrounds this topic with 

a systematic review on the impacts of patient-doctor communications on health outcomes by Riedl 

and Schüßler, (2017) picking out all of these factors (amongst others) as being frustrations reported 

by patients and are potentially deleterious to their health outcomes. This systematic review pooled a 
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lot of studies with high quality quantitative studies giving them a high degree of confidence on the 

effects measured, although the qualitative studies included were of comparably low quality and the 

results need to be viewed in that context. 

Good physician-patient communication has the potential to help regulate patients’ emotions, 

facilitate comprehension of medical information and allow patients to better identify their needs and 

expectations (Ha et al., 2010). Trust is considered to be particularly important in the context of 

communication around self-care practices with patients more likely to undertake the advice of 

clinicians they trust than ones they do not (Beverley et al., 2016; Dang et al., 2017; Dickinson, 2017). 

Beverley et al., (2016) in their literature review of patient-physician communication in diabetes 

pointed to the way in which patients are treated during appointments as well as how much time is 

afforded to the concerns raised by patients as hugely influential towards whether or not the patient 

develops feelings of trust towards their HCPs. Time constraints were also a subject that came up in 

the HCP interviews as an identified barrier to effective patient care and this will be further discussed 

within section 6.2. Dang et al. (2017) conducted a longitudinal, qualitative study looking at how trust 

and rapport was built between patients and doctors in the context of people newly diagnosed with 

HIV. Their findings were that trust is built between patients and HCPs through open and thoughtful 

conversations; high levels of empathy; demonstration to patients that they have autonomy over their 

health decisions and the continuity of care being provided by that clinician. Whilst this was in the 

specific context of an emotive diagnosis of a highly stigmatised disease like HIV, these findings are 

consistent with the recommendations by the aforementioned literature review by Beverley et al. 

(2016) in the context of diabetes. The findings from the patients interviewed within phase I of the 

present study around their desire for the development of good relationships with HCPs provides 

further evidence for the perceived importance of building trust between patients and HCPs. This 

presents an argument for the need for a renewed focus on patient-centred care to help forge effective 

therapeutic alliances between patients and HCPs predicated on trust.  

From a theoretical point of view, this can be traced into SDT in the context of relatedness and 

autonomy – two of the three basic psychological needs of individuals – as trust between patients and 

HCPs is fundamental to them feeling connected to their HCPs as they are more likely to feel respected, 

understood and well cared for (Ryan et al., 2008; Ng et al., 2012). The other example of ‘external 

resources’ that patients in the present study referred to was that of access to technological/specialist 

equipment. Patients often spoke about how valuable they found the use of certain drug therapies and 

blood glucose monitoring kits to be with some suggesting that they are the single most important tool 

in living with diabetes. The importance of such tools to help with diabetes self-care is arguably self-

evident but, nonetheless, a study by Mogre et al. (2019) looking to gain insights from patients with 
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diabetes in Ghana highlighted just how important this was to patients in areas where such access to 

medicines and tools were severely limited.  

‘Personal resources’ in the present study were identified as time management and physical capability. 

Several studies have sought to understand barriers to good foot self-care practices in diabetes and 

this often results in a fixation on patient education at the expense of understanding the challenges 

that individuals with diabetes face at enacting the advice they are given (Paton et al., 2021). Russel et 

al. (2005) developed an expert physician panel to look at diabetes self-care through the lens of time 

management and found that in the experiences of these physicians of working with thousands of 

patients with diabetes, optimal self-care behaviours in diabetes should consume around 2 hours per 

day for the average person with diabetes, but that most people dedicated just 48 minutes to these 

activities. The point raised by some of the patients interviewed in phase I of the present study was 

precisely that whilst they understood the importance of good foot self-care behaviours, one big hurdle 

was finding time to do them. It was also noted by patients that where people had co-morbidities and 

other competing health problems (including the physical inability to get down to interact with their 

feet), they were less likely to undertake regular foot self-care. This speaks to the possible issue of 

prioritisation of self-care practices when time resources are in short supply and the physical difficulty 

of performing these tasks even if time management is not a problem. Furthermore, if (as the earlier 

suggestion that came from this study) patients are not being steered towards foot self-care as much 

as other aspects of self-care in diabetes, then there may be more than one dynamic at play that may 

account for foot self-care practices being a victim of time management challenges. The consideration 

that time is a finite resource that may impede optimal self-care practices in diabetes was discussed by 

van Netten et al. (2020) in a consensus statement where it was suggested that personalised medicine 

approaches in diabetes could provide patients with streamlined self-care advice. It was argued that 

this should help to reduce the burden on the patient by removing the advice around more superfluous 

self-care activities and, thus, allow the patient more time to focus on the most pertinent activities for 

that individual (van Netten et al, 2020). These ‘personal resources’ ultimately comprise the individuals’ 

capability to undertake certain self-care behaviours and well-contextualised by the Capability element 

of the COM-B model.   

 

6.1.4 Summary of Patient Perspectives 

The overall findings from the patient interviews in this study showed that patients need to be suitably 

motivated and enabled to undertake good foot self-care practices. As discussed above, these findings 

are compatible with the Capability, Opportunity and Motivation arms of the COM-B model as well as 
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having specific consistencies with the PMT and SDT. Where this aspect of the study provides some 

new and additional insight is in two ways. Firstly, these findings suggest that perceived vulnerability 

to- and severity of- adverse foot health outcomes in diabetes is more likely to be developed to the 

point of self-care behaviours being enacted if they have internal generation. The inference here is that 

the use of stark health messaging by HCPs absent personal or vicarious experiences of the individual 

consistent with that messaging does not appear to be an effective at prompting patients to engage 

with foot self-care behaviours. Secondly, where previous indications have been that patients’ de-

prioritise foot health relative to other aspects of their health in diabetes – just as much of a factor may 

be that patients are not routinely steered towards foot health discussions by HCPs as they may be to 

other aspects of self-care. A table outlining the key findings from this phase of the study and how this 

maps into the COM-B framework is presented below in Table 10. 

 

Area within COM-B Finding 

Motivation 

Motivation towards foot self-care behaviours 

- Concerns over consequences 

-  Personal Experience of Diabetes 

-  Vicarious Experiences 

-  Stark Health Messaging 

- Attitudes towards diabetes/health  

 

Opportunity 

 

Enablement of foot self-care behaviours 

- Being Informed 

-  Desire for more targeted patient education around foot 

 health 

- Being Resourced 

-  Desire for Effective relationships with HCPs (External 

 Resource) 

 

Capability 

 

Enablement of foot self-care behaviours 

- Being Informed 

-  Feeling suitably informed 

- Being resourced 

-  Time Management (personal resource) 

-  Physical Capability (personal resource) 

Table 10 – Phase I findings mapped into COM-B Framework 
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6.2 HCP Perspectives (Phase II) 

The findings from the HCP perspectives presented in Chapter 5 were clustered into two main themes: 

HCP beliefs about patient self-care behaviours and perceived barriers to effective care. The theme of 

HCP beliefs about patient self-care behaviours provided an insight into how HCPs perceive patients 

and their behaviours whilst the theme of perceived barriers to effective care was more reflective 

where HCPs turned their attentions towards aspects of practice that they feel have not been delivered 

to patients so effectively. These themes will be discussed in the context of the existent literature.  

 

6.2.1 HCP beliefs about patient self-care behaviours 

This theme was supported by the subthemes of perceived predictors for self-care and cognisance of 

patient circumstances affecting self-care. As such, these subthemes provided a broad insight from 

HCPs around what they feel helped them identify patients more likely to undertake good self-care 

practices as well as what they understood to be factors that affected patients’ self-care behaviours.  

There were several things that the HCPs identified from their own experiences as being predictors for 

self-care in diabetes. The most consistently cited predictor from the HCPs was patient fear of the 

consequences of diabetes complications in which they expressed that if a patient was particularly 

concerned about poor health outcomes, they would typically engage more with self-care behaviours. 

This was discussed in the context of general diabetes self-care and foot self-care more specifically.  

This was consistent with the phase I patient perspectives around ways in which concerns over 

consequences may contribute to motivation towards foot self-care behaviours (as detailed in section 

6.1.2). This perspective of HCPs also aligns with the existent literature in which it has been identified 

that patients who are frightened by the development of symptoms, premature death, amputation and 

other adverse events become more serious about specifics of treatment adherence, including the 

heeding of self-care advice (Gazmararian et al., 2009; George and Thomas, 2010; Hörnsten et al., 2011; 

Rise et al., 2013). Some of the HCPs interviewed – most notably Mary (Podiatrist) – when speaking 

around predictors for foot self-care in diabetes linked a lack of foot self-care behaviours with a lack of 

motivation. Such lack of motivation was perceived to be due to ignorance around the risks to foot 

health. As such, Mary’s response to that was to make clear and reinforce the risks to foot health in 

diabetes to patients deemed not to be taking their foot self-care seriously enough. Brudnisini et al. 

(2015), in their qualitative meta-synthesis on patient and HCP differing perspectives on medication 

nonadherence in type 2 diabetes, noted that HCPs frequently link poor advice/treatment adherence 

of patients with a lack of motivation and, in so doing, focus their communication around ways to 
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improve motivation without having actually explored this assumption with patients. Thus, given that 

fear appears associated with motivation, if HCPs perceive – rightly or wrongly – that their “non-

adherent” patient simply lacks motivation, then it seems feasible that they would seek to use stark 

health messaging as a means to increase patient motivation. This may go some way to explaining the 

proclivity that some HCPs have towards stark health messaging even if the effectiveness of this 

strategy is not so evident (as the patient perspectives discussed in section 6.1.2 outlined).  

The HCPs also demonstrated cognisance of patient circumstances affecting self-care with coping 

strategies and physical challenges (including presence of co-morbidities) as the most consistently cited 

factors that may contribute to why some patients with diabetes struggle to undertake and sustain 

good foot self-care behaviours. The coping strategies articulated by a couple of the HCPs related to 

patients who they believed were either too worried by all the information given to them or were 

struggling to fully understand why certain behaviours are expected of them. In instances where 

patients were too worried by the information they received; it was suggested that this led to them 

being too overwhelmed to actually take appropriate self-care behaviours. This suggestion is consistent 

with the ‘threat denial’ tactic employed by individuals overwhelmed or worried by their health 

problem as outlined by Ruiter et al. (2014) in the literature review on fear appeal. So much so, that 

several studies have found that many patients prefer HCPs to emphasise the potential benefits of 

adhering to particular treatment or advice rather than presenting the risks of non-adherence (Morris 

et al., 2005; Nagelkerk et al., 2006; Hörnsten et al., 2011; Hinder and Greenhalgh, 2012). This was also 

identified by many of the patients interviewed in phase I of the present study where they indicated 

that they benefitted most from positive reinforcement of their behaviours rather than dire warnings 

about what would happen if they did not follow the advice. This was evident in the testimonies of 

those who felt that the benefit of self-care behaviours was motivating to keep going with them. Also, 

this was expressed by Arthur – the most sceptical of the patient participants about the benefit of self-

care – who strongly expressed a need to understand how he would benefit from any given behaviour 

before he would consider doing it. This may be understood within the framework of SDT as it is 

arguable that positive reinforcement of behaviours breeds a feeling of competence, whilst outlining 

possible gains rather than losses of following any advice may foster a sense of identified or integrated 

regulation which is more towards the autonomous end of the motivational spectrum (Ryan and Deci, 

2017). This relates to a broad point that health communications can be framed in terms of the benefits 

of engaging in a particular behaviour (gain-framed) or the costs of failing to engage in the behaviour 

(loss-framed) (Sherman et al., 2006; Beeney and Fynes-Clinton, 2019). In some individuals, the former 

approach may result in more favourable reactions to messaging that seeks to focus on what the 

individual could achieve by engaging with the requisite behaviour and shared goal-setting. Conversely, 
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in other individuals, the latter approach of outlining the potential dire consequences that may be 

avoided through particular behaviours may be more motivating (Sherman et al., 2006).  

However, even if a desire for gain-framing messaging is motivational in nature, if trying to better 

understand the benefits of following particular advice is expressed by patients in the form of 

questions, it is feasible that HCPs interpret that as patients not really understanding the behaviours 

that are required of them – as suggested by some HCPs interviewed in the present study. Such an 

interpretation could, therefore, inappropriately lead HCPs to believe that patients are lacking in 

knowledge rather than more simply requiring information presented in a way that demonstrates what 

they have to gain. This may provide one plausible rationale to explain why Brundisini et al. (2015) 

found that HCPs typically identify poor patient knowledge levels as one of the primary reasons as to 

why treatment adherence may be poor whereas patients more commonly cite unmet needs from their 

communication with HCPs. How these HCP perspectives on patient knowledge may contribute to 

understanding of patient foot self-care behaviours is further explored in section 6.2.2.  

Physical challenges were also cited by the HCPs as being another reason why some patients may be 

unable to undertake the foot self-care practices that they are advised to. This links to the ‘physical 

capability’ section discussed within the patient theme of ‘enablement of foot self-care behaviours’ in 

section 6.1.3. Erica and Harriet, in the phase I patient interviews, raised the point that their co-existing 

health problems have had a hindering effect on their ability to undertake foot self-care behaviours in 

diabetes. This is further supported by one of the strong findings from the Burdisini et al. (2015) meta-

synthesis that co-morbid conditions can often lead to stress and complicate self-management 

practices.  

The main insight that this theme from the HCP perspectives provided was that it helped to provide 

additional understanding of the dynamics around patient motivation and enablement towards foot 

self-care behaviours. In particular, it added nuance around why a fear appeal communication strategy 

may be favoured by HCPs in the context of foot self-care in diabetes even though it may not be 

effective in isolation at motivating patients to engage more with foot self-care behaviours. Away from 

motivation, HCPs also identified where capability to undertake desired foot self-care behaviours may 

be impeded. These findings help to shape a deeper understanding of the many dynamics of foot self-

care in diabetes. This provides a useful backdrop from which HCP perspectives on perceived barriers 

to effective care can be discussed. 
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6.2.2 Perceived barriers to effective care  

This theme was supported by the subthemes of patient attitudes; lack of effective, consistent patient 

education; service limitations and insecurity around own foot health knowledge. The HCPs 

perspectives on patient attitudes as possible barriers towards effective care most interestingly 

manifested around an apparent disagreement over whose responsibility foot health is. In one sense, 

some HCPs indicated that they felt that many patients were not taking enough responsibility for their 

foot self-care and, ultimately, deferred this responsibility onto HCPs. However, this was juxtaposed 

with other HCPs who spoke of being frustrated that some patients did not seek out professional care 

for their feet soon enough. Coffey et al. (2019) in their systematic review of patient perceptions and 

experiences of diabetic foot care identified six separate studies in which patients had expressed that 

there was confusion over the division of responsibility for different aspects of care and that this was 

largely the result of mixed messaging between different HCPs. Given the consistency of this finding 

within the wider literature, it can be inferred that disagreement on this matter by HCPs may plausibly 

lead to mixed messaging on their part which may create uncertainty for patients regarding the division 

of responsibility for aspects of their foot care. What Coffey et al. (2019) also noted was that this area 

of confusion contributed to patients feeling a degree of mistrust and questioning the knowledge and 

expertise of HCPs. This, too, shows strong alignment with this study as questions over knowledge and 

trust of HCPs were raised in particular by George and Arthur in response to what they perceived to be 

unhelpful or confused communication with their HCPs.  

The way in which HCPs in the present study seemed to respond to these challenges of patient attitudes 

was with a re-focusing on the delivery of information and patient education. This fed into the next 

subtheme of lack of effective, consistent patient education as being a barrier to effective care. Paton 

et al. (2021) in their scoping review of approaches to behaviour change in diabetes identified that 

HCPs appear to often fixate upon patient education as a means to correct any problems associated 

with patient non-compliance to treatment regimens – including self-care. Moreover, HCPs frequently 

cite a lack of good quality patient education as being provided to patients and identify this as a key 

area for improvement (Holt et al., 2013). Whilst this may reflect the reality of sub-optimal patient 

education provision in some instances, in others this may be a simplistic misinterpretation of the 

patient dynamics. In section 6.2.1, it was discussed that HCPs may misinterpret matters of patient 

motivation with those of knowledge and this may lead to an inappropriate fixation on information 

provision. Brundisini et al. (2015) identified that such presumption about patient knowledge levels as 

a reason for non-adherence to treatment regimens by HCPs may be misplaced and potentially result 

in the HCPs missing or ignoring other causative factors. Such misjudgements may not only yield 
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potentially ineffective communication with patients, it could also have a serious impact on patient 

trust in their HCP as pointed out by Beverley et al. (2016) in their literature review of patient-HCP 

communication in diabetes. Indeed, Felicity and George (phase I) both expressed frustration at having 

their knowledge levels about diabetes misjudged by their HCPs. Thus, whilst patient knowledge levels 

are an oft-cited reason offered to explain why patients may not undertake requisite self-care 

behaviours, it may be that a focus to address patient knowledge levels is misplaced in some patient 

contexts. 

Service limitations was another subtheme that emerged in the HCP interviews. The service limitations 

that the HCPs pointed to as being frustrating hurdles to the delivery of effective patient care included: 

time constraints; variability of HCP personnel; communication between HCPs and timely access to 

specialists. Time constraints are an often-cited frustration for patients and HCPs alike (Brundisini et 

al., 2015; Coffey et al., 2019 & Skidmore et al., 2021). Beverley et al., (2016) pointed to how much 

time is afforded to the concerns raised by patients as hugely influential towards whether or not the 

patient develops feelings of trust and satisfaction towards their HCPs. Similarly, Riedl & Schüßler 

(2017) in their systematic review of patient-physician communication and its impact upon health 

outcomes indicated that the perception of physicians spending more time with patients in the 

consultations was associated with greater feelings of contentment with the service that they receive 

from consultations. Furthermore, the HCPs in the present study directly cited a lack of appointment 

time as a major barrier to their ability to talk with patients around aspects of self-care. This is a 

situation which has arguably worsened during the COVID-19 pandemic as people have found it harder 

to access health services. Indeed, Boulton (2021) outlined that people with severe foot problems in 

diabetes have had less time afforded with relevant HCPs than was the case pre-pandemic. This point 

was expressed very directly by Sarah in the patient group interviews who voiced her frustration at not 

getting the help she needs with her diabetes from her doctor since the pandemic started. 

Variability of HCP personnel closely aligned with communication between HCPs as frustrations that the 

HCPs interviewed had regarding the health service. They argued that these particular issues, 

ultimately, impacted negatively upon the package of care that patients received. Conflicting messages 

and discrepancies in care levels were the main examples cited. Coffey et al. (2019) reviewed ten 

studies that found that inconsistencies in foot care services were reported by patients and HCPs alike 

and that this was a direct result of: a lack of continuity in staff; poor co-ordination in services; and 

confusion over the division of responsibilities for different aspects of care. This provides further 

suggestion that the earlier point about patient and HCP disagreement over whose responsibility foot 

health is may well be the result of mixed messaging on the part of HCPs. The consequences of such 
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inconsistencies have been reported to reduce patient confidence in the quality of care that they may 

receive and result in delayed referral for appropriate services – sometimes with disastrous 

consequences (Nancarrow and Devlin, 2003; Coffey et al., 2019). This point about delayed referral 

was, in fact, picked up by the HCPs in the present study who included timely access to specialists as 

one of their major service limitations. This finding was not surprising given that an audit on patient 

foot outcomes at a regional hospital by Robbie et al. (2020) identified that urgent access to specialist 

clinics for all DFU developments was of paramount importance in accordance with NICE [NG19] (2019) 

but that the national policy targets were increasingly not being met (National Diabetes Footcare Audit, 

2019). This was considered to be a factor of increasing demand and delayed presentation / referral 

from non-specialist services and this trend has broadly worsened through the impacts of delayed 

healthcare access and provision owing to the COVID-19 pandemic (Jaly et al., 2020; Boulton, 2021). A 

lack of timely access to Podiatry services was also expressed by the patient participants interviewed 

in phase I of the present study as something that they were frustrated about. One of the problems 

that this presents is that patients may not be getting timely, expert foot-specific advice either as non-

foot specialist HCPs may not be steering patients towards foot health discussions – as discussed in 

section 6.1. This point leads into the final subtheme from the HCP interviews. 

This final subtheme is that of insecurity around own foot health knowledge. This is a finding that does 

not appear widely in the existent literature and from the present study is specifically attributable to 

non-foot specialist HCPs that were interviewed. These diabetes-specialist nurses and GPs clearly made 

the point that one of the reasons that they did not speak to patients as frequently as they felt they 

perhaps should about foot health was because they believed that their foot health knowledge was not 

strong enough. These HCPs indicated that this resulted in them seeking to signpost patients towards 

Podiatrists for foot specific advice and guidance but finding that getting patient access to Podiatrists 

– as just discussed – was not always easy or possible. Connecting back to a point made in the discussion 

in section 6.1, this may also provide a reason as to why patients may not be routinely steered towards 

foot health discussions by their HCPs. The closest source of evidence found to corroborate the finding 

that non-foot-specialist HCPs feel insecure in their foot health knowledge was in a small study by 

McInnes (2010) that explored diabetes-related foot care knowledge of Podiatrist and non-Podiatrist 

HCPs. He found that not only was there no consensus between these groups, but that the non-

Podiatrist group of HCPs had more incorrect beliefs and understandings about foot health in diabetes. 

Furthermore, the systematic review by Coffey et al. (2019) found that people with diabetes often 

preferred getting foot health advice from Podiatrists as opposed to GPs and nurses where they could,  

as they perceived the foot-related knowledge of Podiatrists to be superior to the latter groups. Studies 

by Clark and Hampson (2003) and Beverley et al. (2011) found that where HCPs feel inadequately 
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trained in any particular aspect of their care foot diabetes patients, their perceived lack of expertise 

may contribute to them feeling overwhelmed and frustrated within the patient-HCP relationship and 

may hinder good and effective self-care communication. Equally, if a patient perceived a lack of HCP 

knowledge in a particular aspect of their care, this may have serious consequences on feelings of trust 

and competence that the patient places in the HCP more broadly (Ward, 2018). These findings were 

supported in a systematic review of patient and HCP perspectives of diabetes management by 

Sibounheuang et al. (2020) who found that HCPs and patients, alike, felt that HCPs needed more 

continuing professional education in order to update their knowledge on good diabetes care and that 

inadequate HCP skill and knowledge is the largest barrier to helping patients manage their diabetes.  

 

6.2.3 Summary of HCP perspectives  

The findings from the HCP perspectives add further insight to the complexity that surrounds foot 

health and foot self-care in diabetes. Service limitations of HCP variability and poor communication 

between HCPs appear to contribute to possible disagreements between patients and HCPs over 

responsibilities for patient foot health. Additionally, within the somewhat limited consultation time 

that patients do get with HCPs, if those HCPs are not foot-specialist then there may be little time 

afforded to foot health conversation with patients – not necessarily due to more pressing matters but 

quite possibly because non-foot specialist HCPs expressed a distinct lack of confidence in their own 

foot health knowledge. Whilst this perceived lack of foot care knowledge did seem to prompt such 

HCPs to signpost or refer patients to Podiatry services when appropriate, difficulty in accessing these 

services may ultimately result in too few patients getting timely expert advice or guidance that they 

may need. In instances where patients do get access to the relevant expertise, additional barriers may 

still contribute to sub-optimal information exchange between patients and HCPs. This may include 

attempts by HCPs to fill perceived knowledge gaps in patients by providing more patient education. 

Such education may often be provided in the form of stark health messaging – particularly if there is 

also the perception that the patient lacks sufficient motivation to follow the advice that the HCP is 

providing. Whilst this may be an appropriate messaging strategy in some patient contexts, in others 

this may be a misjudgement. Such misjudgements around patient motivation and/or knowledge can 

result in ineffective communication between patients and HCPs and, ultimately, an erosion of trust. 

This, plausibly, may have a negative effect on patients being suitably minded to undertake and sustain 

good foot self-care behaviours. The complexity and nuance of these factors discussed here appears to 

be a novel contribution of this study to the literature.  
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A table outlining the key findings from this phase of the study and how HCP perspectives on foot self-

care in diabetes maps into the COM-B framework is presented below in Table 11. 

 

Area within COM-B Finding 

 

Motivation 

 

 

HCP beliefs about patient self-care behaviours 

- Perceived predictors for self-care 

-   Patient fear of diabetes consequences 

 

Perceived barriers to effective care 

- Patient attitudes 

 

Opportunity 

 

 

Perceived barriers to effective care 

- Lack of effective, consistent patient education 

- Service Limitations 

- HCP insecurity around foot health knowledge (meaning patients 

are not routinely steered towards foot health conversations) 

 

Capability 

 

 

HCP beliefs about patient self-care behaviours 

- Cognisance of patient circumstances affecting self-care 

-  Coping Strategies 

-  Physical Challenges 

Table 11 – Phase II findings mapped into COM-B Framework 

 

6.3 Areas of Consensus and Tension between Patient and HCP perspectives 

 

One of the objectives of this study was to explore whether any areas of consensus and/or tension in 

perspectives of patients and healthcare-professionals contribute to any perceived barriers and/or 

facilitators to foot self-care behaviours in diabetes. The diagram outlining the areas of consensus and 

tension and how they operate to influence potential barriers and facilitators towards foot self-care 

behaviours in diabetes is presented in Figure 8 (Chapter 5). It is important to point out that the areas 

of consensus and tension in perspectives will have been influenced by the specific nature of this study 

and when and how information was presented to the participants at different stages. However, the 
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structure of the interviews and conversations throughout did allow for participants to articulate their 

own thoughts and feelings about the subject before others’ perspectives were shared. This did allow 

certain topics to arise organically whilst also facilitating an exploration of how others’ perspectives 

may have influenced individual participants’ perspectives.  

 

6.3.1 Consensus 

The areas of consensus between patient and HCP perspectives included: concerns over consequences; 

importance of patient education; importance of effective patient-HCP communication and health 

service frustrations. Within sections 6.1 and 6.2 these subthemes and patient-HCP alignment on them 

have been discussed within the context of the wider literature. Therefore, the purpose of this section 

is to consider how these areas of consensus may contribute to any barriers and/or facilitators towards 

foot self-care behaviours in diabetes.  

Alignment in perspectives between patients and HCPs may increase productivity of the interactions 

between them in consultations which may lead to increased quality of care and patient outcomes 

(Noël et al., 2014). It would seem intuitive, also, that shared perspectives would foster greater 

understanding and shared-goal setting which is crucial to the establishment of an effective therapeutic 

alliance between patients and HCPs (Dang et al., 2017; Neuner-Jehle et al., 2017; Ward, 2018). Given 

the areas of consensus highlighted in this study, using shared perspectives to facilitate more effective 

communication between patients and HCPs could increase quality of patient care and help patients 

become suitably motivated to undertake and sustain good foot self-care behaviours. For instance, HCP 

communication could demonstrate an understanding of the concerns that patients may have; provide 

a means of explaining how their advice may help prevent those concerns from becoming a reality; 

provide choices and options to patients; encouraging patients to identify self-concordant goals; show 

empathy and cognisance of the experiences and challenges faced by the patient in incorporating 

advice into undertaken behaviours and do so in a way that seeks to avoid making assumptions and 

judgements about patients (White et al., 2015: Beverley et al., 2016; Coffey et al., 2019; Gillison et al., 

2019). Such approaches could feasibly improve the sense of ‘response efficacy’ and ‘self-efficacy’ 

outlined in the PMT. It could also fit within the Capability, Opportunity and Motivation arms of the 

COM-B model through providing the patient with the requisite knowledge, support and resource, 

respectively. Furthermore, the mutual recognition of areas of frustration with the service (such as 

time constraints and limited access to specialist services) in addition to the aforementioned examples, 

may help patients and HCPs to build trust and work together to try and find solutions (Beverley et al., 

2016). This, collectively, would also help to facilitate feelings of relatedness, competence and 
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autonomy which are the key psychological needs to enable individuals to undertake particular 

behaviours as outlined within SDT (Ryan and Deci, 2017; Gillison et al., 2019). 

One of the striking things that emerged in the interviews with HCPs in this study was that following 

the presentation of the patient perspectives to the HCPs, several of the non-foot specialist HCPs 

reflected upon their own practice in this area and concluded that they would seek to more consistently 

talk to patients about their foot health. Others, meanwhile, reflected that the flexibility of their 

approach to patient care and recognising that ‘one size does not fit all’ is an important step when 

seeking to improve their care going forward. If this reflection does lead to these individual HCPs 

changing their practice as indicated, then this may well be the most direct way that an area of 

consensus in patient and HCP perspectives from this study may help these HCPs to facilitate good foot 

self-care behaviours amongst their patients with diabetes. 

 

6.3.2 Tension 

The areas of tension in this study included: patient attitudes towards diabetes / self-care; initial point 

of contact regarding foot problem; questions over HCP knowledge and the value of stark health 

messaging. Ha et al. (2010) in their review of doctor-patient communication pointed out that 

divergent beliefs between patients and HCPs can affect care through competing therapies; fear of the 

health care system and/or distrust of the medical professionals and/or their prescribed therapies. The 

suggestion is that differences in beliefs may negatively affect treatment decisions and, ultimately, 

patient outcomes. Accordingly, where perspectives do not align between patients and HCPs, it can 

create tension.  

 

Patient attitudes towards diabetes / self-care emerged from this study as a potential source of 

tension most specifically where some patients intimated that they became frustrated and upset where 

assumptions and judgements were made about them by HCPs that they felt were inaccurate. In 

section 6.2 this was discussed in the context of HCP judgements around motivation and knowledge 

and the ways in which these might feasibly be misjudgements at times. HCP approaches to patient 

communication that confer a sense of judgement can be very detrimental to the development of trust 

between HCPs and patients early on in their relationship and that this has been shown to impact 

patient health behaviours (Dang et al, 2017). Thus, whilst patient attitudes which may be impeding 

effective care to take place are important for the HCP to recognise, if these judgements are identified 

by the patient – and especially if they are a misjudgement – this may harm the trust they have for the 

HCP. In the context of SDT, any breakdown in trust could then pose a very real threat to a patients’ 
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sense of relatedness and autonomy and, thus, their basic psychological needs to help initiate and 

sustain certain behaviours are negatively impacted (Ng et al., 2012; Ryan and Deci, 2017). 

 

The next area of tension provides a more directly practical hurdle to effective foot care services being 

provided – a broad discrepancy between patient and HCP perspectives on who the initial point of 

contact regarding a foot problem should be. Over half of the patients indicated that they would seek 

out a GP if they developed a foot problem, but all the HCPs indicated that they would expect a 

Podiatrist to be the first HCP patients would seek out if they developed a foot problem. It should be 

noted, however, that with non-specialist HCPs being aware that they were being interviewed by a 

Podiatrist in this study, their responses to that topic may have been influenced by that fact and may 

not, necessarily, be a true reflection of their view. The patients interviewed in phases I and III, 

respectively, did indicate some divergence in who they felt they would take a foot problem to in the 

first instance. Those who appeared to be more proactive in getting themselves the care they knew 

they needed set about organising their own referrals to Podiatry by either pushing for them with their 

GP or seeking them out privately. The rest, however, indicated that if they had a foot problem the GP 

would be who they would seek to contact initially. Despite all indicating that they believed that 

Podiatrists would be their ultimate destination for many foot problems, only a few considered seeking 

one out directly. This may be a product of the way NHS care and access is structured in the UK but 

may also be a wider reflection of how patients have hitherto viewed HCP hierarchies with medical 

doctors as the default HCP to take health concerns to (Galliford et al., 2010). Multidisciplinary care is 

a long-standing cornerstone of optimal foot health management in diabetes (Van Netten et al. 2020) 

and in the UK, emergent or suspected ulceration of the foot in diabetes is to be sent to the 

multidisciplinary team within 24 hours (NICE, 2019). However, the standard structure of care within 

the NHS means that patients typically require referral into those specialist services from a service 

gatekeeper – this is often their GP. Given the previously identified and discussed issues arising from 

this study around non-foot specialist HCPs indicating a perceived lack of knowledge on foot health 

problems, this appears to highlight a potentially worrying scenario of patients with foot problems 

presenting to HCPs who may not be best placed to help them. This specific dynamic has not been 

clearly articulated previously in the literature and, thus, may be another area where this study has 

been able to provide a contribution to knowledge in this field. 

Furthermore, as timely referral to specialists has been identified by patient and HCPs-alike interviewed 

in this study as often difficult to come by, even if the patients were to be referred by their GP for 

Podiatry services, this may result in the patient being unnecessarily delayed in seeing a Podiatrist for 
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a foot problem. Patients with worrying foot problems in diabetes not getting access to specialist 

services quickly enough is a situation that has worsened, generally, in the UK during the COVID-19 

pandemic (Boulton, 2021). However, Tay et al. (2021) and Stanley and Rawlinson (2021) identified 

how their local foot protection team hubs at two different NHS trusts in the UK adapted during the 

pandemic to try and meet the needs of their local populations with diabetes. Despite challenges to 

the services, improvised ways of working through remote consultations, further integrated multi-

disciplinary services and upskilling allowed them to rapidly triage more patients with acute diabetic 

foot problems and get them in front of the multi-disciplinary team more efficiently (Stanley and 

Rawlinson, 2021; Tay et al., 2021). Preliminary reports from these pilot schemes appear to show a 

reduced incidence of amputations in these trusts though longer-term data is still awaited. Thus, the 

additional insight that this area of tension has provided from the present study contributes further 

understanding that may be useful in the designing of diabetic foot services in the future. 

 

The next area of tension – questions over HCP knowledge – has two separate dynamics that may be 

at play. The first is a situation in which the HCP feels unknowledgeable in a particular area (i.e. non-

foot specialist HCPs feeling that their knowledge of foot problems is poor). The second is where a 

patient feels that the HCP that they are seeing is not particularly knowledgeable about the subject, 

though this is a perception that may be unrecognised by the HCP in question. Both of these dynamics 

appeared to emerge from the patient and HCP interviews, respectively, and both have a likelihood of 

having a deleterious effect on patient-HCP communication and engagement. Dang et al. (2017), in 

their longitudinal qualitative study on the development of patient-physician relationships, made the 

point that patients generally assume that HCPs are knowledgeable about matters for which they have 

sought out their care and can become disillusioned if this perception is broken. Moreover, they also 

identify that if patients’ feel as though the HCP is not being fully honest or truthful (i.e. not explaining 

to the patient the knowns from the unknowns), then this can create a serious breakdown in trust. 

These findings were also echoed in the patients interviewed by Skidmore et al. (2021); from the 

systematic review of patient experiences in diabetes by Coffey et al. (2019); and from the qualitative 

meta-synthesis of patient and health provider perspectives on treatment adherence in type 2 diabetes 

by Brundisini et al. (2015). Any loss of trust in HCPs by patients threatens their psychological need of 

relatedness (as outlined in SDT) (Ryan and Deci, 2017), and may deprive them of important elements 

of Capability and Opportunity (as presented within the COM-B model) (Michie et al., 2011). This would 

imply that the resultant effects on patient motivation to undertake and sustain optimal foot self-care 

behaviours is harmed.  
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The final area of tension that emerged between the patient and HCP perspectives was that of the 

value of stark health messaging. The nuanced debate around the efficacy and possible harmful 

consequences of using stark health messaging was discussed within sections 6.1.2 and 6.2.2, 

respectively. Where any tension between patients and HCPs may manifest in this context, however, 

is within a possible disconnect between the expected effect of more stark health messaging and the 

actual effect. Appreciating the unintended consequences of ‘fear appeal’ (Ruiter et al., 2014) as well 

as understanding that potentiation of behaviours may require the messaging to be consistent with the 

patients’ lived experience would be one way that HCPs could seek to resolve this tension towards a 

more efficacious approach to communicating the value of self-care practices to patients. Brundisini et 

al. (2015), for example, found that patients typically valued information that was presented in a way 

that was empowering rather than alarming as a way of motivating them to adhere to treatment 

advice. This would align with concepts of self-efficacy and competence that PMT, SDT and the COM-B 

model, respectively, all incorporate within their constructs of understanding individuals’ behaviour. 

Indeed, focusing advice to address such a psychological need would fit within the Capability, 

Opportunity and Motivation arms of the COM-B model with these specifically addressing ‘education’ 

and ‘enablement’ intervention functions of the BCW (Michie et al., 2011).    

 

However, an alternative perspective was raised by a couple of the patients who indicated that they 

perceive a lack of a stark warning to be an attempt on the part of the HCP to withhold information. 

Feelings of mistrust towards HCPs by patients caused by a perceived ‘withholding of information’ has 

been identified by Brundisini et al. (2015); Beverley et al., (2016) and Coffey et al. (2019) within their 

reviews. Thus, a tension here is that there is no clear universal approach to patient communication 

about risk and that misjudging the approach may impact upon patient trust and relatedness and this 

can impact upon both motivation and enablement to the undertaking of good foot self-care 

behaviours. This ultimately highlights that HCPs have a difficult task in trying to strike a balance 

between avoiding unnecessary catastrophising of patient situations and inducing fear in them (Darlow 

et al., 2013; Ruiter et al., 2014) whilst also not seeming to withhold information from patients and 

invite distrust (Ha et al., 2010; Brundisini et al., 2015; Beverley et al., 2016; Coffey et al. 2019). This 

nuance is the final area of insight in the context foot health communication in diabetes that does not 

appear widely in the literature and, thus, is considered to be a novel finding of this study.  
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6.4 Summary of Findings 

 

This chapter has discussed the findings from this study in relation to the relevant literature. There 

were three different parts to this discussion. The first part centred on patient perspectives which 

showed that patients need to be suitably motivated and enabled to undertake good foot self-care 

practices and that this motivation needs to be internally generated if it is to result in the development 

of foot self-care behaviours. The second part of the discussion related to the perspectives of HCPs on 

foot self-practices and this focused on what HCPs perceive to be predictors for self-care and a 

cognisance of patient circumstances affecting self-care. What emerged from this part of the 

discussion was some understanding of why HCPs may have a proclivity towards delivering stark health 

messaging to patients even where there is some recognition that this is not a consistently effective 

approach at motivating patients to undertake foot self-care behaviours. It was also identified in this 

section that non-foot-specialist HCPs appear to have insecurities over their foot health knowledge and 

that this may result in them not routinely steering patients with diabetes towards foot health 

conversations. The final part of the discussion considered areas of consensus and tension between 

the HCP and patient perspectives and how this may contribute to barriers and/or facilitators towards 

foot self-care behaviours in diabetes. Whilst the areas of consensus may serve as an opportunity for 

HCPs to communicate with patients effectively around aspects of foot self-care behaviour, the areas 

of tension may erode patient feelings of trust in HCPs and result in patients not getting timely access 

to the best care and advice when it comes to their foot health in diabetes. The overall findings from 

this study indicate that better outcomes may stem from HCPs focusing on supporting autonomous 

motivation for self-care and enhancing the rationale through referencing patients’ own experience 

rather than focussing on increasing patient knowledge. Renewed focus on consistency of messaging 

by HCPs around the roles and responsibilities relating to foot health in diabetes, and the benefit of 

foot-specific training being provided to non-foot-specialist HCPs may also help to improve uptake and 

adherence to foot self-care behaviours in diabetes. 
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7. Conclusion 

This study sought to explore patient and healthcare-professional perspectives on the barriers and 

facilitators to foot self-care behaviours in diabetes and if any areas of consensus and/or tension in 

these perspectives contribute to these perceived barriers and facilitators. The patient perspectives 

from the first phase of the study identified that patients need to be suitably motivated and enabled 

to undertake good foot self-care practices. These findings built upon pre-existing knowledge in two 

specific ways. Firstly, that patients’ perceptions of vulnerability to- and severity of- adverse foot health 

outcomes in diabetes is more likely to be developed to the point of self-care behaviours being enacted 

if they are internally generated. Such internal generation appears to be the heavily dependent upon 

their experiences of diabetes, though the information that they gather from HCPs and other sources 

appear to be useful and often sought after. Secondly, where previous indications have been that 

patients’ de-prioritise foot health relative to other aspects of their health in diabetes – just as much 

of a factor may be that patients are not routinely steered towards foot health discussions by HCPs as 

they may be to other aspects of self-care.  

The second phase of the study related to the perspectives of HCPs on foot self-practices and this 

focused on what HCPs perceive to be predictors for self-care and a cognisance of patient 

circumstances affecting self-care. These findings added to the existent literature in three ways. The 

first was by identifying that many HCPs may have a proclivity towards stark health messaging to foster 

improved self-care behaviours because they perceive patients’ to be lacking in motivation. By 

extension, many then assume that they can only lack motivation if they are ignorant to the risks they 

face. The second is that non-foot specialist HCPs appear to hold important insecurities around their 

own foot health knowledge and this results in them avoiding conversing with patients about foot 

health in diabetes. In response to this, they may often signpost patients towards Podiatry services but 

indicate that getting patients into these services in a timely fashion can be a real challenge. The third 

main way in which these findings have added to the literature is that there appears to be a 

disagreement between HCPs over whose responsibility foot health is. Some HCPs bemoaned patients 

not seeking out professional care enough whilst others indicated their frustration that patients 

deferred too much responsibility onto HCPs regarding their foot health. Thus, it seems likely that if 

such disagreement is widespread amongst HCPs, patients may be on the receiving end of mixed 

messaging that may result in patients becoming confused over what is expected of them.  

The final phase of the study considered areas of consensus and tension between the HCP and patient 

perspectives and how this may contribute to barriers and/or facilitators towards foot self-care 

behaviours in diabetes. The areas of consensus included: concerns over consequences; importance 
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of patient education; importance of effective patient-HCP communication and health service 

frustrations. Ultimately, it appears that these areas of consensus could allow for HCPs to have focused 

conversations with patients around foot health that could facilitate patients to undertake good foot 

self-care behaviours with the requisite knowledge, support and resource. Conceptually, these would 

serve as intervention functions that fit with the main tenets of the COM-B model – namely, the 

Capability, Opportunity and Motivation to undertake the desired self-care behaviours.  

However, the areas of tension in this study included: patient attitudes towards diabetes / self-care; 

initial point of contact regarding foot problem; questions over HCP knowledge and the value of stark 

health messaging. The way in which these findings provided a novel contribution to the knowledge 

base is in three distinct areas. Firstly, judgements made by HCPs that patients are lacking motivation 

and/or knowledge may often be misjudged. In instances where this is misjudged, education in the 

form of stark health messaging may be ineffective at best and may erode patient trust at worst. 

Secondly, there appears to be a discrepancy between patients and HCPs over who the first port of call 

should be when a foot problem arises. Patients most typically identify the GP as who they would seek 

out whilst all the HCPs interviewed suggested it should be the Podiatrist. Such discrepancy may well 

lead to patients having unnecessary delays in getting access to the best care. Thirdly, owing to 

questions over HCP knowledge on matters of foot health and some tension in perspectives around the 

value of stark health messaging, it is clear that patient trust in HCPs can be easily lost. The challenge 

facing HCPs in trying to manage their communication to maintain patient trust is sizeable.  

 

7.1 Study Limitations  

In line with qualitative IPA methodology, this study was not intended to test a hypothesis or prove a 

theory. However, the study’s methodology has provided useful insights that could inform national 

healthcare policies and the development of the how foot self-care practices are communicated with 

patients with the aim of improving this aspect of self-care and, ultimately, reducing the likelihood of 

DFU development in individuals with diabetes. Whilst the subject of patient education and self-care 

behaviour is a well-researched area, few studies have sought to explore both patient and HCP 

perspectives on this topic and seeking to understand how areas of consensus and tension in these 

perspectives may be contributing to any barriers and/or facilitators to foot self-care behaviours. Thus, 

this study demonstrates a clear addition to knowledge. However, these findings need to be considered 

in the context of the limitations of this study. 
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This study was based in an affluent part of the south of England and may not reflect the views and 

experiences of all patients in differing areas of the country, across varying socioeconomic contexts. 

The healthcare experiences of individuals are known to vary quite substantially between NHS trusts 

and regions and so this may not reflect the national picture. The small sample size of each group of 

participants cannot reflect the whole population or be generalisable in a quantitative sense, nor was 

it intended to. In particular, the patient participants represented a largely homogenous ethnic make-

up (White British) meaning that experiences of different ethnic minorities may be quite different to 

the experiences identified here. That said, whilst cultural and socio-economic factors that may coexist 

within different ethnic groups have been cited as possible reasons for differing self-care behaviours in 

diabetes, there is little existent evidence that racial differences, specifically, impact upon self-care 

behaviours (Schoenberg et al., 2008). In terms of the HCPs, whilst there was a useful sample of 

different HCP disciplines represented in this study, it would have been preferable to have had slightly 

wider engagement from other HCPs also involved in the delivery of care to people with diabetes. In 

particular, it remains unknown if the perspectives of the HCPs interviewed in this study are reflective 

of a wider sample of their peers.  

Finally, as the researcher is a Podiatrist and this was known to all participants in this study, it should 

be recognised that this may have had a degree of influence on some of the participants’ responses. 

However, as the findings of this study echoed within the existent literature from multiple studies 

across multiple HCP disciplines, it is not believed that this dynamic calls into question the 

trustworthiness of the findings from this study. The themes, responses and experiences of the 

participants, however, may resonate with individuals with diabetes and HCPs alike along with 

commissioners, managers and NHS leaders and lead to a wider debate around the how foot self-care 

may be utilised as a key part of a DFU prevention strategy – particularly following the COVID-19 

pandemic and the disruption to health services as a result of it.  

 

7.2 Implications for Practice 

This study has highlighted several key themes around foot self-care behaviour that warrant further 

investigation. Below are recommendations for further research and policy development: 

• HCPs should explore with patients’ possible reasons why they may not be engaging with foot 

self-care behaviours. This recommendation comes from the discussion point around possible 

misjudgements that HCPs may make about people with diabetes. It should not be assumed 
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that patients not tending to foot self-care behaviours as desired by the HCP is the result of 

insufficient motivation or a lack of knowledge on the part of the patient. 

 

• Where motivation is identified as a reason for a patient not engaging with foot self-care in 

diabetes, HCPs should seek to support more autonomous motivation for such individuals. This 

would include acknowledging barriers, recognising patients lived experiences and helping 

them to develop a personally meaningful rationale for undertaking necessary health 

behaviours (Gillison et al., 2019). 

 

• HCPs can develop the skills to help patients find more autonomous forms of motivation 

through professional development and the adoption of communication strategies such as 

Motivational Interviewing (Miller and Rollnick, 2012). 

 

• HCPs should recognise that individuals differ in how they respond to different rationales. 

Some respond more favourably to gain-framed messaging, whereas others may respond more 

favourably to loss-framed messaging (Sherman et al., 2006; Beeney and Fynes-Clinton, 2019). 

Recognising this dynamic should encourage HCPs to develop more flexibility in their 

approaches to their communication with patients. 

 

• There should be renewed focus on developing consistency of messaging by HCPs. This is both 

in terms of who the most appropriate HCP is to present developing foot problems to initially, 

as well as clarifying the roles and responsibilities of HCPs and patients around foot care. Such 

consistency could be achieved through a review, update and wide dissemination of NICE 

guideline 19 [NG19] (NICE, 2019). 

 

• The benefit of foot-specific training being provided to non-foot-specialist HCPs should be 

explored. This would be with a view to help build knowledge and confidence in this area for 

non-foot-specialist HCPs so that patients may more routinely be steered towards the topic of 

foot health conversations. Furthermore, this may help build patient trust and confidence in 

these HCPs that they are providing accurate information to patients (Dang et al., 2017; Coffey 

et al., 2019).  

 

• Given that those in DFU ‘remission’ are at such increased risk for DFU recurrence (Bus et al., 

2019), the adoption of any of the above recommendations as intervention strategies should 

also be considered for future studies focused on these more ‘high risk’ populations.  
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PARTICIPANT INFORMATION SHEET – PATIENT 

 

Project Title 
 
Exploring patient and healthcare-professional perspectives on barriers and 
facilitators towards foot self-care practices in diabetes. 

 

Name of Researcher: Andrew Hill 

Contact details of Researcher: ah2234@bath.ac.uk  

      

Name of Supervisor: Dr. Fiona Gillison   

Contact details of Supervisor: F.B.Gillison@bath.ac.uk  

 

This information sheet forms part of the process of informed consent. It should give 

you the basic idea of what the research is about and what your participation will 

involve. Please read this information sheet carefully and ask one of the researchers 

named above if you are not clear about any details of the project. 

 

1. What is the purpose of the project:  
 

The purpose of this research is to explore patient and healthcare-professional 
perspectives on the barriers and facilitators (i.e., factors that help) to foot self-care 
practices among people living with diabetes. It will also explore whether there are 
similarities and/or differences between patients’ and healthcare-professionals’ views.   
 

 

2. Why have I been selected to take part? [or Who can be a participant?] 
 

You have been selected to take part because you are registered as a patient within 
the Berkshire Healthcare NHS foundation Trust, and you are: 
 

• Diagnosed with type I or type II diabetes  

mailto:ah2234@bath.ac.uk
mailto:F.B.Gillison@bath.ac.uk
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• Over the age of 18 

• Able to provide valid, informed consent 

• Deemed at ‘low risk’ of developing a diabetic foot complication (as determined 
by the results of your annual foot check) 
 
 

3. What will I have to do? 
 

There will be two parts to your involvement in the study. You can choose whether or 

not to take part in both, or to stop after Part one.  

 

Part 1: This will involve an initial one-to-one interview with the principle researcher 

face-to-face at The New Hall Foot Clinic in Maidenhead, Berkshire. If a face-to-face 

interview is not possible or convenient, then the interview can be arranged to occur 

via telephone / Skype at a data and time convenient to you and the research team.  

 

The interview will be between 30 minutes and 1 hour long and will focus on different 

aspects of diabetes self-care. The interview will be audio-recorded. After the interview 

the recorded conversation will be transcribed (typed out word for word) and you will 

be sent a copy for review to ensure that the transcript is an honest and true account 

of the interview. Following this confirmation – or subsequent correction if necessary – 

the data will be taken forward for analysis. Should the research team not hear back 

from you within two weeks of sending out the transcript, it will be assumed that the 

account is an honest and true account of the interview and will be taken forward for 

analysis. 

 

 

Part 2: We will combine all the ideas that are generated from interviews with you and 

other people with diabetes to form a set of common themes that tell us about what 

hinders and helps with foot care. We then meet with healthcare professionals with a 

specific interest in foot care and diabetes care to ask them for their views on what they 

think are the barriers and facilitators among people they treat, and show them the 

themes that come from the interviews. If, after your interview, you are still interested 

in being involved, you will be invited to a group interview with other people with 

diabetes to review the common ideas that come from the interviews with both people 

with diabetes and health professionals, to help us understand the differences and 

similarities in the views between the two groups, and how these might have an effect 

on foot self-care. This group interview will likely last between 1 and 2 hours will take 

place at The New Hall Foot Clinic in Maidenhead, Berkshire.  The group interview will 

be audio recorded.  
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4.What are the exclusion criteria?  

(are there reasons why I should not take part)? 

 

Provided you meet the criteria set out in point 2 (above) there are no likely reasons 

that would prevent you from taking part, however, if you do have any concerns you 

can talk to the research team, your friends, family and/or your doctor before deciding 

to take part. 

 

5. What are the possible benefits of taking part? 

 

You may benefit from taking part in this study through talking to others about your 

experience and learning about theirs, and if the service you receive is improved as a 

result of the study, though these results will not be immediate. However, the benefits 

may primarily be in improving services for others. The purpose of this study is to 

explore the patient and healthcare-professional perspectives on barriers and 

facilitators towards foot self-care practices in diabetes. We hope it will help our 

understanding of these facilitators and barriers, and how the communication between 

professionals and people with diabetes can contribute to this, which may help to 

improve services in future.  

Please note that there will be no financial incentive to partaking in this study. There 

will also not be payment of any ‘out of pocket’ expenses that may be accrued by 

participating in this study. However, there will be refreshments provided during the 

interview and group interview. 

 

 

6. What are the possible disadvantages and risks of taking part? 
 

It is not believed that there are any risks to taking part, however, it is possible that the 

subject of the interviews may be uncomfortable as it relates to your personal 

experience with your health condition. 

 

Every effort will be taken to ensure that questions asked in the interviews will be at 

your own pace and you do not have to answer a question if you do not want to. You 

are also free to withdraw fully from the study at any point up until completion of that 

phase of study without giving a reason. 
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7.   Will my participation involve any discomfort or embarrassment? 

 

It is not expected that you will experience any discomfort or embarrassment if you take 

part in the project. If, however, you do feel uncomfortable or appear upset at any time, 

the interviewer will stop the interview and may direct you towards an appropriate 

support service. 

 

 

8. Who will have access to the information that I provide? 

 

The principal researcher (Andrew Hill) will collect information from you for this research 
study for the purposes outlined in section 1 of this form. Your information will be 
obtained and used in full keeping with the General Data Protection Regulation [GDPR] 
(2016) and Data Protection Act 2018. The University of Bath is the sponsor for this 
study based in the United Kingdom. We will be using information from you in order to 
undertake this study and will act as the data controller for this study. This means that 
we are responsible for looking after your information and using it properly. The 
University of Bath will keep identifiable information about you for 10 years after the 
study has finished and been written up.  
 
Your rights to access, change or move your information are limited, as we need to 
manage your information in specific ways in order for the research to be reliable and 
accurate. If you withdraw from the study before your interview has been analysed we 
will destroy your interview. If you withdraw before attending interview then we will 
destroy the personal details we hold on you. However, if you intend to leave the study 
after your interview has been analysed then we will keep the data provided by your 
participation in the study for a period of 10 years. To safeguard your rights, we will use 
the minimum amount of information possible that can be used to identify you. 
 

 

The consent forms and the in-depth semi-structured interviews and group interviews 
will generate participant identifiable information and sensitive information. The 
interview data (written and audio) will be electronically stored within in a secure file on 
a password protected server that the researcher has organisational access to and on 
an encrypted USB. Once this data has been securely transferred onto the server, all 
data on the audio recorder and the USB stick will be deleted. Only the researchers will 
have access to these devices / locations. Any ‘hard’ documentation (such as consent 
forms) will be stored in a fire-proof, locked cabinet that only the researchers will have 
the key to.  
 
Once the interviews have been transcribed by the principal researcher, the transcribed 

interviews will be anonymised (including interview content that makes mention of 

person(s), organisations and geographical locations that have the potential to make 

the transcript identifiable to an individual) and stored within in a secure file on a 
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password protected server that the researcher has organisational access to. Only the 

researcher and project supervisor will have access to these devices / locations.  

 
These documents will be kept until the study is published and anonymised transcripts 
may be attached as an appendix to the study. All personal, identifiable information will 
then be destroyed except for the securely stored consent forms and anonymised 
transcripts which will be archived by the researcher and destroyed in accordance with 
University of Bath policies 
 
The principal researcher will keep your name and contact details confidential. The 
principal researcher will use this information as needed, to contact you about the 
research study. All transcripts of interviews and (including group interviews) will be 
anonymous – that is, we will not use your real name and will make sure you cannot be 
identified from the information we use from your interviews. The people named in this 
document who are involved in the study will then not be able to identify you and will 
not be able to find out your name, date of birth or contact details. 
 

9. What will happen to the data collected and results of the project? 

 

The recordings of interviews will be stored on an encrypted USB stick, and transferred 

to a secure server at the University of Bath. Once the data has been securely 

transferred, the data on the USB stick will be deleted. Only the principal researcher 

and the project supervisor will have access to these devices / locations. Any ‘hard’ 

documentation (such as consent forms) will be stored in a fire-proof, locked cabinet 

located within the principal researchers work office. Only the researcher will have the 

key to this cabinet 

 

Once the interviews have been transcribed by the principal researcher, the transcribed 

interviews will be anonymised and your anonymised transcript will be sent to you for 

you to check that it is an accurate and fair account of the interview that you gave. You 

have three weeks to contact the research team to indicate that the transcript sent to 

you is an accurate and fair account of your interview. If we do not hear back from you 

within two weeks of sending this out, we will assume that it is accurate and fair and 

will be taken forward for analysis. Once the accepted transcripts are taken forward for 

analysis, we will delete the audio recording and only the anonymous written 

documents will remain in the secured folders and USB drive.  

 

These documents will be kept until for 10 years after the study is finished and written 

up. Anonymised transcripts may be attached as an appendix to the original thesis. All 

personal, identifiable information will then be destroyed except for the securely stored 

consent forms and anonymised transcripts which will be archived by the researcher 

and destroyed in accordance with the University of Bath policies. 
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If you would like to receive a copy of the main study results and conclusions, please 
let the research team know and we will provide you with a copy once the study is 
written up. and conclusions. The findings of this study will be written up as a research 
project, presented nationally and internationally via professional conference 
presentations and will be submitted for consideration of publication within a suitable 
peer-reviewed journal. 
 
 

 

10. Who has reviewed the project? 

 

This project has been approved by the University of Bath, Research Ethics Approval 

Committee for Health (REACH) and the NHS Ethics Approval Committee (HRA 

REC). 

 

11. Do I have to take part?  

 
It is completely up to you whether you take part in the study. Before you decide please 

read this information sheet carefully. If you decide to take part, you will be asked to 

sign a consent form before the study starts.  

 

 

12. What if I change my mind? 

 

You are free to withdraw at any point without giving a reason. If you withdraw more 

than two weeks after your interview or the group interview, it is likely that your interview 

and/or contribution to the group interview will still be included within the analysis. 

Completed and returned consent forms will be kept, stored and destroyed as outlined 

in sections 8 and 9 of this form. You can withdraw from the group interview at any time 

by leaving the room or asking us to discount any particular statement you would prefer 

we not include in our analysis, and without having to give a reason. Whether you 

decide to take part or not, or if you withdraw during the research, no aspect of your 

healthcare provision will be affected.  

 

 

 

 

 



170 
 

13. How can I withdraw from the project? 

 

If you complete the consent form and take part in the study, you are still free to 

withdraw at any point without giving a reason, however, if you withdraw more than 2 

weeks after your interview, it is likely that your interview will still be included within the 

analysis. You can withdraw from the group interview at any time by leaving the room 

or asking us to discount any particular statement you would prefer we not include, and 

without having to give a reason. Whether you decide to take part or not, or decide to 

withdraw during the research, no aspect of your healthcare provision will be affected 

in any way.  

If you wish to stop participating in the research before completing all parts of the 

project, you can inform one of the above researchers in person, by email or telephone.  

If, for any reason, you want to withdraw your data from the project, please do let the 
research team know within 2 weeks of your participation. After this time, it will not be 
possible to withdraw your data as results may have been published and/or have 
guided a subsequent phase of the study. If your data could not be withdrawn and/or 
you are happy for your data to be included in the study following your withdrawal from 
future involvement, the data that we have collected from you until the point at which 
you withdrew from the study will be kept for the purposes of the study and stored and 
disposed of in accordance with the details set out is sections 8 and 9 (above). 
 

 

14. What happens if there is a problem? 

If you have any concerns about any aspect of the project, you should ask to speak to 
the researcher(s) who will do their best to answer any questions. If they are unable 
to resolve your concern, or you wish to make a complaint regarding the project, 
please contact the chair of the Research Ethics Approval Committee for Health: 
 
Dr. James Betts 
Email: j.betts@bath.ac.uk 
Tel: +44 (0) 1255 38 3448 
 
 
15. If I require further information who should I contact and how? 

 

Thank you for expressing an interest in participating in this project. Please do not 

hesitate to get in touch with us if you would like some more information.       

 

Name of Researcher: Andrew Hill 

Contact details of Researcher: ah2234@bath.ac.uk / + 44 (0) 1628 560 652 

      

mailto:j.betts@bath.ac.uk
mailto:ah2234@bath.ac.uk
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Name of Supervisor: Dr. Fiona Gillison   

Contact details of Supervisor: F.B.Gillison@bath.ac.uk / +44 (0) 1225 38 4387 

 

 
PARTICIPANT INFORMATION SHEET – HEALTHCARE 

PROFESSIONAL 

 

Project Title 
 
Exploring patient and healthcare-professional perspectives on barriers and 
facilitators towards foot self-care practices in diabetes. 

 

Name of Researcher: Andrew Hill 

Contact details of Researcher: ah2234@bath.ac.uk  

      

Name of Supervisor: Dr. Fiona Gillison   

Contact details of Supervisor: F.B.Gillison@bath.ac.uk  

 

This information sheet forms part of the process of informed consent. It should give 

you the basic idea of what the research is about and what your participation will 

involve. Please read this information sheet carefully and ask one of the researchers 

named above if you are not clear about any details of the project. 

 

4. What is the purpose of the project:  
 

The purpose of this research is to explore patient and healthcare-professional 
perspectives on potential barriers and facilitators to foot self-care practices in diabetes 
and whether similarities and/or differences between patient and healthcare-
professional perspectives contribute to these barriers and/or facilitators. 
 

 

mailto:F.B.Gillison@bath.ac.uk
mailto:ah2234@bath.ac.uk
mailto:F.B.Gillison@bath.ac.uk
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5. Why have I been selected to take part? [or Who can be a participant?] 
 

You have been selected to take part because you are professionally involved in the 
management of the diabetic foot in one of the following areas: 
 

• Podiatrist (NHS) 

• Podiatrist (Private) 

• Foot Health Professional (FHP) 

• General Practitioner 

• Diabetologist 

• Practice Nurse 

• Diabetes Specialist Nurse 

• Vascular specialist 

• Dietician 

• Diabetes educator 
 
 
6. What will I have to do? 
 

You are invited to participate in a one-to-one interview with the principal researcher 

face-to-face at The New Hall Foot Clinic in Maidenhead, Berkshire. If a face-to-face 

interview is not possible or convenient, then the interview can be arranged to occur 

via telephone / Skype at a data and time convenient to you and the research team.  

 

The interview will be between 30 minutes and 1 hour long and will focus on different 

aspects of diabetes self-care. The interview will be audio-recorded. After the interview 

the recorded conversation will be transcribed (typed out word for word) and you will 

be sent a copy for review to ensure that the transcript is an honest and true account 

of the interview. Following this confirmation – or subsequent correction if necessary – 

the data will be taken forward for analysis. Should the research team not hear back 

from you within two weeks of sending out the transcript, it will be assumed that the 

account is an honest and true account of the interview and will be taken forward for 

analysis. 

 

Your active role in the study participation will then be complete.   

 

7. What are the exclusion criteria?  
(are there reasons why I should not take part)? 

 

Provided you are professionally involved in the management of the diabetic foot as 

set out in point 2 (above) there are no likely reasons that would prevent you from 

taking part, however, if you do have any concerns you can talk to your friends, family 

and/or colleagues before deciding to take part. 



173 
 

 

8. What are the possible benefits of taking part? 
 

You may benefit from taking part in this study through talking to others about your 

experience and learning about theirs, and if the service you deliver is improved as a 

result of taking part in the study and discussing these issues. However, the benefits 

may primarily be in improving services for others. The purpose of this study is to 

explore the patient and healthcare-professional perspectives on barriers and 

facilitators towards foot self-care practices in diabetes. We hope it will help our 

understanding of these facilitators and barriers, and how the communication between 

professionals and people with diabetes can contribute to this, which may help to 

improve services in future.  

 

If this research topic prompts you to investigate and reflect on some of these factors 

that shape your perspective(s) then there are potential benefits to taking part in this 

study in that context too.  

 

Please note that there will be no financial incentive to partaking in this study. There 

will also not be payment of any ‘out of pocket’ expenses that may be accrued by 

participating in this study. However, there will be refreshments provided during the 

interview and group interview. 

 

 

 

 

9. What are the possible disadvantages and risks of taking part? 
 

It is not believed that there are any disadvantages to taking part.  

 

Every effort will be taken to ensure that questions answered in the interviews will be 

at your own pace and you do not have to answer a question if you do not want to. You 

are also free to withdraw fully from the study at any point up until completion of that 

phase of study without giving a reason. 

 

 

7.   Will my participation involve any discomfort or embarrassment? 
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It is not expected that you will experience any discomfort or embarrassment if you take 

part in the project. If, however, you do feel uncomfortable or appear upset at any time, 

the interviewer will stop the interview and may direct you towards an appropriate 

support service. 

 

 

8. Who will have access to the information that I provide? 

 

The principal researcher (Andrew Hill) will collect information from you for this research 
study for the purposes outlined in section 1 of this form. Your information will be 
obtained and used in full keeping with the General Data Protection Regulation [GDPR] 
(2016) and Data Protection Act 2018. The University of Bath is the sponsor for this 
study based in the United Kingdom. We will be using information from you in order to 
undertake this study and will act as the data controller for this study. This means that 
we are responsible for looking after your information and using it properly. The 
University of Bath will keep identifiable information about you for 10 years after the 
study has finished and been written up.  
 
Your rights to access, change or move your information are limited, as we need to 
manage your information in specific ways in order for the research to be reliable and 
accurate. If you withdraw from the study before your interview has been analysed we 
will destroy your interview. If you withdraw before attending interview then we will 
destroy the personal details we hold on you. However, if you intend to leave the study 
after your interview has been analysed then we will keep the data provided by your 
participation in the study for a period of 10 years. To safeguard your rights, we will use 
the minimum amount of information possible that can be used to identify you. 
 

The consent forms and the in-depth semi-structured interviews will generate 
participant identifiable information and sensitive information. The interview data 
(written and audio) will be electronically stored within in a secure file on a password 
protected server that the researcher has organisational access to and on an encrypted 
USB. Once this data has been securely transferred onto the server, all data on the 
audio recorder and the USB stick will be deleted. Only the researchers will have 
access to these devices / locations. Any ‘hard’ documentation (such as consent forms) 
will be stored in a fire-proof, locked cabinet that only the researchers will have the key 
to.  
 
Once the interviews have been transcribed by the principal researcher, the transcribed 

interviews will be anonymised (including interview content that makes mention of 

person(s), organisations and geographical locations that have the potential to make 

the transcript identifiable to an individual) and stored within in a secure file on a 

password protected server that the researcher has organisational access to. Only the 

researcher and project supervisor will have access to these devices / locations.  

 
These documents will be kept until the study is published and anonymised transcripts 
may be attached as an appendix to the study. All personal, identifiable information will 
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then be destroyed except for the securely stored consent forms and anonymised 
transcripts which will be archived by the researcher and destroyed in accordance with 
University of Bath policies 
 
The principal researcher will keep your name and contact details confidential. The 
principal researcher will use this information as needed, to contact you about the 
research study. All transcripts of interviews will be anonymous – that is, we will not 
use your real name and will make sure you cannot be identified from the information 
we use from your interviews. The people named in this document who are involved in 
the study will then not be able to identify you and will not be able to find out your name, 
date of birth or contact details. 
 
 

9. What will happen to the data collected and results of the project? 

 

The recordings of interviews will be stored on an encrypted USB stick, and transferred 

to a secure server at the University of Bath. Once the data has been securely 

transferred, the data on the USB stick will be deleted. Only the principal researcher 

and the project supervisor will have access to these devices / locations. Any ‘hard’ 

documentation (such as consent forms) will be stored in a fire-proof, locked cabinet 

located within the principal researchers work office. Only the researcher will have the 

key to this cabinet 

 

Once the interviews have been transcribed by the principal researcher, the transcribed 

interviews will be anonymised and your anonymised transcript will be sent to you for 

you to check that it is an accurate and fair account of the interview that you gave. You 

have three weeks to contact the research team to indicate that the transcript sent to 

you is an accurate and fair account of your interview. If we do not hear back from you 

within three weeks of sending this out, we will assume that it is accurate and fair and 

will be taken forward for analysis. Once the accepted transcripts are taken forward for 

analysis, we will delete the audio recording and only the anonymous written 

documents will remain in the secured folders and USB drive.  

 

These documents will be kept for 10 years after the study is finished and written up. 

Anonymised transcripts may be attached as an appendix to the original thesis. All 

personal, identifiable information will then be destroyed except for the securely stored 

consent forms and anonymised transcripts which will be archived by the researcher 

and destroyed in accordance with the University of Bath policies. 

 
If you would like to receive a copy of the main study results and conclusions, please 
let the research team know and we will provide you with a copy once the study is 
written up. and conclusions. The findings of this study will be written up as a research 
project, presented nationally and internationally via professional conference 
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presentations and will be submitted for consideration of publication within a suitable 
peer-reviewed journal. 
 
 
10. Who has reviewed the project? 

 

This project has been given a favourable opinion by the University of Bath, Research 

Ethics Approval Committee for Health (REACH) and the NHS Ethics Approval 

Committee (HRA REC). 

 

 

 

 

 

11. Do I have to take part?  

 
It is completely up to you whether you take part in the study. Before you decide please 

read this information sheet carefully. If you decide to take part, you will be asked to 

sign a consent form before the study starts.  

 

 

12. What if I change my mind? 

 

You are free to withdraw at any point without giving a reason. If you withdraw more 

than two weeks after your interview, it is likely that your interview will still be included 

within the analysis. Completed and returned consent forms will be kept, stored and 

destroyed as outlined in sections 8 and 9 of this form. You can withdraw from the 

interview at any time by leaving the room or asking us to discount any particular 

statement you would prefer we not include in our analysis, and without having to give 

a reason. Whether you decide to take part or not, or if you withdraw during the 

research, no aspect of your healthcare provision will be affected.  

 

 

13. How can I withdraw from the project? 

 

If you complete the consent form and take part in the study, you are still free to 

withdraw at any point without giving a reason, however, if you withdraw more than 2 
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weeks after your interview, it is likely that your interview will still be included within the 

analysis. Whether you decide to take part or not, or decide to withdraw during the 

research, it will not affect your work or professional responsibilities at all. 

 

If you wish to stop participating in the research, you can inform one of the above 

researchers in person, by email or telephone.  

 

If, for any reason, you want to withdraw your data from the project, please do let the 
research team know within 2 weeks of your participation. After this time, it will not be 
possible to withdraw your data as results may have been published and/or have 
guided a subsequent phase of the study. If your data could not be withdrawn and/or 
you are happy for your data to be included in the study following your withdrawal from 
future involvement, the data that we have collected from you until the point at which 
you withdrew from the study will be kept for the purposes of the study and stored and 
disposed of in accordance with the details set out is sections 8 and 9 (above). 
 

 

14. What happens if there is a problem? 

 

If you have any concerns about any aspect of the project, you should ask to speak to 
the researcher(s) who will do their best to answer any questions. If they are unable 
to resolve your concern, or you wish to make a complaint regarding the project, 
please contact the chair of the Research Ethics Approval Committee for Health: 
 
Dr. James Betts 
Email: j.betts@bath.ac.uk 
Tel: +44 (0) 1255 38 3448 
15. If I require further information who should I contact and how? 

 

Thank you for expressing an interest in participating in this project. Please do not 

hesitate to get in touch with us if you would like some more information.       

 

Name of Researcher: Andrew Hill 

Contact details of Researcher: ah2234@bath.ac.uk / + 44 (0) 1628 560 652 

      

Name of Supervisor: Dr. Fiona Gillison   

Contact details of Supervisor: F.B.Gillison@bath.ac.uk / +44 (0) 1225 38 4387 

 

mailto:j.betts@bath.ac.uk
mailto:ah2234@bath.ac.uk
mailto:F.B.Gillison@bath.ac.uk
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Appendix 2 – Participant Consent Form 
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CONSENT FORM 

Exploring patient and healthcare-professional perspectives on barriers and facilitators towards 
foot self-care practices in diabetes. 

 

Researcher: Andrew Hill (ah2234@bath.ac.uk) Supervisor: Dr. Fiona Gillison: (F.B.Gillison@bath.ac.uk) 

   Please initial box if you agree with the statement 

 

1. I have been provided with information explaining what participation in this project involves. 
 

 
2. I have had an opportunity to ask questions and discuss this project. 
 

 
3. I have received satisfactory answers to all questions I have asked. 
 
 
4. I have received enough information about the project to make a decision about my participation. 

 
5. I understand that I am free to withdraw my consent to participate in the project at any time 

without having to give a reason for withdrawing. 
 

 
6. I understand that if I withdraw my consent later than 2 weeks after interview my data will still be 

used in the study. 
 
 

7. I understand the nature and purpose of the procedures involved in this project. These have been 
communicated to me on the information sheet accompanying this form. 
 

8. I understand and acknowledge that the investigation is designed to promote scientific knowledge 
and that the University of Bath will use the data I provide only for the purpose(s) set out in the 
information sheet.  
 

9. I understand the data I provide will be treated as confidential, and that on completion of the 
project my name or other identifying information will not be disclosed in any presentation or 
publication of the research. 
 

10. I understand that my consent to use the data I provide is conditional upon the University 
complying with its duties and obligations under the Data Protection Act. 
 

11. I hereby fully and freely consent to my participation in this project. 
 

mailto:ah2234@bath.ac.uk
mailto:F.B.Gillison@bath.ac.uk
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Participant’s signature: _____________________________   Date: ________________ 

Participant name in BLOCK Letters: _________________________________________  

Researcher’s signature: _____________________________ Date: ________________ 

Researcher name in BLOCK Letters: ________________________________________ 
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Appendix 3 – Phase I Interview Guide 
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Interview Schedule – Patients 

(semi-structured) 

Suggested topics / points to discuss / prompts 

 

• Tell me about your diabetes 

• How does diabetes impact you day-to-day? 

• What (if any) worries or concerns do you have about your diabetes / impacts on your 

health? 

• Are you aware of any issues in relation to your feet within diabetes? 

o If so, what is your understanding of them? 

• Tell me what you understand good self-care of feet (in diabetes) to consist of? 

• Tell me about your general foot care practices 

• Do you seek out any professional help for your feet? 

o If so, which professionals? 

• Tell me about any challenges (if they exist) that you face in relation to good foot self-care 

• Tell me about any ease / benefits of regular good foot self-care as you experience them 
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Appendix 4 – Phase II Interview Guide 
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Interview Schedule – Healthcare Professionals  

(semi-structured) 

Suggested topics / points to discuss / prompts 

 

• Tell me about your role in managing persons with diabetes 

• Outline your view / understanding of foot problems in diabetes 

• How would you rate / consider these (foot) problems against the context of other health 

complications resulting from diabetes (relative prioritisation)? Why? 

• Presentation / discussion of the themes from phase I 

o What is your first reaction upon reading these patient perspectives? 

o Is anything surprising or unexpected? 

• What, in your opinion, is the most important thing patients can do to prevent foot problems 

developing in an ideal world?  

o What are the easiest / most achievable actions for patients to take in respect of their 

foot self-care do you think? 

• What is your impression of patients’ willingness and ability to engage in foot self-care 

practices as a means of preventing foot problems in diabetes? 

• What is your impression of patient’s frequency / consistency in undertaking these practices? 

• What barriers do you feel exist to patients undertaking good foot self-care practices? 

• What facilitators do you feel exist to patients undertaking good foot self-care practices? 

• Does any of the patient feedback (from Phase I) challenge your assumptions of why patients 

do or do not engage in foot care practices at all? 

o Could this feedback influence your future practice in any way? 
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Appendix 5 – Phase II Interview Guide 
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Interview Schedule – Patient Group Interviews  

(semi-structured) 

Suggested topics / points to discuss / prompts 

 

• Presentation of phase I themes 

• What are your initial reactions to these themes? 

o Aspects that you think are important? 

o Aspects you do not recognise? 

• Presentation of phase II themes? 

o Aspects you think are interesting / important? 

o Anything surprising? 

• Which aspects of self-care practice (if any) do you think patients and HCPs are agreed on? 

• Which aspects of self-care practice (if any) do you think patients and HCPs are differing? 

• Have any themes emerging from the HCP interviews challenged your perspectives at all? 

• Have any themes / topics emerged within this study that have confirmed / challenged / or 

changed your perspectives? 

• Any final comments that anyone wishes to raise that they feel are useful / important in the 

context of this subject? 
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Appendix 6 – Example Narrative Account 
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Pilot Interview (‘Arthur’)  

Narrative Account 

The pilot interview was conducted face-to-face with the primary aim of testing the questions, style 

and technicalities of the semi-structured interviews for phase I of the study. The interview was as 

productive as hoped as the participant for the pilot study provided rich data which covered the areas 

of focus with interesting and illuminating insights. It was decided, therefore, that the pilot served its 

primary purpose of helping to gauge the interview questions, style and technicalities for phase I. 

Moreover, as the data generated was so insightful, it was decided that this interview could be included 

within the phase I data. The participant consented to this. 

The participant for the pilot study was purposively sampled from The New Hall Foot Clinic in 

Maidenhead, Berkshire where I (the researcher) work as the clinical services manager. The participant 

was selected as he met the inclusion criteria for phase I of the study but is personally unknown me, so 

as to minimise undue power differentials within the dynamics of the interview. The participant was a 

76-year-old male with type 2 diabetes that he had been diagnosed with for 8 years. For the purposes 

of this study and in keeping with participant anonymity – this participant has been given the 

pseudonym ‘Arthur’. A pre-interview discussion between myself and Arthur provided the means of 

introduction between us and an outline of the interview process that would follow. During this talk I 

came to learn that Arthur was a retired engineer and it was clear that he was keen to share his story 

and, in particular, the aspects of diabetes care that he felt could be improved upon. This narrative 

account will present the overarching messages that came forward from Arthur’s interview and seek 

to facilitate the generation of code clusters from the raw transcript codes. This should help to allow 

these clusters to help shape sub-themes and then themes along with the other patient interviews 

from phase I.  

 

Overall impressions 

The overriding impression received from Arthur during his interview was that he held some 

inconsistent views on his diabetes - in essence, on one hand he struggles with the uncertainties of the 

consequences of diabetes, but on the other he seems to believe that this is something to be taken 

seriously. Generally, his tone was quite critical of the information that was forthcoming from 

healthcare professionals (HCPs). There was, at times, a sense that he did not really notice his diabetes 

and that it did not impinge upon his life at all – “I don’t really notice it…I feel no different” – and that 

his only knowledge of having diabetes was the fact that a doctor told him so and HCPs talk to him now 

about his diabetes – “they (HCPs) tell me things are different”. Consequently, this seemed to manifest 

in his questioning of the advice he was given if he could not see the immediate and obvious benefit 

that would come from said advice. However, at other times he spoke about the underlying concerns 

and worries that he has about his diabetes in the longer term and the impact that something like 

amputation may have on his loved ones. The story he seemed to want to tell above all others was that 

the information and advice he has received presents him with many uncertainties and that, as a 

consequence, he questions how much any of the HCP experts that he sees actually know and 

understand about diabetes. His response to these uncertainties are scepticism, anger and frustration. 

In the absence of being provided some certainty, he expressed little reason as to why he feels he 

should alter or amend his lifestyle and behaviours. Despite this, however, he does pay attention to his 

foot health and he does keep up with the drug regime prescribed by his doctors in case it is making a 

difference despite his inability to recognise if it is or not. Ultimately, it appears that he is invoking the 
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precautionary principle with respect to his own health and indicates that he probably does know and 

understand that diabetes may adversely affect his health and well-being in the longer-term but by not 

knowing when that will be or what events will lead to it happening, he is frustrated and possibly 

seeking to cast doubt on whether it will happen at all.  

Codes 

The following codes emerged following the analysis of Arthur’s interview: 

• Self-sufficiency 

• Does not want to be a burden 

• Does not seek out healthcare 

• Sceptical of diagnosis 

• Will not amend diet in response to 
advice   

• Sceptical of advice / information 

• Less responsive to dictated 
interventions 

• Prioritises desires 

• Short-lived responsiveness to advice / 
treatment 

• Seemingly satisfied to meet the 
minimum levels regarding self-care 

• Willingness to engage with treatment 
advice in certain contexts 

• Does not perceive treatments / advice 
to have tangible benefit 

• Impact on loved ones 

• Disagrees with HCP findings 

• Worries / Concerns 

• Pragmatic attitude towards potential 
diabetes outcomes 

• Indifference to consequences of 
diabetes 

• Feels well informed 

• Information gathered from HCPs 

• Information gathered from internet 

• Information gathered from other 
people 

• Unsure of what to believe 

• Questions knowledge of HCPs 

• Reasonable understanding of basic 
foot self-care 

• Concern for his foot health 

• Does not feel that foot self-care is 
undesirable 

• Values certainty 

• HCPs don’t understand 

• Willingness to engage with treatment 

advice in certain contexts 
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Analysis 

Arthur’s story and perspectives on the subject of his diabetes and self-care behaviours can be viewed 

through a lens where it seems his concerns are mostly around how the potential consequences of 

diabetes complications may, in some way, threaten his sense of self-sufficiency. His clear expression 

that he does not want to be stuck in a hospital or depend upon carers appears to get to the heart of 

any concerns that he has about his health. Furthermore, it may be possible that his desire not to be a 

burden and his tendency to not seek out healthcare unless more pressingly needed is becoming 

threatened by what he understands the potential longer-term consequences of living with diabetes 

to be. Thus, if this is a reality that he does not want to face up to, he may be in a place of denial and/or 

be using the perceived uncertainties within some of the information he has received about his 

diabetes to cast doubt over any of the information he has been given. His seeming insistence that HCP 

knowledge in this area has to be complete and certain for him to consider following it is suggestive of 

a possible ‘paralysis of analysis’ logical fallacy (a.k.a ‘Nirvana fallacy’) that posits that since all data is 

never in, any conclusion is always provisional and, therefore, no legitimate decision can ever be made 

and any action should always be delayed until forced by circumstances. That said, Arthur does also 

present a fascinating juxtaposition of actions and words where despite his strong assertions about the 

lack of knowledge he perceives some HCPs to have and the shortfall between advice given by HCPs 

and his lived experience of diabetes, he does, nonetheless, point out that he largely adheres to the 

medication regime he is prescribed just in case he is wrong and it is effective. On one level this does 

demonstrate a useful amount of self-awareness to entertain the possibility that he may not be correct 

and on another level outlines a personal example of the precautionary principle that, despite his 

misgivings about the quality of the advice he has been given, he does still ultimately wish to avoid 

harm. It is this juxtaposition that most clearly demonstrates something of cognitive dissonance from 

Arthur and why his seeming indifference to the potential harms of diabetes should not necessarily be 

taken at face value. It also raises interesting questions about perceived impact of preventative 

healthcare versus curative healthcare.  

It seems clear that Arthur does hold real worries about the possible health outcomes associated with 

his diabetes. How these worries articulate with his life’s pleasure’s (such as eating nice food) may have 

led him to a place whereby he holds conflicting views. On the one hand he is almost angry about things 

and shows some indignance as to why he should avoid doing what he likes, whilst on the other he is 

describing losing a foot to diabetes as “the worst thing I can think of”. What is unclear is whether he 

has connected those two positions (i.e. avoiding doing what he likes may help him to avoid 

experiencing the worst thing he can think of) or if he chooses to hold onto that cognitive dissonance. 

Such confliction may have given rise to a stronger sense of denial and/or a sense that he cannot 

necessarily believe all the information about diabetes that he has been given because to assume that 

the advice is wrong helps to reconcile seemingly contradictory perspectives.  

As Arthur has indicated in several instances in the interview, he has been given quite a lot of 

information over time, and even sought out some himself. Therefore, it is unclear whether any HCP 

could necessarily be providing him with any greater clarity or certainty on these matters than they 

have so far. As such, it may be that greater information provision would not necessarily shift any 

cognitive dissonance from Arthur’s perspective, but strategies to help him work through any 

confliction and ambivalence may ultimately be more beneficial.  
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Appendix 7 – Example of Coding and Grouping into Topics 
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Codes Topics 

Scary diabetes experience 

Personal Disease History  

Difficulty in coping with diabetes 

Upset at diagnosis 

Diagnosis came as a surprise 

Has not experienced symptoms 

Experienced symptoms of complications 

Experience of Symptoms Hyperglycaemic incidents 

Hypoglycaemic incidents 

Witnessing ulceration of loved one 

Vicarious Experiences 
Witnessing amputation of loved one 

Loved one dying from diabetes 

Loved one unable to control glucose levels 

Hard-hitting messaging 

HCP Communication Bleak prognosis given 

Feeling shamed by doctor 

Prepared to deal with the situation 

Pragmatism Will do what is required to stay healthy 

Willing to help oneself 

Defers responsibility onto the HCP 
Passivity  

Will do what they are told 

Will prioritise own interests 

Stubbornness  Decided not to follow HCP advice 

Understands risks but will not amend behaviour 

Seeks out information 

Proactive Self-Education Will use initiative to become informed 

Does not rely on education to come from HCPs 

Does not trust what HCP is advising 
Lack of certainty/belief in 

medical advice 
Confused by HCP advice / message 

HCP advice at odds with lived experience 

Formal patient education received 

Received Patient Education Found patient education session beneficial 

Desired more patient education sessions 

Feels under-informed about foot health 

Lack of Knowledge 
Indicates a lack of understanding around foot risk in diabetes 

Feels more informed around other aspects of diabetes care 

Desires information around optimal footwear 

Positive relationship with HCPs 

HCP Relationship  
Negative relationship with HCPs 

Desires consistency of HCP personnel 

Has found HCP relationship improved by consistency of 
personnel 

Places value in glucose monitoring devices Technological / Specialist 
Equipment Has found dietary-information apps to be helpful 

Does not feel they have enough time to tend to foot-self care 
Time Management  

Self-care practices are time consuming 

Routine is needed for foot self-care 
Routine 

Other aspects of self-care are built into routine 

Physical challenges to foot self-care 
Capability 

Competing health problems reduce self-care ability 
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Appendix 8 – Analysis of Theoretical Frameworks  
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Theory / Model 
Accepted / 

Rejected 
Rationale 

Health Belief 
Model 

(Kirscht et al., 1966; 
Becker, 1974) 

Rejected 

This model does provide a good conceptualisation of health 
behaviours at the individual level and is specifically targeted to 
health behaviours. It was not accepted as one of the main models 
used for discussion as it is not clear how the different constructs 
within the model interact with one another. Furthermore, the 
main strengths of this model in the context of this study are well 
covered by the Protection Motivation Theory which has a more 
parsimonious structure and, as such, is easier to use.  

Self-
Determination 

Theory 
(Deci & Ryan, 1985) 

 

Accepted 

This theory provides an elegant explanation of behaviour through 
an understanding of basic psychological needs as well as the 
different ways in which motivation may be presented. In so doing, 
existent behaviour, initiation of change and maintenance of that 
change are all well-addressed relative to other theories / models. 

Trans-
Theoretical 
Model of 
Change 

(Prochaska and 
DiClemente, 1982) 

Rejected 

This model is primarily focused on the process of somebody 
undertaking behaviour change and is less well placed to explain 
why a person currently behaves in the ways that they do. 
Moreover, recent systematic reviews have raised questions how 
effective the model is at guiding behaviour change interventions. 

Theory of 
Planned 

Behaviour  
(Azjen, 1985) 

Rejected 

Whilst more commonly used to explain individual behaviour in 
non-health contexts, this theory does provide some usefulness in 
terms of providing a focus on patient attitudes towards particular 
behaviours, but additional focus on normative societal values as a 
driver of behaviour was not a finding of this study and so this 
appeared less appropriate to helping to understand the findings 
of this study relative to other theories / models.  

Social Cognitive 
Theory 

(Bandura, 1986) 

Rejected 

This theory focuses on behaviours modelled by role models and 
the influence this has on behaviour. In particular, this is less 
compatible with this study than other models as the role of wider 
society on individuals’ behaviour was not one that emerged 
strongly in this study.  

Protection 
Motivation 

Theory 
(Rogers, 1983) 

Accepted 

This theory was accepted as relevant and useful to help 
understand the findings from this study as it drew upon two 
focused concepts – threat appraisal and coping appraisal – that 
align well with the findings from the patient interviews. Whilst 
very similar, conceptually, to the Health Belief Model – the clearer 
focus on these concepts provided greater alignment.  

Capability-
Opportunity-
Motivation-
Behaviour 
(COM-B) 

(Michie et al., 2011) 

Accepted 

This model was accepted as it provides a useful duality of helping 
to explain existent patient behaviours as well as identifying how 
interventions may be utilised to bring about behaviour change if 
desired. Its flexibility at allowing other theories and concepts to 
align with the behaviour change wheel provides great utility.  
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Appendix 9 – University of Bath Research Passport 
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Appendix 10 – Health Research Authority [HRS] Ethical Approval 

266394_Letter_of_HRA_Approval_25102019.pdf  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



197 
 

Appendix 11 – Confirmation of Sponsorship 

NHS Sponsorhip letter of approval 22-07-19.pdf  
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Appendix 12 – Reflective Accounts 
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Pre-Data Collection Reflection 

In keeping with the ‘reflexivity matrix’ in section 3.10 and an outline of how reflection was used within 

this project, the first reflective commentary is presented here in the pre-data collection stage. This 

reflective commentary addresses the first three cells of the ‘reflexivity matrix’ in Figure 3. 

 
How does the researchers’ broader motivations affect the reason to conduct research in the first place, 
the choice of topic and research question, and the choice of methodology? 
 

My work as a Podiatrist brings me into close, daily contact with people with diabetes. Many of the people 

that I see with diabetes in a professional capacity have developed serious complications to their feet. The 

significance of diabetes on the lower limb was keenly impressed upon me as a student and that has carried 

through into my work in the field. From very early on in my career it was very apparent that people with 

diabetes often appeared to have very limited knowledge and understanding of foot health in the context 

of diabetes. This was in spite of much evidence and literature suggesting that good knowledge and 

understanding of foot complications in diabetes is likely associated with improved clinical outcomes and 

reduced diabetic foot disease burden because those with greater knowledge and understanding are more 

likely to undertake regular and consistent optimal foot care behaviours. Within this context, there also 

appears to be a reduction in importance given to foot health relative to other forms of diabetes impact 

despite foot problems being amongst the most serious complications. This perspective has been reinforced 

during interactions and conversations with my podiatry colleagues who feel that foot health is often under-

prioritised in general health contexts by members of the public and allied professional / medical colleagues 

alike. 

 

My undergraduate and post-graduate research has focused on patient knowledge in diabetes. These 

studies, respectively, have highlighted something interesting: namely that knowledge in isolation was not 

predictive for foot health outcomes. This has been in keeping with more recent research that has been 

undertaken in different settings. This changing perspective has evolved with more recent and in-depth 

reading around the literature in this area and this has highlighted that exploring factors surrounding 

motivation may help shape understanding of what does and does not contribute to the development of 

good foot self-care behaviours. In parallel to specific reading on motivation, I have long developed an 

interest in what influences individual’s decision-making in healthcare contexts and understanding the ways 

in which a clinician can be a tool to help unpick and shape that decision-making. 

 

In the broader research space, I have tended to instinctively gravitate towards qualitative research and 

phenomenology as it provides me with a means to understand individuals’ better as my natural bias is 

towards understanding individual meaning rather than broad trends. Furthermore, my epistemological / 
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ontological position aligns itself much more with the notion that individuals’ reality is constructed through 

experience and so my research design was more gravitated towards understanding individuals (and what 

we can learn from that) than seeking to generate general rules from numbers and statistics.  

 
 
What is the researcher’s conceptualisation of “optimal foot health” and “foot self-care practices”? 
 
Within my professional development I have seen that behaviours associated with regular self-inspection 

of the feet, checking footwear carefully, checking things like bath temperature and minimising barefoot 

activities are key aspects of good self-care in diabetes. Above all, keeping regular foot care appointments 

and reporting any issues, however trivial they may seem, to the professional is of paramount importance. 

Optimal foot health, from my personal experience and perspective, is about ensuring that proper care and 

attention is paid to them regularly and is underpinned by an understanding of what risks are posed by not 

taking good care of them. 

 
 
 
What is the relationship between the researcher and the study participants? 
 

Participants in this study are a mix of persons with diabetes (who are the experts in their own lived 

experience of the disease) and persons professionally involved with people with diabetes – particularly in 

relation to their foot health. The individuals with diabetes who are participants in this study are completely 

unknown to me and whilst they will know that I am a Podiatrist (this may influence their thoughts and 

preparations pre-interview) they do not know of me in connection with any patient-practitioner context. 

 
 
What is the relationship between the researcher and the healthcare field / specialists? 
 

Healthcare professional participants are also unknown to me personally but within the world of Podiatry 

and foot health it is possible that I will know of some participants or they know of me owing to geographical 

proximity and Podiatry in the United Kingdom being a relatively small profession. It is not felt that this 

should impede the study at all but there is a risk that our collective perspectives on this may be quite 

aligned from a professional perspective and so it is important that any potentially shared experiences with 

them does not result in the researcher leading the professionals in certain directions. The other health 

professionals are unknown to the researcher. There does not appear to be any reason that this should have 

any undue influence on the data generated. Considerations of differing clinical perspectives or priorities is 

considered to be potentially illuminating and a strength of the research rather than something that will 

negatively influence the study. 
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Where does the researcher’s interests (and conflicts of interest) lie within the relevant literature and its 
interpretation? 
 
I have long developed an interest in what influences individual’s decision-making in healthcare contexts 

and understanding the ways in which a clinician can be a tool to help unpick and shape that decision-

making. Thus, I have tended to gravitate towards studies that have exemplified the role of effective 

communication; education; motivational strategies that promote self-care behaviour as the key to 

unlocking this important area of public health. Whilst I am cognisant and respectful of the more medical, 

intervention-based studies and approaches to reducing diabetic foot ulcers, I have long held the view that 

the most long-term, effective and preventative means of preventing diabetic foot ulcers comes from the 

engagement of the individual with the condition through their self-care behaviour. As a clinician who seeks 

to see optimal patient health and outcomes, my interest is primarily in identifying an area that is likely to 

have the biggest impact and also be distinctly achievable. The main consideration I must have in this area, 

however, is that research findings may led me to move away from / reject the worldview I have built up so 

far. Whilst this is never easy to do, I have previously moved away from a focus on patient education in 

isolation being the most important area of focus and so I know that I am able follow the evidence even 

where it leads me away from my previous, long-held thinking. 
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Data Collection Reflection 
 

In keeping with the ‘reflexivity matrix’ in section 3.10 and an outline of how reflection was used within 

this project, the second reflective commentary is presented here following data collection. This 

reflective commentary addresses cells 4-6 of the ‘reflexivity matrix’ in Figure 3. 

 

What are the shared and divergent understandings between the researcher and participants with 
regards to research generally and this specific topic? 
 
The patient participants across phases I and III were an eclectic mix with differing backgrounds in the 

context of their education and careers, though they had a shared characteristic of living with diabetes. 

Some of these participants, for example, did outline their background in science and engineering and 

showed a keen interest in developing knowledge in this area and had experienced research as both 

researchers and participants, whilst others indicated that this was the first research project they had 

any involvement with. Therefore, it is possible that some greater understanding regarding the nature 

of research such as this may have existed between the researcher and some of the participants relative 

to others. In order to address this, however, the researcher did seek to provide comprehensive 

explanation of what the study was about and what the processes were to all participants alike. 

 

The patient participants broadly appeared to be individuals expressing some ‘frustration’ at there 

being ambiguous and non-definite answers to some of the questions that they had about their 

diabetes and it must be considered that these frustrations, for some of them at least, may have been 

a motivating factor to get involved with the research project and share their story.  There was, 

generally, a good understanding of foot self-care behaviours amongst the patient group, but a desire 

for more knowledge was expressed strongly as they shared their stories and articulated certain 

frustrations that they have had. By the phase III interviews, the dynamics of in-group interviews 

appeared to allow for greater exploration of some of these frustrations – perhaps afforded by the 

comfort of the presence of others apparently sharing said frustrations – to the point that some 

criticism was levelled in the direction of HCPs and was based upon certain experiences that some 

patient participants shared with the group. Some specifics of these perspectives were new findings 

for the researcher but, at the same time, were not desperately surprising as working as a HCP the 

researcher is acutely aware that communication between patient and practitioner can be precarious 

and quite easily hindered.  

 
The HCP participants showed a broad understanding of this projects’ method of enquiry having been 

involved in research projects previously. There was also a general view that foot health and self-care 
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was important but acknowledgement from some that they knew very little in this area. Something 

that was picked up on and commented upon by some of the patient participants too. The researcher 

shared greater understanding of the foot-specialist HCPs interviewed as they shared professional 

backgrounds and as these HCPs knew the professional status of the researcher – did speak to him in 

a way that inferred shared knowledge and understanding of certain factors whereas the other HCPs, 

perhaps understanding the specifics of Podiatry a little less clearly than the foot-specialist HCPs, were 

a little more tentative with their explanations and points and seemed very quick to point out that they 

felt that the feet were important in diabetes but that they, themselves, did not know enough about 

them. It was wondered whether this was a sense of professional deference on the topic as they were 

cognisant of the fact that they were speaking to a Podiatrist. 

 
 
Are there any differences of a social nature (i.e. gender, education or age)? 
 
The patient group tended to be quite homogenous in terms of ethnicity (mainly White British, though 

there were Black British, Black Caribbean and British Asian participants involved too). There was 

greater diversity in terms of gender and age with a broad mix of males and females with the age ranges 

of people in their early twenties to late seventies. The study was also a mixture of graduates and non-

graduates with much variation in perceived education levels and careers.  

 

All of the HCP group except one were graduates and it was interesting to hear that this one HCP in 

particular – who was an FHP – infer a slight sense of an inferiority complex about her role when 

compared to Podiatrists and/or GPs. This does reflect the complex situation of professional foot health 

services in the UK with regulated Podiatrists and unregulated FHPs with some historical friction 

between the boundaries of these roles, respectively.  

 
Overall, the researcher found that there were not too many barriers (socially) that emerged between 

him and the participants and it felt easy to strike up some rapport with everyone involved in the study. 

Though there was a sense that some HCPs were reluctant to be too committal on explaining their 

understanding of foot topics as they were speaking to a Podiatrist (as alluded to in the previous 

section). 
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To what extent are meanings negotiated between the researcher and participants, and how might 
this be influenced by life experiences?  
 
The first (pilot) interview produced some potentially biased questions and some inferences on the 

part of the researcher that were a little stronger than had been said. However, the participant was 

quick to correct any mis-representation of his account and looking back over the transcript, 

unintentional endorsement or implied disagreement with this participant stood out quite 

prominently. This review induced a change in interview / questioning style and the change that was 

adopted was one that consciously sought to be more ‘neutral’. This appeared to work effectively as 

the summaries presented back to the participants and the respondent validation of the transcripts 

were unanimously met with agreement from the participants suggesting that the meanings 

negotiated and understood from the interviews were valid. Moreover, once the phase III patient group 

interviews were presented with the phase I and II findings, there was a strong sense of agreement of 

the themes that had been identified. This agreement was provided by both the patient participants 

that had been a part of the first phase of the interview, as well as those newly joining the study. This 

provided further affirmation that the identified findings were, indeed, valid.  

 

During the interviews themselves, meanings were often negotiated using Motivational Interviewing 

tactics such as using reflections and summaries. Not only did this help to ensure that the researchers 

understanding was accurate, this also had the effect of giving the participant some pause for thought 

to align his or her thinking on the subject. A notable example of this was during the second patient 

group interview in phase III where ‘Ravi’ was asked to confirm why he felt that the stark warnings he 

was given by his doctor failed to have the desired impact on him.  

 
 
Is the researcher prepared to undergo change as a result of his/her interaction with the research? 

What of the potential change in the participant? 

The researchers’ perspectives have changed continually throughout this project and as the data and 

themes emerged, some have challenged his pre-conceived ideas. One striking example of this was 

how widely fear was cited by patients an HCPs alike as being motivational for people to change health 

behaviours. This was at odds with the researchers own professional experiences and runs contrary to 

much contemporary literature on the ethical aspects of fear as a communication tool as well as its 

effectiveness. Indeed, hearing many patients essentially ask for information to be delivered more 

pointedly was unexpected and the researchers’ perspectives on this shifted. However, it did emerge 

later into the process (phase III interviews) that some patient participants talked through this 
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particular aspect and outlined that perhaps there are some drawbacks to the utilisation of stark 

messaging as a communication tool. Some HCPs in phase II raised similar views to the researcher.  

Perspective change was also evident from some of the comments of the HCPs who also outlined, on 

reflection, that their perspectives on things have been challenged following their involvement with 

this research and that they may take this into their practice in future. 

 

Do the researcher and participants share the same language, especially if and where they come from 
different health disciplines?  

 

All participants had English as a first language / were fluent in English. The technical language was kept 

very patient-friendly in phases I and III and the language used in phase II was non-jargoned and 

contextualised – so there was little / no misunderstanding in respect of the terminology and languages 

used as was reflected within the respondent validation. Where any HCPs used terminology unfamiliar 

to the researcher, they were asked to clarify and explain (where necessary).  

 

Are there any power differentials between the researcher and participant based on positions held 

(present or past), health discipline or education? 

Very few power differentials were detected by the researcher, though this does not mean that they 

did not exist or were not detected by other participants. Two of the patient participants were initially 

reluctant to speak ill of HCPs (as the researcher is one) but the researcher reassured them that it was 

a safe space to do this and would not be taken in offence. This did lead to a candid expression of this 

patients’ frustrations. Perhaps the most telling aspect was that the phase III interviews appeared to 

result in slightly greater levels of frustration with HCPs being aired and this may have been due to the 

patients in the group interview having the security of fellow patient participants in broad agreement 

with certain issues and that may have overcome any initial trepidation that they may have felt about 

airing such matters if it was just an interview with them and the (HCP) researcher.  

The only other point of note was in the HCP group where the FHP inferred something of an inferiority 

complex as outlined earlier. However, this was not detected as being something that was reflective of 

the relationship and rapport between the researcher and this participant. 

 

Are questions (or prompts) inadvertently shaped by popular (perhaps fleeting) scholarly opinion? 

Within the patient interviews, the answers given were clearly driven from deep, personal experience 

with little / no acknowledgement of how those perspectives may or may not sit in the world of 
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scholarly opinion on the subject. Whilst the HCP answers were also usually drawn from personal 

experience, but there were some nods to the literature that they were aware of – not least by some 

who spoke of the importance of messaging that they had derived from the literature and / or 

professional CPD that they had attended on patient communications. It was interesting to note that 

such nuanced points appeared to be the outliers relative to the more direct points offered by 

participants speaking of lived, personal experience. The questions posed by the researcher attempted 

to take presumption out of it, but the wording, at times, did default a little towards a slightly leading 

or driven tone, whilst some questions or prompts may have been somewhat presumptive. However, 

these were noted by the researcher during the transcribing and the early data analysis to provide a 

level of cognisance that the researcher will have been producing some influence over the data 

generated. This, however, is deemed to be an unavoidable consequence of interviewing patients and 

using tools of language to build rapport and interrogate the answers given. As such, efforts taken to 

recognise and account for this influence has been adopted throughout.  
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Data Analysis Reflection 

In keeping with the ‘reflexivity matrix’ in section 3.10 and an outline of how reflection was used within 

this project, the third reflective commentary is presented here following data analysis. This reflective 

commentary addresses cells 7 and 8 of the ‘reflexivity matrix’ in Figure 3. 

 

How does the researcher experience in the field shape the analysis?  

Whilst this is a subject area that is of enormous professional interest to me and previous research 

studies looking into the role of patient education and self-care will have provided me with some 

experience and understanding in this area – the methodological approach of IPA was new to me. As a 

consequence of this, I required guidance and help from more experienced researchers in this area (my 

supervisors) and this was hugely beneficial at helping me analyse the data extremely thoroughly. This 

process not only led me to undertaking deeper and more complex analysis, it also benefitted from 

having three sets of eyes on the data and the inferences that were drawn from them.  

My academic supervisor provided an expert perspective on theories of patient behaviour and IPA. My 

professional supervisor provided expertise in qualitative analysis in a Podiatric context and I was able 

to bring my own area of specialist interest and knowledge (Diabetes). Collectively, this facilitated 

excellent and constructive discussions around the data which, in turn, allowed for a much more robust 

set of findings to be taken away from the raw study data. This was particularly evident when the 

findings needed to be situated in the literature. Whilst I was able to understand the findings in the 

context of the literature around the foot in diabetes, I needed the guidance and support of my 

supervisors to house this within wider theoretical frameworks of behaviour theory and national 

policies and trends within the sphere of Podiatry.  

 
Are some data dismissed as being commonplace, whereas they might warrant deeper interrogation? 
 

The methodological approach of IPA was specifically chosen to allow all participant stories to be treated 

with equal weight and value. Inherent in this was that every transcript was coded, analysed and had a 

narrative account written up for. Whilst it may still be possible that some data was overlooked, this 

approach reduced the likelihood of that taking place. The themes that came through from the participant 

accounts included both the expected and the unexpected. All topics, subthemes and themes were 

considered against the existent literature and where the findings of this study corroborated what were 

widely understood phenomena, less analytical attention was given to those areas than ones which perhaps 

added new insight or perspective. That said, they were still presented and identified.  
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One risk that my professional supervisor warned me about prior to the analysis of the data was to be on 

the lookout for “the dog that doesn’t bark”. By this she meant that it can be easy to dismiss one piece of 

information that someone provides in their interview if it is only uttered by them and is not repeated by 

others to produce a theme. Despite the fact that it may just be one datum, it could be of real interest or 

value to the study. I took this advice on board and was conscious of this as I was analysing the data. The 

one specific example of where a comment was made by just one participant as a slight sojourn from what 

we were discussing was when Jessica (Nurse) discussed her concerns about how HCPs may judge patients. 

This was not a point that was prompted by any questioning and was not a point raised by other HCPs in 

that phase of the study. However, it was striking and insightful and did lead to its inclusion in the write up 

of the study findings. Whilst it is possible that this was noticed because it aligned with some of my 

professional biases around the possible negative impacts that can come from patient-HCP interaction, the 

fact that I came into the analysis using IPA and with advice to be careful not to ignore isolated points raised 

by the participants undoubtedly contributed to me paying attention to this useful input from Jessica. 

 
 
 
To what extent does the researcher consider the balance of analytical authority to rest with the 
participant or with the researcher? How does the researcher moderate any drive for the outcomes 
that might inadvertently lead to data omissions or fabrications? 
 
 
Ultimately, I feel that the analytical authority rests with the researcher as the individual who has 

thoroughly analysed the data from multiple angles and utilised the support and guidance of expert 

supervisors to help shape that analysis. However, I have been careful to ensure that participant 

perspectives were accurately captured to ensure that the data was being analysed in a robust and 

trustworthy way. I am consciously aware that in hermeneutic phenomenology, the data is co-

constructed by researcher and participants alike. Thus, I was keen to prompt topics for the patient to 

discuss where my thoughts and opinions were as neutral as possible so as to allow the participants to 

more honestly express theirs. Using motivational interview techniques of reflections and summaries 

to help participants to understand and accurately outline their perspective helped to do this within 

the interviews and respondent validation used post-interview further helped to ensure that this was 

as robust as possible. Whilst the use of reflections and summaries unavoidably means that the 

researchers is co-constructing the data – this is to be expected within the methodological approach of 

the study and pre-study reflection helped me to understand my biases and seek to minimise them in 

the careful use of phrasing and communication within the interviews.  

 

 
 




