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Background Information
About HPRAC
The Health Professions Regulatory Advisory Council (HPRAC) was established under the Regulated
Health Professions Act, 1991 (RHPA), with a statutory duty to advise the Minister of Health and Long-Term
Care on the regulation of health professions and professionals in Ontario. This duty includes providing
advice on:
• Whether unregulated health professions should be regulated;
• Whether regulated health professions should no longer be regulated;
• Amendments to the RHPA;
• Amendments to a health profession’s Act or a regulation under any of those Acts;
• Matters concerning the quality-assurance programs and patient-relations programs undertaken by
health colleges; and
• Any matter the Minister refers to HPRAC relating to the regulation of the health professions.
In providing its advice and preparing its recommendations, HPRAC is independent of the Minister of Health
and Long-Term Care, the Ministry of Health and Long-Term Care, the regulated health colleges, regulated
health professional and provider associations, and stakeholders that have an interest in issues on which it
provides advice. This ensures that HPRAC is free from constraining alliances and conflict of interest and
that it is able to carry out its activities in a fair and unbiased manner.
HPRAC presents its recommendations in a report to the Minister. Recommendations are advisory only and
the Minister is not bound to accept HPRAC’s advice. The report is confidential, although the Minister may
choose to publicly release an HPRAC report. Any follow-up action is at the discretion of the Minister.
Should the Minister choose to accept HPRAC’s advice, the Ministry of Health and Long-Term Care is
responsible for implementation based on the direction of the government.
In developing its advice to the Minister, HPRAC strives to ensure that its processes are thorough, timely
and efficient, and built on a foundation of fairness, transparency and evidence-based decision-making.
HPRAC undertakes research to support its conclusions, drawing on organizations and individuals with
relevant expertise, in Ontario, other Canadian provinces and around the world, and adjusts its consultation
process for each profession it considers.

Introduction
The term “scope of practice” is used by regulatory colleges that register health professionals to define the
procedures, actions, and processes that are permitted for a registered individual. The scope of practice is
usually limited to that which individuals have received through education and clinical experience, and in
which they have demonstrated competency. Each jurisdiction has specific regulations based on entry
education as well as additional training and practice.
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Within the Ontario health professions’ regulatory framework, a scope of practice is defined as having four
key elements:
• A scope of practice statement;
• Controlled and authorized acts;
• The harm clause;
• Title protections. 1
When examining a profession’s scope of practice, HPRAC takes the following elements into consideration:
• The scope of practice statement;
• Controlled or authorized acts granted to the profession;
• The harm clause;
• Title protections;
• Exemptions or exceptions under the RHPA that may apply to the profession;
• Other legislation that may affect the profession;
• Relevant regulations developed under the profession’s own profession-specific Act; and
• Standards of practice, guidelines, policies and by-laws developed by the College.
All of these elements determine the profession’s scope of practice.

HPRAC’s Criteria for Scope of Practice Reviews
HPRAC’s recommendations will be based on its assessment of the profession’s ability to meet the criteria
for a change in its scope of practice, and the need for such a change.
When conducting a review of an application for a scope of practice change under the RHPA, HPRAC will
use the following criteria as guiding principles.
Relevance to the Profession
The profession should demonstrate that the requested change in scope of practice is rationally related to
the practice of the profession and to the qualifications and competencies of members of the profession. It
should describe whether the proposed change to the scope of practice provides recognition and authority
for existing competencies, or seeks to expand the scope of the practice of the profession.
Risk of Harm
If the proposed change in scope of practice presents an increased risk of harm to the public, the profession
should demonstrate how it intends to mitigate that risk, and how the training and competencies of members
of the profession provide assurance that patients or clients will be cared for within evidence-based best
practices.

1

Bohnen, Linda Guide to the RHPA:, 1994
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Relevance to the Health Care System and Relationship to other Professions
The profession should demonstrate that a change in the scope of practice is consistent with the evolution of
the health care delivery system, and particularly with changing dynamics between health professionals who
work in integrated, team-based and collaborative care models.
Sufficiency of Supervision and Need for Autonomy
The profession should demonstrate that a change in the scope of practice is the most appropriate, effective
and efficient means to provide clinical and patient care services, that delegation or supervisory structures
currently available are inadequate, and that the authority for independent or autonomous professional
activity is required in the provision of patient care.
Body of Knowledge
The profession should show that there is a systematic body of knowledge within the profession to perform
the activities being requested and that this change in role is broadly accepted within the profession.
Education and Accreditation
Members of the profession should demonstrate that they have, or will have, the knowledge, training, skills
and experience necessary to carry out the duties and responsibilities involved in the proposed change in
scope of practice. In addition, the profession should demonstrate that the education programs are
appropriately accredited by an approved accreditation body.
Leadership’s Ability to Favour the Public Interest
The profession’s leadership should show that it will distinguish between the public interest and the
profession’s self-interest and will favour the public interest at all times.
Profession’s Support and Willingness to Comply with Regulation
The profession should demonstrate that it supports the proposed change in scope of practice and that
compliance with regulatory requirements is likely among its membership.
Economic Impact
The profession should demonstrate an understanding and appreciation of the economic impact of the
proposed change in scope of practice for the profession, the public and the health care system.
Public Need
The profession should demonstrate that a significant public need would be met through the proposed
change in scope of practice.
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Completing an Application
Application Instructions
Overview
HPRAC will provide the applicant with a package of material, including this application guide (containing
HPRAC’s criteria for scope of practice reviews and standard application questions) and additional research
documents. Other relevant questions may also be asked of the applicant. The application package will also
be posted on HPRAC’s website for public review and comment, along with the applicant’s proposal, when it
is received.
The onus is on the applicant to provide sufficient evidence to HPRAC. Professions are strongly
encouraged to address HPRAC’s criteria for scope of practice reviews noted above when answering the
application questions below.
The review will only commence if the Advisory Council is satisfied, at its discretion, that all of the criteria
have been addressed and all supporting documentation has been submitted.
Documentation of Evidence
The applicant is required to include evidence that contains the best of the current research related to the
profession and/or issue. The evidence should logically support, and justify, the scope of practice review.
See Appendix A of this guide for more information.
Application Format
The proposal should follow the format and numbering sequence of the questions noted in the section
below.
The main body of the application should not exceed 40 pages in total with no more than 40 pages of
accompanying documents (i.e., appendices) attached for a total of 80 pages at a maximum. The
appendices may include items such as data tables, summaries of consultations/surveys, business plans,
etc.
The proposal should be typed using Arial font, 12 points, single-spaced on letter- size (8.5 x 11 inches)
paper.
The application and all supporting documents must be submitted in English. Two-sided printing is
encouraged. Please place your contact details, completed proposal and appendices into a binder, suitably
divided into different sections for each of the criteria.
In addition, the application and appendices must be submitted as one file in MS Word format. If it is not
feasible to submit appendices in MS Word format, you may submit them in PDF format. Any security
features in the PDF document must be disabled.
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The completed application package should include:
• Proposal for a scope of practice review, including appendices; and
• Access to information consent form (see Appendix B)
Proposals not meeting these guidelines may be returned for revision prior to review by HPRAC.
Deadline
The application and all supporting material must be submitted to HPRAC’s office by the assigned due date.

Questions
The questions in this section represent the structure of HPRAC’s scope of practice review. When preparing
an application for a change in scope of practice, the applicant should provide a response for each of the
questions. As mentioned previously, the proposal should follow the format and numbering sequence of the
following questions.
General Questions/Information
1. Does your current scope of practice accurately reflect your profession’s current activities, functions,
roles and responsibilities?
If the answer to question #1 is no, then please answer the remaining questions (only those that apply)
as thoroughly as possible.
2. Name the profession for which a change in scope of practice is being sought, and the professional Act
that would require amendment.
3. Describe the change in scope of practice being sought.
4. Name of the College/association/group making the request.
5. Address/website/e-mail.
6. Telephone and fax numbers.
7. Contact person (including day telephone numbers).
8. List other professions, organizations or individuals who could provide relevant information with respect
to the requested change in scope of practice of your profession.
Details of the Proposal
Legislative Changes
9. What are the exact changes that you propose to the profession’s scope of practice (scope of practice
statement, controlled acts, title protection, harm clause, regulations, exemptions or exceptions that may
apply to the profession, standards of practice, guidelines, policies and by-laws developed by the
College, other legislation that may apply to the profession, and other relevant matters)? How are these
proposed changes related to the profession and its current scope of practice?
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10. How does current legislation (profession-specific and/or other) prevent or limit members of the
profession from performing to the full extent of the proposed scope of practice?
Collaboration
11. Do members of your profession practice in a collaborative or team environment where a change in the
scope of practice and the recognition of existing or new competencies will contribute to
interprofessional health care delivery? Please describe any consultation process that has occurred with
other professions.
Public Interest
12. Describe how the proposed changes to the scope of practice of the profession are in the public interest.
Please consider and describe the influence of any of the following factors:
• Gaps in professional services;
• Epidemiological trends in illness and disease;
• Changing public need for services and increased public awareness of available services;
• Waiting times for health care services;
• Geographic variation in availability and diversity of health care providers across the province;
• Changing technology;
• Demographic trends;
• Promotion of collaborative scopes of practice;
• Patient safety;
• Wellness and health promotion;
• Health human resources issues;
• Professional competencies not currently recognized; and
• Access to services in remote, rural or under serviced areas.
13. How would this proposed change in scope of practice affect the public’s access to health professions of
choice?
14. How would the proposed change in scope of practice affect current members of the profession? Other
health professions? The public? Describe the effect the proposed change in scope of practice might
have on:
• Practitioner availability;
• Education and training programs, including continuing education;
• Enhancement of quality of services;
• Costs to patients or clients;
• Access to services;
• Service efficiency;
• Interprofessional health care delivery;
• Economic issues; and
• Other impacts.
15. Are members of your profession in favour of this change in scope of practice? Please describe any
consultation process and the response achieved.
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16. Describe any consultative process with other professions that might be impacted by these proposed
changes.
Risk of Harm
17. How will the risk of harm to the patient or client be affected by the proposed change in scope of
practice?
18. What other regulated and unregulated professions are currently providing care with the competencies
proposed as an expansion to your scope of practice? By what means are they providing this care (e.g.
under delegation, supervision or on their own initiative)?
19. Specify the circumstances (if any) under which a member of the profession should be required to refer
a patient/client to another health professional, both currently and in the context of the proposed change
in scope of practice.
20. If this proposal is in relation to a current supervisory relationship with another regulated health
profession, please explain why this relationship is no longer in the public interest. Please describe the
profession’s need for independence/autonomy in practice.
21. Does the proposed change in scope of practice require the creation of a new controlled act or an
extension of or change to an existing controlled act? Does it require delegation or authority to perform
an existing controlled act or subset of an existing controlled act?
22. If the proposed change in scope of practice involves an additional controlled act being authorized to the
profession, specify the circumstances (if any) under which a member of the profession should be
permitted to delegate that act. In addition, please describe any consultation process that has occurred
with other regulatory bodies that have authority to perform and delegate this controlled act.
Competencies/Educational Requirements for Practice
23. Are the entry-to-practise (didactic and clinical) education and training requirements of the profession
sufficient to support the proposed change in scope of practice? What methods are used to determine
this sufficiency? What additional qualifications might be necessary?
24. Do members of the profession currently have the competencies to perform the proposed scope of
practice? Does this extend to some or all members of the profession?
25. What effect will the proposed change in scope of practice have on members of your profession who are
already in practice? How will they be made current with the changes, and how will their competency be
assessed? What quality improvement/quality measurement programs should or will be put into place?
What educational bridging programs will be necessary for current members to practise with the
proposed scope?
26. How should the College ensure that members maintain competence in this area? How should the
College evaluate the membership’s competence in this area? What additional demands might be put
on the profession?
27. Describe any obligations or agreements on trade and mobility that may be affected by the proposed
change in scope of practice for the profession. What are your plans to address any trade/mobility
issues?
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Public Education
28. How do you propose to educate or advise the public of this change in scope of practice?
Other Jurisdictions
29. What is the experience in other Canadian jurisdictions? Please provide copies of relevant statutes and
regulations.
30. What is the experience in other International jurisdictions?
Costs/Benefits
31. What are the potential costs and benefits to the public and the profession in allowing this change in
scope of practice? Please consider and describe the impact of any of the following economic factors:
• Direct patient benefits/costs;
• Benefits and costs to the broader health care service delivery system;
• Benefits and costs associated with wait times;
• Workload, training and development costs; and
• Costs associated with educational and regulatory sector involvement.
32. Is there any other relevant information that HPRAC should consider when reviewing your proposed
request for a change in scope of practice?
In addition to questions 1-32, HPRAC may require the applicant to answer additional questions.
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Appendix A: What is Evidence?
Evidence concerns facts (actual or asserted) intended for use in support of a conclusion” 2
Types of evidence that inform the policy process can be grouped as research, knowledge/information and
economics (see table below). Evidence is usually sought to show effectiveness, the need for policy action,
guide effective implementation and/or show cost effectiveness (feasibility). 3 The table below is designed to
act as a guide for the applicant, as to what constitutes appropriate evidence for their proposal. The type of
evidence required will differ based on which criteria the proposal is addressing.
Types of Evidence

Examples*
Empirical evidence from randomized control trials (1) and other trials
Analytic studies such as cohort (2) or case control studies (3)

Research

Time series analyses (4)
Anecdotal (5)
Qualitative studies (6)
Before and after studies (7)
Surveys (8)

Knowledge and information

Results of consultation processes with networks/groups
Expert knowledge (9)
Grey Literature (10)

Economics

Financial Sustainability (11)

* See notes for definitions and further details.
Notes:
(1) Randomised control trials: 4 Randomised controlled trials are the most rigorous way of determining whether a cause-effect
relation exists between treatment and outcome and for assessing the cost effectiveness of a treatment. They have several
important features:
• Random allocation to intervention groups;
• Patients and trialists should remain unaware of which treatment was given until the study is completed-although such
double blind studies are not always feasible or appropriate;
• All intervention groups are treated identically except for the experimental treatment;
• Patients are normally analyzed within the group to which they were allocated, irrespective of whether they experienced
the intended intervention (intention to treat analysis); and
• The analysis is focused on estimating the size of the difference in predefined outcomes between intervention groups.

2

Oxman, A. D., Lavis, J. N., Lewin, S,. and Fretheim (2009). A support tools for evidence-informed health policymaking (STP) 1: What is evidence-informed
policymaking? Health Research Policy and Systems 7(Suppl 1):S1. Retrieved from: http://www.health-policy-systems.com/content/pdf/1478-4505-7-S1-s1.pdf
3
Bowen, S., and Zwi , A. B. (2005) Pathways to “evidence-informed” policy and practice: A framework for action. PLoS Med 2(7): e166. Retrieved from:
http://www.who.int/rpc/evipnet/Pathways%20to%20Evidence-Informed%20Policy%20and%20Practice%20a%20framework%20for%20action.pdf
4 Sibbald, B., and Roland. M. Understanding controlled trials: Why are randomized controlled trials important? British Medical Journal (BMJ), 316 : 201. Retrieved
from: http://www.bmj.com/content/316/7126/201.full
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(2) Cohort Study: 5 This study identifies a group of people and follows them over a period of time to see how their exposures
affect their outcomes. This type of study is normally used to look at the effect of suspected risk factors that cannot be controlled
experimentally, for example the effect of smoking on lung cancer.
(3) Case Control Study: 6 A case-control study is an epidemiological study (epidemiology is the study of factors that affect the
health and illness of populations) that is often used to identify risk factors for a medical condition. This type of study compares a
group of patients who have that condition with a group of patients that do not have it, and looks back in time to see how the
characteristics of the two groups differ.
(4) Time Series Analysis: 7 A time series is a collection of observations of well-defined data items obtained through repeated
measurements over time. For example, measuring the value of retail sales each month of the year would comprise a time series.
Data collected irregularly or only once are not time series. An observed time series can be decomposed into three components:
the trend (long term direction), the seasonal (systematic, calendar related movements) and the irregular (unsystematic, short
term fluctuations).
(5) Anecdotal: This may include observations, experiences etc., which are non-scientific in nature.
(6) Qualitative Studies: 8 Qualitative research uses individual in-depth interviews, focus groups or questionnaires to collect,
analyse and interpret data on what people do and say. It reports on the meanings, concepts, definitions, characteristics,
metaphors, symbols and descriptions of things. It is more subjective than quantitative research and is often exploratory and
open-ended.
(7) Before and After Study: 9 A before and after study measures particular characteristics of a population or group of individuals
at the end of an event or intervention and compares them with those characteristics before the event or intervention. The study
gauges the effects of the event or intervention.
(8) Surveys: 10 Survey research is one of the most important areas of measurement in applied social research. The broad area of
survey research encompasses any measurement procedures that involve asking questions of respondents. A survey can be
anything from a short paper-and-pencil feedback form to an intensive one-on-one in-depth interview.
(9) Expert Knowledge: Expert knowledge will be acquired through key informant interviews.
(10) Grey literature: 11 Grey literature is defined as: “Information produced on all levels of government, academia, business and
industry in electronic and print formats not controlled by commercial publishing i.e. where publishing is not the primary activity of
the producing body.” 12
Grey literature (also known as greylit) is not published commercially or indexed by major databases. While some greylit may be
of questionable quality, it can nonetheless have an impact on research, teaching and learning. Greylit may sometimes be the
only source for specific research questions. Although some grey literature research is published eventually, in many cases it is
not. Since greylit is often not subject to peer review, it must therefore be scrutinized accordingly. Some examples of grey
literature include:
• Theses and dissertations;
• Conference proceedings and abstracts;
• Newsletters;
• Research reports (completed and uncompleted);
National Health Service (NHS), Retrieved from: http://www.nhs.uk/news/Pages/Newsglossary.aspx
Ibid
7 Australian Bureau of Statistics (2008) Retrieved from:
http://www.abs.gov.au/websitedbs/d3310114.nsf/4a256353001af3ed4b2562bb00121564/b81ecff00cd36415ca256ce10017de2f!OpenDocumen
t
8 Supra, see note 5
9 Supra, see note 5
10 Colorado State University, Retrieved from: http://writing.colostate.edu/guides/research/survey/
11 University of British Columbia Library (2011). Retrieved from: http://toby.library.ubc.ca/subjects/subjpage2.cfm?id=878
12 International Conference on Grey Literature, Luxembourg definition, 1997 - Expanded in New York, 2004
5
6
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•
•

Published documents/reports (including policy evaluations and statistical analyses; and
Technical specifications, standards, and annual reports.

(11) Financial Sustainability: In order to demonstrate financial sustainability, a business plan is required. A business plan
allows a business to look ahead, allocate resources and prepare for problems and opportunities. A vital part of the business plan
is a projected budget template. A budget template should include projected profit and loss, costs (salaries, legal costs, rent, etc),
cash flow etc.
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Appendix B: Access to Information Consent Form
Proposals submitted will be considered by the Health Professions Regulatory Advisory Council (HPRAC)
and will help it to determine appropriate recommendations to make to the Minister. To ensure transparency
and encourage open dialogue, the information received by HPRAC may be posted on our website in
accordance with our Privacy Statement, available at www.hprac.org/en/privacy.asp.
Please note that unless requested and otherwise agreed to by HPRAC, any information or comments
received from organizations will be considered public information and may be used and disclosed by the
HPRAC. HPRAC may disclose materials or comments, or summaries of them, to other interested parties
(during and after the consultation period). An individual who makes a submission and who indicates an
affiliation with an organization in his or her submission will be considered to have made his or her
submission on behalf of the affiliated organization.
HPRAC will not disclose any personal information contained in a submission of an individual who does not
specify an organizational affiliation in his or her submission without the individual’s consent unless required
to do so by law. However, HPRAC may use and disclose the content of the individual’s submission to assist
it in fulfilling its statutory mandate.
HPRAC reserves the right to refuse to post a submission, in whole or in part, that, in its sole discretion is
unrelated to the issue under consultation, and/or, is abusive, obscene, harassing, threatening or includes
defamatory comments. If you have any questions about the collection of this information, you can contact
HPRAC at 416-326-1550.
By signing below I agree to the above statement.

Signature
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Jurisprudence Review on Chiropody, Podiatry and Models
of Foot Care in Ontario
Jurisprudence Review

This page has been intentionally left blank.

Chiropody & Podiatry
A Jurisprudence Review
August 2014

Health Professions Regulatory
Advisory Council

Table of Contents

Objective: ..................................................................................................................................................... 2
Part I: Chiropodists and Podiatrists ..................................................................................................... 2
Part II: Current Model of Foot Care ..................................................................................................... 2
Search Methodology: ................................................................................................................................. 2
Summary of Findings:................................................................................................................................ 3
Part I: Chiropodists and Podiatrists ..................................................................................................... 4
Part II: Current Model of Foot Care ................................................................................................... 11
Appendix A: Description of Databases ................................................................................................. 15
Appendix B: Part I: Chiropodists and Podiatrists – Search Results ................................................. 16
Appendix C: Part II: Current Model of Foot Care – Search Results ................................................. 17

1

Objective:
This jurisprudence review explores two subjects: legal cases relevant to the professions of
chiropody and podiatry and legal cases relevant to the current model of foot care in Ontario.
This information is to support the provision of advice to the Minister of Health and Long-Term
Care on whether and how there should be changes to the legislation regarding the chiropody
and podiatry professions and the current model of foot care in Ontario. This review was
conducted between June 9, 2014 and June 28, 2014. This jurisprudence review is limited to
Ontario as it was understood that the Minister was interested the scope of foot care in Ontario
specifically.

Part I: Chiropodists and Podiatrists
Chiropodist was understood to mean a medical professional certified to practice Chiropody as
outlined in the Chiropody Act, 1991. Podiatrist was understood to mean a medical professional
certified to practice Podiatry as outlined in the Chiropody Act, 1991.
The main focus of this review was on the controlled acts, registered titles and cases of
professional misconduct of Chiropodists and Podiatrists.

Part II: Current Model of Foot Care
To determine the current model of foot care in Ontario generally, this search explored a variety
of matters.
This search explored cases relating to Orthotists and Pedorthists. Both were understood to
mean professionals certified to produce orthotic and other supportive footwear devices. This
search also looked for cases relating to insurance fraud in the fitting and selling of orthotics and
foot care for elderly and diabetic patients.

Search Methodology:
The Legal Services Branch of the Ministry of Health and Long-Term Care searched the
LexisNexis Quicklaw legal database using a variety of search terms (see Appendix B and
Appendix C). Please see Appendix A for a description of the Quicklaw database. WestLaw
Canada and CanLii legal databases were not searched, as the “Diagnostic Sonographers: A
Jurisprudence Review” completed by the Legal Services Branch for HPRAC in 2011 and
updated in 2013 indicated that these databases almost entirely overlap with Quicklaw.
The searches were limited to Ontario case law. Appendix B and Appendix C describe the
methodology and search results in further detail.
2

Summary of Findings:
All search results were examined to determine relevance. Searches were conducted for Part I:
Chiropodists and Podiatrists and Part II: Current Model of Foot Care in Ontario. You will note for
both Parts that much of the relevant case law is more than 10 years old and discuss provisions
of certain pieces of legislation might not reflect what appears in the current version of the
legislation. I have noted in the case summaries where there exists a discrepancy between the
current version of the legislation and the version discussed in the case.
Please note that since certain cases were decided at more than one level of court, this review
includes only the decision of the highest level of court at which the relevant substantive issues
were decided.

Part I: Chiropodists and Podiatrists
The searches yielded 7 relevant cases. Topics relating to the practice of Chiropody and Podiatry
in Ontario include:
•
•
•
•

Right to prescribe (see Laine v Caplin)
Scope of practice and controlled acts (see R v Karim, Hillmer v Sheldon (Nadal),
Ladelpha v Myre, R v Zarras, College of Physicians and Surgeons of Ontario v Larsen)
Meaning of “morbid” found in the Chiropody Act as it relates to Chiropodists’ scope of
practice (see Ladelpha v Myre)
Restricted titles (see R v Ladelpha, R v Zarras, College of Physicians and Surgeons of
Ontario v Larsen)

Part II: Current Model of Foot Care
The searches yielded 3 relevant cases relating to the current model of foot care in Ontario:
•
•

Professional misconduct for failing to provide adequate care to a diabetic patient with
foot lesions (see Re Depass, Cottrelle v Gerrard)
Professional misconduct for prescribing orthotics without examining patients (see Re
Rahman)

Please note that there were few cases directly relating to the foot care of diabetic or elderly
patients or foot wound care generally. There were no cases relating to the scope of practice of
Orthotists or Pedorthists or insurance fraud relating to the fitting and selling of orthotics and
other supportive footwear.
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Part I: Chiropodists and Podiatrists

Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

Laine v Caplin
Ontario Court of Appeal
[1970] 1 O.R. 808
2
Quicklaw
Chiropod!
11-Jun-14
Chiropodists – scope of practice – right to prescribe
Referencing section 2(d) of the Pharmacy Act and section 4 of the
Chiropody Act, the Court of Appeal found that chiropodists had a
right to legally prescribe and pharmacists had a corresponding
right to honour prescriptions of drugs found in Schedule C of the
Pharmacy Act that were necessary to the external treatment of
morbid conditions of the nails and skin and the resulting minor
morbid conditions of the subcutaneous tissues of the human foot.
Note: The current version of the Pharmacy Act does not contain
the provision referring to the Chiropody Act which is discussed in
this case and the current version of the Chiropody Act provides
that chiropodists may prescribe drugs listed in the regulations.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance
Summary

R v Karim
Ontario Supreme Court - High Court of Justice (Divisional Court)
[1980] O.J. No. 495
0
Quicklaw
Chiropod!
11-Jun-14
Chiropodist – scope of practice – controlled acts
The accused was found to have unlawfully practised chiropody by
performing procedures such as paring away corn tissue by use of
a scalpel, as this was not a normal or proper function of a nurse.
Note: details of the accused’s conduct were sparse and the trial
decision was not available on Quicklaw.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Ladelpha v Myre
Ontario High Court of Justice (Divisional Court)
(1975) 6 O.R. (2d) 439
0
Quicklaw
Chiropod!
11-Jun-14
Chiropodist – scope of practice – administration of anaesthetic –
meaning of “morbid” in Chiropody Act
Ladelpha, a licensed chiropodist, administered a local anaesthetic
to the defendant using a hypodermic needle, and then made
incisions to remove calluses from her toes and removed cysts
underlying the calluses.
Under the Chiropody Act, chiropodists may treat “a morbid
condition of the nails and skin and resulting minor morbid
conditions of the subcutaneous tissues of the human foot.” The
court found that “morbid” meant “unhealthy” or “diseased” skin or
nail of the foot, not just “dead” skin.

Summary

Section 4 of the Chiropody Act does not prohibit the administration
of local anaesthetic by means of a hypodermic needle if this is
necessary for the proper treatment of minor morbid conditions of
subcutaneous tissue of the foot.
The court found that the plaintiff acted outside of the scope of a
chiropodist as the operation performed on the plaintiff was
substantial in nature.
Note: The current version of the Chiropody Act specifies that
chiropodists may administer injections that are listed in the
regulations.The current version also does not contain a reference
to “morbid conditions”.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

Hillmer v Sheldon (Nadal)
Ontario Court of Justice (General Division)
[1998] O.J. No. 5826
0
Quicklaw
podiatr!
09-Jun-14
Podiatrist – scope of practice – sterilization of instruments
Nadal was a podiatrist and treated Hillmer at his clinic by
providing him with injections. Hillmer contracted an infection. The
court found that the infection was caused by breach of proper
sterilization technique, which was the responsibility of Nadal.
Nadal’s staff performed the sterilization of the instruments he used
in his practice, however it was his responsibility to ensure that
staff were properly instructed on sterilization techniques. His
method of instructing senior staff and allowing them to instruct
junior staff was inadequate. There was no formal testing of staff to
determine whether they had learned the proper techniques. There
was also no routine or periodic training. No written instructions
were provided by Nadal, nor were his staff warned about the
importance of breaching sterilization techniques. There was no
routine checking of vials for expiration dates. The Med-E-jet
device was not properly sterilized between patients and this was
found to be the likely source of the infection.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

R v Ladelpha
Ontario County Court (Ottawa-Carleton County Court)
1970 O.J. No. 1532, 1970 3 O.R. 282
2
Quicklaw
podiatr!
09-Jun-14
Chiropodist – scope of practice – restricted titles
The accused, Ladelpha, used the title “Doctor” in the course of his
work, placed the title on stationaries, cheques, letterhead, and
used the title in other instances, contrary to section 53 of the
Medical Act. The accused argued that subsection 8(1)(c) of Reg.
53, R.R.O., 1960 under the Chiropody Act, which provided titles
that could be used by registered chiropodists or podiatrists,
created an exception to the general prohibition in the Medical Act.
The court interpreted subsection 8(1)(c) of Reg. 53, R.R.O., 1960
under the Chiropody Act and found that it did not create a general
exception to the prohibition, but instead specified which titles a
chiropodist or podiatrist could use.
Chiropodists may place after their names their degree in podiatric
medicine (D.P.M.) followed by the word “chiropodist” or
“podiatrist”, but are not permitted to used the title “Doctor” whether
as an occupational designation or scholastic title.
Note: This regulation was revoked and the current version of the
Chiropody Act provides a list of restricted titles.
The restrictions on the use of the title “Doctor” now found in the
Regulated Health Professions Act, 1991.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

R v Zarras
Ontario County Court (York Judicial District)
1971 O.J. No. 1662, 1971 3 O.R. 481
1
Quicklaw
podiatr!
09-Jun-14
Chiropodist – scope of practice – controlled acts – restricted titles
The accused was a registered chiropodist. On two patients, the
accused administered local anaesthetics and cut open the toes to
expose the bones and removed some bone. The court found that
cutting open the foot to expose toe bones and removing bone was
not “treating a morbid condition of the nails and skin and resulting
minor morbid conditions of the subcutaneous tissues of the
human foot”, which was the prescribed scope of practice for
chiropodists under the Chiropody Act.
The court found that the accused used the title “Doctor” as an
occupational designation and that he used the title “Doctor”
implying or calculated to lead be to infer that he was registered
under the Medical Act, both being contrary to the Medical Act. He
signed “Attending Physicians Statements” without properly
amending and without crossing out the initials “M.D.” The fact that
“Podiatrist” was written on the statement was not enough of a
distinction because there was no indication whether that
designation was in addition to or in substitution of M.D.
Note: This description of the scope of practice does not appear in
the current version of the Chiropody Act.
The current version of the Medicine Act does not contain a
restriction on the use of the title “Doctor”. The restriction of the use
of the title “Doctor” now appears in the Regulated Health
Professional Act, 1991.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

College of Physicians and Surgeons of Ontario v. Larsen
Ontario High Court of Justice
[1987] 62 O.R. (2d) 545, 45 D.L.R. (4th) 700
3 (1 from Ontario)
Quicklaw
podiatr!
09-Jun-14
Chiropodist – scope of practice – controlled acts - restricted titles
Controlled Acts
Larsen was a registered chiropodist. To treat a patient for a corn,
he injected the patient with anaesthetic and then made an incision
along the toe and inserted a drill into the joint space. He
prescribed this patient an oral antibiotic.
The court determined that this treatment was beyond the scope of
practice for a chiropodist as prescribed in the Chiropody Act since
this treatment was not treatment of morbid conditions of the nails
and skin and the resulting minor morbid conditions of the
subcutaneous tissues of the human foot. In this case, the patient’s
corn resulted from the condition of the bone, instead of the corn
resulting in the condition of the bone.
The court found that “subcutaneous tissues of the human foot”
means tissue lying between the dermis layer and the deep fascia
layer, including a layer of fat with connective and elastic fibres but
not including bone, joint capsule or tendon.

Summary

The court found that the prescription of drugs to be taken orally
and the administration of a subcutaneous anaesthetic by
hypodermic injection were outside chiropodists’ scope of practice
except where such activities are “necessarily incidental” to
treatment permitted by the Act.
Note: The current version of the Chiropody Act specifies that
chiropodists may administer injections and prescribe medications
that are listed in the regulations
Restricted Title
Larsen signed prescription slips for a patient as “Dr. G.A. Larsen”
and used the designation “Dr.” on his cheques and stationary and
was referred to as “doctor” by his nurse.
The court found that Larsen used the title “Doctor”, at least in part,
as an occupational designation, and thus violated the Health
Disciplines Act [now the Regulated Health Professions Act, 1991].
The court found that the prohibition on the use of the title “Doctor”
did not violate section 2(b) of the Charter (freedom of expression).
10

Part II: Current Model of Foot Care

Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

Re Depass
Ontario College of Physicians and Surgeons Discipline Committee
[2012] OCPSD No. 41
0
Quicklaw
diabet! /p (foot or feet)
24-Jun-14
Professional misconduct - diabetic patient with foot lesions
The Discipline Committee found professional misconduct relating
to the treatment of multiple patients. One patient, Patient A, a
diabetic, was admitted to the hospital on January 9, 2006. Dr.
Depass saw Patient A on January 10 and noted a bilateral pitting
edema with “evidence of crepitus throughout the left foot and left
leg. There was also an ulcer on the sole of Patient A’s left foot
with significant undermining and “evidence of fractured
metatarsals”. Dr. Depass did a minor excision of the edge of the
ulcer and ordered a diabetic diet and normal saline dressing for
the ulcer.
Patient A also saw other physicians, but was seen by Dr. Depass
on January 12. Dr. Depass noted: “subcutaneous air still
evident…? Settle with abc (antibiotic treatment)”; “sepsis? Getting
better… primary focus on left foot… needs further debridement…
surgical risk… Discuss with Dr. [R]” [physician seen by Patient A].
In the chart, Dr. Depass noted Patient A was getting better.
On January 16, Dr. Depass noted worsening necrosis on Patient
A’s left foot and new ulcers on the right foot. After an
interdisciplinary conference, Dr. Depass ordered, among other
things, to obtain consent for debridement of feet the next day. Dr.
Depass performed the debridement the next day.
Patient A’s condition worsened and on January 20, Dr. Depass
performed an above the knee amputation of the left leg.
The Discipline Committee found that Dr. Depass did not conduct
an adequate debridement of the left foot in that all of the necrotic
tissue was not resected soon enough.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Summary

Re Rahman
Ontario College of Physicians and Surgeons Discipline Committee
[2007] OCPSD No. 22
0
Quicklaw
Chiropod!
11-Jun-14
Professional misconduct – prescription of orthotics without
examining patients
Dr. Rahman signed approximately 25 orthotic prescriptions made
by a certified pedorthist without examining the patients himself.
The Discipline Committee found that this constituted an act of
professional misconduct.
The Discipline Committee found that the onus is on CPSO
members to be familiar with College policies which apply to his or
her practice, which included the requirement that physicians
examine patients personally before prescribing them medications.
The Discipline Committee found no evidence of financial gain by
Dr. Rahman.
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Case
Court
Citation
Noted Up
Source
Search Terms
Date Last
Accessed
Relevance

Cottrelle v Gerrard
Ontario Superior Court of Justice
[2001] O.J. No. 5472
3
Quicklaw
delegat! and (ortho! Or pedorth! Or podiatr! Or chirpod!)
June 24, 2014
Medical malpractice – diabetic foot care
Cottrelle was a long-term diabetic patient of Dr. Gerrard, a family
physician. In April 1993, Dr. Gerrard prescribed Cottrelle cream to
care for a corn in between her toes, without examining her
himself. On May 25, 1993, Cottrelle saw Dr. Gerrard and
complained of a sore foot. He prescribed her another cream. He
did not provide her with care nor did he request a follow-up
appointment.
On June 30, Cottrelle’s pain in her foot worsened with an open
sore and she visited in the Emergency Room. The treating
physician at the Emergency Room prescribed antibiotic
medication and told her to follow-up with the Emergency Room or
her family physician.
On July 2, Cottrelle visited Dr. Gerrard. Dr. Gerrard instructed her
that he would make an appointment for her with a skin specialist.
He did not provide care instructions or information relating to
vascular disease and signs of deterioration that she should watch
for. The court found that he did not examine her foot that day.
Cottrelle’s pain worsened, her foot turned black and gave off an
odour. She did not see a physician until she was taken by
ambulance to a hospital on July 20, 1993. Her leg was then
amputated.

Summary

The court found that Dr. Gerrard breached the standard of care
owed to Cottrelle as he should have diagnosed her with peripheral
vascular disease on May 25 and should have instructed her more
vigorously of modifiable risks (ie. smoking). By failing to examine
her foot on May 25 or follow-up or monitor her condition after July
2, he also did not meet the required standard of care. The court
found that Dr. Gerrard did not delegate his responsibility for care
of Cottrelle to the skin specialist as an appointment with the skin
specialist was not set until July 15 and was made for September,
1993.
The court ultimately found Dr. Gerrard liable to Cottrelle for the
loss of her leg.
13

Note:
The Court of Appeal reversed the finding of liability. The Court of
Appeal determined that the Superior Court wrongly found that Dr.
Gerrard’s actions caused Cottrelle to lose her leg, since evidence
indicated that she may have lost the leg anyways due to the fact
that she was a smoker, a long-term diabetic and had a family
history of diabetes.
The Court of Appeal found that it was open to the trial judge at the
Superior Court to find, based on the evidence before her, that Dr.
Gerrard breached the standard of care owed to Cottrelle.
However, the Court of Appeal stated, in obiter (ie. this
determination was not essential to the Court of Appeal’s final
decision), that there was conflicting medical evidence relating to
the standard of care in this case.
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Appendix A: Description of Databases
LexisNexis Quicklaw 1
LexisNexis Quicklaw offers access to a collection of databases including case law from all
Canadian jurisdictions, administrative tribunal decisions, legislation and legal commentary in the
form of texts, journals, newsletter and indexes. In addition to Canadian materials, LexisNexis
Quicklaw includes American case law and legislation and selected U.K. and Commonwealth
judgments. Decisions are in the form of digests or full text. They may be either electronic
versions of printed reports (e.g., Ontario Reports) or unreported current judgments 2 as received
directly from the courts. 3

1

http://rc.lsuc.on.ca/library/research_databases.htm
Unreported full text judgments from Canadian courts can be accessed through the “All Canadian Court Cases” group source.
(Quicklaw Source Information)
3
http://rc.lsuc.on.ca/library/research_databases.htm
2
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Appendix B: Part I: Chiropodists and Podiatrists – Search Results
Quicklaw was searched using the “All Canadian Court Cases” and “All Canadian Tribunal Case
Cases” feature, which contains all available reported and unreported full text judgments from
Canadian courts and tribunals as well as LexisNexis case law summaries. The search results
were limited to Ontario cases. The following table summarizes the search terms used and the
number of results each term yielded:

Date of Most
Recent
Search

Feature

Phrase Searched

Total Hits

Total
Relevant
Hits

"All Canadian Court Cases"
06/09/2014 - Limit to Ontario

podiatr!

40

4

"All Canadian Tribunal
06/09/2014 Cases" - Limit to Ontario

podiatr!

185

0

"All Canadian Court Cases"
06/11/2014 - Limit to Ontario

Chiropod!

46

3

"All Canadian Tribunal
06/11/2014 Cases" - Limit to Ontario

Chiropod!

345

0

Note:
The number of “Relevant” hits found in Appendix B and Appendix C does not match the number
of cases summarized in this review. For the purposes of producing Appendix B, cases were
deemed “Relevant” based on a preliminary reading of the cases. Some cases were
subsequently deemed not to be “Relevant” after consultation with Counsel at the Legal Services
Branch and thus are not included in the Summary of Findings. (eg. a case from the Consent and
Capacity Board, where a schizophrenic patient had diabetes and foot lesions, was deemed not
to be relevant to this Review because the patient’s diabetes and foot lesions were considered
by the Board for the purpose of assessing whether the patient was suitable for involuntary
admission to a hospital.)
These search terms yielded many results when the “All Canadian Tribunal Cases” feature was
used. Most, if not all of these cases were not relevant to the review of the scope of practice of
Chiropodists and Podiatrists. Most of these cases were Work Safety and Insurance Board
decisions, which referred to chiropodists or podiatrists that had treated workers who were
requesting coverage for foot care or who were acting as expert witnesses. Relevant cases
yielded when the “All Canadian Tribunal Cases” feature was used were decisions of the College
of Physicians and Surgeons of Ontario Discipline Committee.
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Appendix C: Part II: Current Model of Foot Care – Search Results
Quicklaw was searched using the “All Canadian Court Cases” and “All Canadian Tribunal Case
Cases” feature, which contains all available reported and unreported full text judgments from
Canadian courts and tribunals as well as LexisNexis case law summaries. The search results
were limited to Ontario cases. The following table summarizes the search terms used and the
number of results each term yielded:
Date of Most
Recent
Search

Feature

Phrase Searched

Total Hits

Total
Relevant
Hits

06/11/2014

"All Canadian Court Cases"
- Limit to Ontario

Orthot! or Pedorth!

94

1

06/11/2014

"All Canadian Tribunal
Cases" - Limit to Ontario

Orthot! or Pedorth!

975

0

"All Canadian Court Cases"
06/12/2014 - Limit to Ontario

Orthos*s

15

0

"All Canadian Court Cases"
06/12/2014 - Limit to Ontario

((foot or feet) /3 care) or
((foot or feet) /3 surgery)

64

1

"All Canadian Tribunal
06/20/2014 Cases" - Limit to Ontario

((foot or feet) /3 care) or
((foot or feet) /3 surgery)

293

1

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

insurance /p fraud /p (foot or
feet)

19

0

insurance /p fraud /p (foot or
feet)

3

0

insurance /p fraud and
(podiatr! Or chirpod!)

1

0

1

0

118

0

497

0

06/24/2014

"All Canadian Tribunal
Cases" - Limit to Ontario

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario
06/24/2014

"All Canadian Tribunal
Cases" - Limit to Ontario

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

insurance /p fraud and
(podiatr! Or chirpod!)
delegat! and (ortho! Or
pedorth! Or podiatr! Or
chirpod!)
delegat! and (ortho! Or
pedorth! Or podiatr! Or
chirpod!)

06/24/2014

"All Canadian Court Cases"
- Limit to Ontario

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

controlled act! and (foot or
feet)

5

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

controlled act! and (foot or
feet)

3

0
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Date of Most
Recent
Search

Feature

Phrase Searched

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

controlled act! /p
(chiropodist or podiatrist)

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

Total Hits

Total
Relevant
Hits

0

0

diabet! /p (foot or feet)

53

1

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

diabet! /p (foot or feet)

319

3

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

diabet! And (foot /p (wound
or lesion))

16

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

diabet! And (foot /p (wound
or lesion))

61

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

diabet! /p (nurs! Care)

3

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

diabet! /p (nurs! Care)

16

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

(elderly or senior) /p foot
care

4

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

(elderly or senior) /p foot
care

5

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

(elderly or senior) /p wound

33

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

(elderly or senior) /p wound

27

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

personal support worker /p
(foot or feet)

1

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

personal support worker /p
(foot or feet)

12

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

licensure /p (foot or feet)

0

0

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

licensure /p (foot or feet)

1

0

misconduct /p (podiatr! Or
chiropod!)

1

0

50

0

0

0

"All Canadian Court Cases"
06/24/2014 - Limit to Ontario
"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

misconduct /p (foot)

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario

misconduct /p (podiatr! Or
chiropod!)
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Date of Most
Recent
Search

Feature

"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario
"All Canadian Tribunal
06/24/2014 Cases" - Limit to Ontario
"All Canadian Court Cases"
06/24/2014 - Limit to Ontario

06/24/2014
06/24/2014

"All Canadian Court Cases"
- Limit to Ontario
"All Canadian Tribunal
Cases" - Limit to Ontario

Phrase Searched

misconduct /p (foot)

Total Hits

Total
Relevant
Hits

53

0

fraud /p ortho!

3

0

fraud /p ortho!

9

0

prescri! /p (orthot! Or
pedorth!)
prescri! /p (orthot! Or
pedorth!)

9
300

Note:
The number of “Relevant” hits found in Appendix B and Appendix C does not match the number
of cases summarized in this review. For the purposes of producing Appendix C, cases were
deemed “Relevant” based on a preliminary reading of the cases. Some cases were
subsequently deemed not to be “Relevant” after consultation with Counsel at the Legal Services
Branch and thus are not included in the Summary of Findings. (eg. a case from the Consent and
Capacity Board, where a schizophrenic patient had diabetes and foot lesions, was deemed not
to be relevant to this Review because the patient’s diabetes and foot lesions were considered
by the Board for the purpose of assessing whether the patient was suitable for involuntary
admission to a hospital.)
These search terms yielded many results when the “All Canadian Tribunal Cases” feature was
used. Most, if not all of these cases were not relevant to the scope of practice of Orthotists or
Pedorthists, insurance fraud relating to the fitting and selling of orthotics, or foot care of elderly
or diabetic patients. Most of these cases were Work Safety and Insurance Board decisions,
which referred to the search terms in the context of requests by workers foot care coverage.
Relevant cases yielded using the “All Canadian Tribunal Cases” feature were decisions of the
College of Physicians and Surgeons of Ontario Discipline Committee.
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Health Professions Regulatory
Advisory Council

A Rapid Literature Review on
Scopes of Practice and Models of Foot Care in
Other Jurisdictions

SUMMARY OF MAIN FINDINGS
Scopes of Practice
 Over the past several decades, the term “podiatry” and the additional competencies
associated with it replaced the term “chiropody” and are generally accepted in the majority
of developed countries today. Ontario remains the only jurisdiction identified in this review
to use the chiropody model. In Ontario, podiatrists and chiropodists differ in their
education, service provision, and billing privileges.
 Scopes of practice for podiatrists across jurisdictions include the prevention, diagnosis,
treatment, and palliation of disorders and conditions of the foot such as full-body history
and physical examinations, setting or casting a fracture of a bone of the foot or lower leg,
gait analysis and manufacture and prescription of orthotics, and prescribing and
administering drugs. Notable differences among jurisdictions concern the use of X-rays,
administration of anaesthesia, amputation privileges, and treatment of systemic diseases
affecting the foot.
 Jurisdictional variations were identified on whether their scopes of practice for podiatrists
included the foot with or without the ankle and leg. In the US, the states of New York,
Virginia, and Texas recently changed the foot wound care and ankle surgery privileges,
access to areas above the ankle to harvest skin grafts, and the definition of the foot.
 Older people suffer from foot problems in greater proportions and degrees compared to
younger people. Further, unkempt toenails can cause or contribute to falls in older people
who may find it difficult to maintain their foot hygiene from arthritic hips or neglect due to
dementia. In the UK, low-level foot care, such as toenail cutting and tending to corns and
calluses, was identified as an area that required increased public funding.
 The conflicts between podiatry and other medical professions such as orthopaedic surgery
were highlighted in various jurisdictions including the US, Australia, and the UK in defining
the scopes of practice and medical boundaries for podiatry.
Models of Care
 Several jurisdictions highlighted the importance of multidisciplinary and integrated settings
for delivering foot care and identified podiatrists as key foot care team members. Other
team members included nurses, geriatricians, and orthopaedic surgeons.
 Podiatrists’ surgical skills and understanding of the biomechanics of the foot and ankle
were identified as important for a multidisciplinary approach to diabetic limb salvage (i.e.,
the preservation of a functional foot without the need for a prosthesis).
o Additional team members included dietitians, microbiologists, endocrinologists,
reconstructive surgeons, vascular surgeons, and physiotherapists.
o In several jurisdictions, people with diabetes were classified based on their risks of
foot diseases so that foot care could be provided by an appropriate health care
professional at a frequency appropriate to the patients’ needs and that the limited
number of podiatrists could be allocated to those who most need podiatrists’ skills.
o The need to provide timely access to foot care services was also noted for people
with diabetes.
 Several jurisdictions including Ontario, the US, the UK, Australia, and Demark provide
some public funding for foot care.
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OBJECTIVES
The requestor’s stated objectives were to identify and summarize the literature on the scopes of
practice and models of care for podiatry and chiropody in other jurisdictions. Specific information
was requested on the following:
 Trends and changes in the scopes of practice for podiatrists and chiropodists;
 Delivery of foot care (e.g., practitioners, consumers, practice settings);
 Payment models for foot care; and
 Diabetic care and senior care related to foot care.
For this update, the requestor was particularly interested in technical terms and details (e.g.,
different medical definitions of the foot as described in various legal documents).
SEARCH METHODS
Individual peer-reviewed articles were identified through the Ontario Ministry of Health and LongTerm Care’s computerized library database, PubMed, and Google Scholar. Grey literature was
identified through Google and relevant government websites. The search was limited to English
sources and therefore may not capture the full extent of initiatives in non-English speaking
countries.
The Medical Subject Heading (MeSH) terms “Podiatry”, “Chiropody”, “Accreditation”, “Certification”,
“Licensure”, “Health Services”, “Models, Organizational”, “Delivery of Health Care”, “Fees and
Charges”, “Financing, Organized”, “Aged”, and “Diabetes Mellitus” were used in combination with
the following keywords to identify relevant articles and documents for this review: “podiatry”,
“podiatrist”, “chiropody”, “chiropodist”, “foot care”, “scope of practice”, “authority”, “role”,
“professional responsibility”, “practice setting”, “regulation”, “model of care”, “framework”,
“payment”, “funding”, “compensation”, “fee”, “senior”, “aged”, “elderly”, “diabetes”, and “diabetic”.
A total of 56 references were identified and cited in this updated review: 19 narrative reviews/
overviews/commentaries from peer-reviewed journals, eight original research papers from peerreviewed journals, and 29 documents from the grey literature. Table 4 in Appendix B contains a
summary table with details for each of the sources cited in this review. In total, the searching for
relevant material and the writing of this review took approximately 16 days to complete by one
person.
DESCRIPTION OF THE FINDINGS
1. Limitations of the Literature
The majority of the articles from peer-reviewed journals (19/27) identified during the search for this
review were narrative reviews (rather than systematic reviews),a overviews, or commentaries and
may have been subject to the author(s)’ bias on the article topics. Further, limited information was
found on delivery of foot care and payment models for foot care.
a

For more information on different types of reviews, see Cochrane Library.
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2. Terminology
In some jurisdictions, the terms “podiatry” and “chiropody” or “podiatrist” and “chiropodist” were
reported to have identical meanings (South Carolina Code of Laws, 2013) and be used
interchangeably (Hayes & Bussey, 2011). However, according to the Ontario Podiatric Medical
Association,b in Ontario, there are important differences between podiatrists and chiropodists in
their education, service provision, and Ontario Health Insurance Plan (OHIP) coverage as follows:
 Podiatrists have post-baccalaureate and four-year Doctor of Podiatric Medicine (DPM)
degrees whereas chiropodists have post-secondary diplomas in chiropody;
 Podiatrists may communicate a diagnosis and perform surgery on bones whereas
chiropodists may do neither; and
 Podiatrists have OHIP billing privileges whereas chiropodists do not (Ontario Podiatric
Medical Association, 2014).
In this review, podiatry and chiropody are distinguished to be consistent with the podiatry and
chiropody models found in Ontario.
3. Scopes of Practice
Table 1 in Appendix A summarizes the scopes of practice for podiatrists (and chiropodists where
available) for each jurisdiction, highlighting some of the health care services and anatomy within
different jurisdictional scopes of practice. Table 2 in Appendix A further summarizes the podiatric
scopes of practice from US state statutes.
3.1. Podiatrists vs. Chiropodists
Initially, the term applied to the profession specializing in foot care across jurisdictions was
“chiropody.” Over the past several decades, the term “podiatry” and the additional competencies
associated with it have spread and are accepted in the majority of developed countries today
(Ontario Podiatric Medical Association, 2014) including the US (Sanders et al., 2010) and the UK
(Maher, 2013). In Canada, provinces other than Ontario admit new practitioners as podiatrists and
use the term “podiatry” (Health Professions Regulatory Advisory Council, 2008); chiropodists are
not entitled to practice in British Columbia, Alberta, Manitoba, and Quebec (Canadian Podiatric
Medical Association, n.d.). Ontario remains the only jurisdiction identified in this review to use the
chiropody modelc and includes both podiatrists and chiropodists as regulated health professionals.d
The Office of the Fairness Commissioner of Ontarioe defined the scopes of practice for both
podiatrists and chiropodists as “the assessment of the foot and the treatment and prevention of
diseases, disorders, or dysfunction of the foot by therapeutic, orthotic, or palliative means.”
The Ontario Podiatric Medical Association serves podiatrists in Ontario by advocating to government and other
stakeholders on behalf of the profession.
c As of July 1, 1993, new members registering with the College of Chiropodists of Ontario are required to be registered
as chiropodists. However, those podiatrists who registered with the College before July 1, 1993 are permitted to
continue to practice as podiatrists (Office of the Fairness Commissioner, 2007).
d The Chiropody Act in Ontario includes both podiatrists and chiropodists as regulated health professionals.
e The Office of the Fairness Commissioner ensures that everyone who is qualified to practice a profession that is
regulated in Ontario can get a licence to practice in the province.
b

Page 4 of 38

A Rapid Literature Review on
Scopes of Practice and Models of Foot Care in
Other Jurisdictions
However, while both professions are authorized to prescribe drugs and cut into the subcutaneous
tissues of the foot, only podiatrists are allowed to cut into the bony tissues of the forefootf and
communicate diagnoses to patients (Office of the Fairness Commissioner, 2007).
3.2. Health Care Services
Scopes of practice for podiatrists include the prevention, diagnosis, treatment, and palliation of
disorders and conditions of the foot (British Columbia Regulation, 2010). Several types of health
care services were identified from multiple jurisdictions and summarized below where available.
Use of Technologies
The Health Professions Act in British Columbia permitted podiatrists to apply X-rays for diagnostic
or imaging purposes, employ laser for cutting or destroying tissues, and authorize others to apply
ultrasound, electromagnetism, or X-rays (British Columbia Regulation, 2010). In contrast, the South
Carolina Legislature restricted podiatrists’ right to use X-rays for diagnostic, but not imaging,
purposes (South Carolina Code of Laws, 2013).
Administration of Anaesthesia
Legal documents from the states of California, South Carolina, and Wisconsin included the
administration of local, but not general, anaesthesia in the scopes of practice for podiatrists
(Medical Board of California, 2010; South Carolina Code of Laws, 2013; Wisconsin Statutes,
2014). However, in Wisconsin, podiatrists may use a general anaesthetic when it is administered
under the direction of a person licensed to practice medicine and surgery (Wisconsin Statutes,
2014). An overview of podiatry by a consultant podiatric surgeon in the UK reported that podiatrists
in the UK are also trained and able to administer local anaesthesia (Maher, 2013).
Prescription of Drugs
The Health Professions Act in British Columbia authorized podiatrists to prescribe, compound,
dispense, and administer drugs and inject intravenous fluids (British Columbia Regulation, 2010).
An overview of general podiatry (Hayes & Bussey, 2011) and a commentary on podiatric care for
early rheumatoid arthritis (Woodburn et al., 2010) by researchers in the UK stated that podiatrists
in the UK are also licensed to access and supply antibiotics, analgesics, and steroids.
Amputation of the Foot
The Medical Board of Californiag stated that DPMs, with their expertise in the care and preservation
of the diabetic foot, may perform partial amputations of the foot (Medical Board of California, 2010).
In contrast, the South Carolina Legislature prohibited podiatrists from amputating the foot or toes
(South Carolina Code of Laws, 2013).
Treatment of Systemic Diseases
The Health Professions Act in British Columbia (British Columbia Regulation, 2010) and the South
Carolina Legislature (South Carolina Code of Laws, 2013) prohibited any treatment of systemic
f The Health Professions Regulatory Advisory Council (2008) reported that in 1993, the practice of podiatry was capped
in Ontario, and some surgical privileges including backfoot surgery were removed in the province.
g The Medical Board of California is a state government agency which licenses and disciplines medical doctors in
California, US.
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diseases causing manifestations in the foot or lower limb. In contrast, the Australian Podiatry
Association of Victoriah stated that podiatrists are able to diagnose and treat any foot- and lower
limb-related complications of bone and joint disorders, soft-tissue and muscular pathologies, and
neurological and circulatory diseases (Australian Podiatry Association of Victoria, 2002).
Treatment of Other Conditions
Podiatrists are also allowed to:
 Manage skin and nail disorders, lower limb soft tissue disorders, and complex wounds and
treat bunions, nerve entrapments, and tendon disorders in the UK (Maher, 2013).
 Diagnose and treat lower extremity ulcers and harvest skin grafts from areas above the
foot and ankle to treat ulcers in Virginia (American Podiatric Medical Association, 2011).i
 Diagnose and treat foot injuries and infections from sports or other activities in Victoria,
Australia (Australian Podiatry Association of Victoria, 2002).
Other Health Care Services
Other podiatric services include:
 Medical history and physical examinations in the state of California (Medical Board of
California, 2010; Levy, 2012).
 Setting or casting a fracture of a bone of the foot or lower leg and reducing a dislocation of
a joint of the foot or lower leg in British Columbia (British Columbia Regulation, 2010).
 Gait analysis and manufacture and prescription of orthotics in the UK (Maher, 2013).
 Sharp debridement,j application of biomechanics, footwear modification and education,
neurovascular assessment, and toe pressure measurements in Australia (Butters, 2011).
 Assisting Doctors of Medicine (MDs) and Doctors of Osteopathic Medicine (ODs) in
podiatric or non-podiatric surgery in California (Medical Board of California, 2010).
3.3. Anatomy
Jurisdictions varied with respect to whether their scopes of practice for podiatrists included the foot
with or without the ankle and leg as follows:
 The Health Professions Act in British Columbia included the foot and the bones, muscles,
tendons, ligaments, and other tissues of the lower leg in the services provided by
podiatrists (British Columbia Regulation, 2010).
 According to the American Podiatric Medical Association, although the podiatric scopes of
practice statutes vary from state to state, all 50 states and the District of Columbia permit
the treatment of the foot; 44 statesk and the District of Columbia also permit the treatment
at or above the ankle (American Podiatric Medical Association, n.d.). The American

The Australian Podiatry Association of Victoria is an independent, member organization serving both the profession
and the community in Victoria, Australia.
i The American Podiatric Medical Association represents podiatrists in the US and provides foot and ankle health
information to the public.
j Sharp debridement refers to the use of a scalpel, scissors, or other instruments to cut dead tissue from a wound.
k The 44 states include all but Alabama, Kansas, Massachusetts, Mississippi, New York, and South Carolina (American
Podiatric Medical Association, n.d.).
h
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College of Foot and Ankle Surgeonsl summarized the states’ and District of Columbia’s
statutes on whether they include:
o The ankle, leg, or hand;
o The toe and (partial) foot amputation; and
o General anaesthesia (American College of Foot and Ankle Surgeons, n.d.).m
3.4. Change in Scopes of Practice
According to the American Academy of Orthopaedic Surgeons,n the US podiatric community has
pushed for the expansion of its scope of practice through state legislative, regulatory, and judiciary
means in recent years (American Academy of Orthopaedic Surgeons, 2012). For example, the
American Podiatric Medical Association aims to achieve a “uniform scope of practice” by 2015,
allowing podiatrists to treat patients in their specialty without restrictions (American Podiatric
Medical Association, 2007). Several jurisdictions in the US have changed their scopes of practice:
 In 2014, the state of New York expanded its scope of practice for wound care and surgery:
o According to the Office of the Professions in the New York State Education
Department,o effective February 17, 2014, podiatrists are no longer restricted to
wound care on the foot but may treat wounds if they are near and related to a
wound on the foot (New York State Education Department, 2014a).
o The Office of the Professions also stated that the Laws of 2012 expanded the
scope of practice for podiatry on ankle surgery privileges, enabling podiatrists
holding the privileges to perform certain procedures they had not previously been
authorized to perform (New York State Education Department, 2014b).p
 According to the American Podiatric Medical Association, effective July 1, 2011, podiatrists
in the state of Virginia are authorized to access areas above the foot and ankle to harvest
skin grafts in the treatment of ulcers (American Podiatric Medical Association, 2011).
 In litigation that began in 2002, the Texas Medical Association (TMA)q and the Texas
Orthopaedic Association (TOA)r challenged the definition of the foot that was expanded by
the Texas State Board of Podiatric Medical Examiners (TSBPME)s to include the ankle
(Reddy, 2005). In 2010, the TMA reported on the Texas Supreme Court’s decision on the
eight-year legal case to reject the TSBPME’s change in the definition of the foot that would

The American College of Foot and Ankle Surgeons is a professional society of foot and ankle surgeons founded in
1942 that addresses the concerns of foot and ankle surgeons in the US.
m The American College of Foot and Ankle Surgeons provided no date for the summary of the podiatric scopes of
practice from the statues (American College of Foot and Ankle Surgeons, n.d.). Therefore, it is unclear which of the two
sources – the American Podiatric Medical Association and the American College of Foot and Ankle Surgeons –
presented the most recent information.
n The American Academy of Orthopaedic Surgeons provides musculoskeletal education to orthopaedic surgeons and
others across the US and international jurisdictions.
o The New York State Education Department administers professional regulation in the state of New York through its
Office of the Professions.
p For the definition of the ankle and the detailed description of the ankle surgery privileges, see Podiatric Ankle Surgery
Privileges (New York State Education Department, 2014b).
q The TMA represents the physicians and medical student members across the state of Texas.
r The TOA represents the public policy interests of orthopaedic surgeons in the state of Texas.
s The TSBPME licenses podiatric physicians and regulates the practice of podiatric medicine in the state of Texas.
l

Page 7 of 38

A Rapid Literature Review on
Scopes of Practice and Models of Foot Care in
Other Jurisdictions
have allowed podiatrists to perform procedures on the bones and tissues of the lower leg
below the knee cap, including fractures that extend into the ankle joint (Conde, 2010).
The American Academy of Orthopaedic Surgeons cautioned against the expanded scopes of
practice for podiatry in some states by noting that all DPMs with or without post-graduate residency
or surgical training are now legally allowed to treat ankles and lower legs, contributing to variations
in the skills of licensed practitioners (American Academy of Orthopaedic Surgeons, 2012).
3.5. Senior Care
Two narrative reviews on podiatry by medical professionals and/or researchers in the UK reported
that older people are afflicted with foot programs in greater proportions compared to younger
people (Vernon et al., 2011; Mandy, 2008). Often associated with the musculoskeletal system, foot
problems can affect the mobility of older people who may have already-reduced mobility or other
medical problems affecting the foot, such as diabetes, and are unable to take care of their own feet
(Vernon et al., 2011). The authors noted that the provision of foot care for older people can
improve their mobility, independence, and quality of life (Vernon et al., 2011; Mandy, 2008).
However, a Letter to the Editor by medical professionals (Dindyal et al., 2009) and a commentary
on supporting older people with foot care by a Health and Social Care Policy manager (Ellis, 2006)
in the UK stated that public funding for basic foot care (e.g., toenail cutting) by the National Health
Service (NHS) is only available for people with diabetes or heart problems or who are at increased
risk of infections, leaving the rest of the population to tend to their own feet. The authors further
identified long, unkempt toenails as a frequent cause of or contributor to falls in older people, who
may find it difficult to maintain their foot hygiene from a lack of strength, arthritic hips, and neglect
due to dementia, and noted the need for training and special tools for cutting older people’s tough
toenails.
3.6. Allied Health Professionals vs. Physicians
Conflicts were identified in the US between podiatry and other medical professions in defining their
scopes of practice and medical boundaries. For example:
 A historical overview of podiatry by a DPM in the US stated that podiatry has allegedly
antagonized the physician profession for decades with their pursuit of an unrestricted
medical license (Levy, 2012). For example, the legal case in the state of Texas over the
definition of the foot highlights one such conflict (see Section 3.4, above).
 An overview of podiatric medicine by the Deputy Executive Director of the American
Podiatric Medical Association noted that while the scopes of practice for MDs and ODs are
determined solely by their education, training, and experience, those of DPMs are
determined by state laws and often influenced by politics (Levrio, 2009).
Others noted that podiatry has succeeded as a medical profession in establishing its niche:
 Two commentaries by chiropractors and/or researchers in the US (Murphy et al., 2008)
and the UK (Nancarrow & Borthwick, 2005) stated that podiatry established itself as a
respected and integrated health care profession despite the difficulties of encroaching on
the traditional territory of the well-established orthopaedics. In fact, DPMs in the US were
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included in Medicare as physicians within the scope of their practice in 1968 and granted
practice privileges in hospitals in 1977 (Levy, 2012).
A 2009 Australian study compared the workload of podiatric surgeons in the private sector
to that of orthopaedic surgeons in the public sector for the provision of great toe joint
surgery which is traditionally accepted as an area of expertise for the medically-trained
orthopaedic surgeons. The authors found that podiatric surgeons performed the surgery 216 times more often compared to orthopaedic surgeons and suggested extending the role
of podiatric surgeons within the Australian public sector (Gilheany & Robinson, 2009).

4. Models of Care
4.1. Multidisciplinary and Integrated Care
The need for and/or existence of multidisciplinary and integrated settings for delivering foot care
and the importance of podiatrists in these settings were recognized in several jurisdictions:
 According to the Australian Podiatry Association of Victoria, podiatrists establish and
maintain collaborative relationships with other health care providers, often within a sitebased, multidisciplinary team (Australian Podiatry Association of Victoria, 2002).
 A report by the Department of Health in Western Australia stated that integrated teams
consisting of medical, surgical, nursing, podiatry, and allied health professionals have been
shown to help heal wounds and ulcers, diminish the incidence of amputations, and
improve the prognosis for limb salvage (Government of Western Australia, 2010).
 According to an Australian pilot study, previous studies had found that: 1) podiatrists were
valuable core team members in high-risk foot care services at a number of tertiary
institutions; and 2) high-risk foot services were found in all major hospitals within
Melbourne and Victoria (Butters, 2011).
 The importance of podiatrists in multidisciplinary teams were also recognized in diabetes
care in the UK (National Institute for Health and Care Excellence, 2004) and the care for
rheumatology in the UK (Juarez et al., 2010; Woodburn et al., 2010) and New Zealand
(Rome et al., 2013; Rome et al., 2009).
Several documents were identified that discussed different practice settings for podiatrists:
 The results of a 2007 survey of podiatrists conducted by the American Podiatric Medical
Association showed that individual practice has decreased over the years (61% in 1996 to
50% in 2007 among the surveyed podiatrists). Of the surveyed podiatrists, 19% were in a
podiatric medical group, 16% were in a partnership, 7% were in a multi-specialty group,
and 2% were in an orthopaedic group (Al Fisher Associates, 2007).
 An overview of podiatric medicine by the Deputy Executive Director of the American
Podiatric Medical Association stated that podiatrists serve on the staffs of hospitals and
other facilities and collaborate with other professionals whether the podiatrists practice
individually or in a group (Levrio, 2009).
 A UK study on the integration of podiatric surgery within an orthopaedic department
contrasted the US system (where podiatric surgeons increasingly operate in orthopaedic
departments) with the UK system (where combined podiatric and orthopaedic units only
exist in isolated pockets) (Armanasco et al., 2012).
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4.2. Diabetes Care
Several important elements in providing diabetic foot care were identified and summarized below.
Disciplines
The importance of multidisciplinary approaches was also recognized for diabetic foot care:
 An overview of podiatry in diabetic limb salvage (i.e., the preservation of a functional foot
without the need for a prosthesis) by medical professionals in the US stated that
podiatrists’ surgical skills and understanding of the biomechanics of the foot and ankle are
important for a multidisciplinary approach to diabetic limb salvage (Kim et al., 2012).
 A position statement by Diabetes UKt reported that variations in the coordination of foot
care services leading to late referrals contribute to large variations in amputation rates
across England and supported the provision of foot care services by multidisciplinary
teams (Diabetes UK, 2013).
Several documents identified disciplines that are important for multidisciplinary approaches:
 A joint statement from the Society for Vascular Surgeryu and American Podiatric Medical
Association identified vascular surgeons and podiatrists as essential components of
multidisciplinary diabetic foot care teams along with orthopaedic surgeons, microbiologists,
endocrinologists, physiotherapists, pedorthists,v and orthotistsw (Sumpio et al., 2010).
 A historical perspective on team approaches to amputation prevention of the diabetic foot
by medical professionals in the UK stated that specialized diabetic foot clinics need to be
able to obtain rapid vascular, podiatric, and orthopedic opinions and arrange for
emergency admissions to the hospital (Sanders et al., 2010). The Scottish Diabetes Foot
Action Group recommended that foot clinics also have access to diabetes specialist nurses
and dietitians and be clear in their referral routes (Leese et al., 2011).
 An Australian study describing a multi-organization podiatric model of care for people with
diabetes also identified the need to involve general practitioners (GPs) who can coordinate
the management of people with diabetes (Perrin et al., 2012).
Risk Classification
In several jurisdictions, people with diabetes are classified based on their risk of foot diseases so
that foot care can be provided by an appropriate health care professional at a frequency
appropriate to the patients’ needs (Health Service Executive, 2011) and that the limited number of
podiatrists can be allocated to those who most need podiatrists’ skills (Leese et al., 2011).
 The Irish Health Service Executivex used an adapted version of the National Institute for
Clinical Excellence (NICE)y guidelines to classify people with diabetes into low, moderate,
or high risk for their National Diabetes Programme (Health Service Executive, 2011):
Diabetes UK is a diabetes charity across the UK.
The Society for Vascular Surgery is a not-for-profit professional medical society that advocates for vascular surgeons
and other medical professionals who work in vascular diseases across the US.
v Pedorthists are foot orthotic and orthopaedic footwear experts.
w Orthotists are professionals specifically trained and educated to design, fabricate, and fit orthoses.
x The Health Service Executive provides all public health services in hospitals and communities across Ireland.
y The NICE provides national guidance and advice to improve health and social care in the UK.
t

u
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o Patients at low risk of diabetic foot diseases are to be managed preventatively
through annual screening and regular foot examinations by primary care nurses
(i.e., practice, community-registered, public health, or senior-care nurses).
o Patients at moderate risk of diabetic foot diseases are to be referred by GPs to
podiatrists either in the community or a hospital for an annual review and remain
under the clinical governance of GPs and podiatrists or a hospital clinic with a foot
protection team consisting of representatives from diabetes consultants, diabetes
nurse specialists, and podiatrists based in the community or a hospital.
o Patients at high risk of diabetic foot diseases are to be seen at least annually by,
and remain under the governance of, a diabetes foot protection team.
o Active diabetic foot diseases (e.g., active foot ulcer) are to be managed by a
multidisciplinary specialist foot care team, comprising an endocrinologist, diabetes
nurse specialist, senior podiatrist, and other podiatrists, in conjunction with
vascular surgery, orthopaedics, and orthotics input as required.
Similar classification systems were identified in Scotland (see Figure 1 in Appendix A for
the stratification scheme) (Leese et al., 2011) and Australia (see Table 3 in Appendix A for
the classification systems in Ireland and Australia) (Perrin et al., 2012).

Timely Care
Some documents identified the need to provide timely foot care services to people with diabetes.
 A 2003 commentary on foot diseases and assessments for people with diabetes by
medical professionals in the UK noted that when new ulceration occurs, the patient should
be referred to podiatry or a foot care team within 24 hours (Duncombe et al., 2003).
 According to a 2009 narrative review on models of care in diabetic foot ulcers by medical
professionals in the UK, the NICE also recommended that all patients with a new foot care
emergency (e.g., new ulceration, swelling, discoloration) be referred to a multidisciplinary
foot care team within 24 hours. However, the authors stated that not all hospitals have a
multidisciplinary foot care team and even when such a team exists, it is not always
possible to gain access within the 24-hour timeframe (Ndip & Jude, 2009).
4.3. Payment Models
Several jurisdictions provide some public funding for foot care:
 According to the Ontario Podiatric Medical Association, in 1980 podiatrists provided
services in their clinics primarily on a fee-for-service basis under OHIP whereas
chiropodists were mainly employed in hospitals and other health care institutions on a
salaried basis in Ontario (Ontario Podiatric Medical Association, 2014). Today less than
20% of Ontario chiropodists practice in hospitals, community health centres, and in other
publicly-funded health care delivery institutions; the vast majority of them practice in
private clinics (Health Professions Regulatory Advisory Council, 2014).z
 Medicare in the US (Levy, 2012) and the NHS in the UK (Kilmartin, 2002; Turbutt, 1994 as
cited in Gilheany & Robinson, 2009) provide public funding for podiatry. In both countries,
z This information was obtained from a comment submitted by the Ontario Podiatric Medical Association to Ontario’s
Health Professions Regulatory Advisory Council during a stakeholder consultation period in 2014 (Health Professions
Regulatory Advisory Council, 2014).
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podiatric surgery may be incorporated into the public sector through independent units or
within general surgical or orthopaedic units (Gilheany & Robinson, 2009).
An Australian study describing a multi-organization podiatric model of care for people with
diabetes stated that podiatric services in Australia are provided by a combination of public
health services and the private sector (Perrin et al., 2012). According to a 2010 report by
the Department of Health in Western Australia, the majority of podiatrists (84-90%) work in
the private sector. Access to podiatrists in the public sector (10-16%) was noted as
severely limited by excess demand and relatively low staffing, requiring clinics to
implement strict eligibility and discharge criteria (Government of Western Australia,
2010).aa
A 2009 Australian study on the utilization of podiatric services stated that starting in 2004,
allied health services including those of podiatry were eligible for Medicare rebates through
the Enhanced Primary Care programbb for patients with chronic conditions or complex care
needs. The authors reported a marked increase in the number of podiatric consultations
provided from 2004 to 2008 (Menz, 2009).
A 2005 overview of health benefits by researchers in Denmark stated that foot care is
partially covered by public funds and requires referrals from GPs (Bilde et al., 2005).cc

The statistics were results from the 2007 Podiatry Labour Force Survey as cited in the 2010 Government of Western
Australia report.
bb The Enhanced Primary Care chronic disease management program is coordinated by the patient's GP who prepares
a management plan, initiates the referrals to allied health professionals, and reviews progress every six months. A
maximum of five allied health services are allowed per calendar year (Menz, 2009).
cc The authors referred to the type of providers as chiropodists instead of podiatrists (Bilde et al., 2005). No information
was found on whether Denmark applies the podiatry or chiropody model.
aa

Page 12 of 38

A Rapid Literature Review on
Scopes of Practice and Models of Foot Care in
Other Jurisdictions

APPENDIX A
Table 1. Scopes of Practice for Podiatrists and Chiropodists in Different Jurisdictions
Jurisdiction
Ontario

British
Columbia

Scope of Practice
The scope of practice for both podiatrists and chiropodists is the assessment of the foot and the treatment and prevention of diseases, disorders, or dysfunction of
the foot by therapeutic, orthotic, or palliative means. Chiropodists are authorized to prescribe drugs designated in the regulations, cut into the subcutaneous
tissues of the foot, and administer, by injection into the foot, a substance designated in the regulations. Podiatrists have the same authorized functions as
chiropodists listed above, but they are also authorized to cut into the bony tissues of the forefoot dd and communicate diagnoses (Ontario Podiatric Medical
Association, 2014; Baumann & Blyth, 2009; Office of the Fairness Commissioner, 2007).
“Podiatric medicine” means the health profession in which a person provides the services of prevention, treatment, and palliation of diseases, disorders, and
conditions of the foot and the bones, muscles, tendons, ligaments, and other tissues of the lower leg that affect the foot or foot function. However, it does not
include any treatment of the foot or lower leg that may affect the course of treatment of a systemic disease unless the treatment of the foot or lower leg is provided
in collaboration with a medical practitioner.
A podiatrist may do any of the following:
 Make a diagnosis identifying, as the cause of signs or symptoms of the individual, a disease, disorder, or condition of the foot or lower leg;
 Perform a procedure on tissue below the dermis of the foot or lower leg;
 Set or cast a fracture of a bone of the foot or lower leg;
 Reduce a dislocation of a joint of the foot or lower leg;
 Administer intravenous fluids by injection;
 For the purpose of arthroscopic surgery (i.e., surgery using an endoscope that is inserted through an incision near a joint and used for the visual
examination, diagnosis, and treatment of the interior of a joint)ee of the ankle, put an instrument or a device, hand, or finger into an artificial opening into the
body;
 Apply:
o Laser, for the purpose of cutting or destroying tissue; or
o X-rays, for diagnostic or imaging purposes, excluding X-rays for the purpose of computerized axial tomography;
 Issue an instruction or authorization for another person to apply, to a named individual:
o Ultrasound for diagnostic or imaging purposes, excluding any application of ultrasound to a fetus;
o Electromagnetism for the purpose of magnetic resonance imaging; or

The Health Professions Regulatory Advisory Council (2008) reported that in 1993, the practice of podiatry was capped in Ontario, and some surgical privileges including
backfoot surgery were removed in the province.
ee Medical definitions were interpreted using three online dictionaries (i.e., Merriam-Webster, Free Dictionary, Dictionary.com) and additional sources identified through Google
searches.

dd
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Manitoba

California

Connecticut

Georgia

o X-rays for diagnostic or imaging purposes, including X-rays for the purpose of computerized axial tomography;
 With respect to a drug specified in Schedule I or II of the Drug Schedules Regulation, B.C. Reg. 9/98:
o Prescribe the drug;
o Compound the drug;
o Dispense the drug; or
o Administer the drug by any method;
 Conduct challenge testing for allergies:
o That involves injection, scratch tests, or inhalation, if the individual being tested has not had a previous anaphylactic reaction (i.e., a severe, whole-body
allergic reaction to a chemical that has become an allergen); or
o By any method, if the individual being tested has had a previous anaphylactic reaction (British Columbia Regulation, 2010).
The practice of podiatry is the use of medical, physical, or surgical methods to prevent, diagnose, and treat ailments, diseases, deformities, and injuries of the
human foot but does not include treatment of systemic disease, except for the local manifestations in the foot. For the purpose of the Podiatrists Act, the human
foot includes the articulation of the tibia and fibula (i.e., the two bones of the lower leg from the knee to the ankle) with the bones of the foot and the muscles and
tendons directly affecting foot function. Subject to the regulations, in the course of practicing podiatry, a podiatrist may:
 Cut into the subcutaneous, ligamentous, and bony tissues of the foot and the tendons directly affecting the function of the foot;
 Inject substances into the foot; and
 Prescribe drugs (Manitoba Laws, 2001).
Doctors of Podiatric Medicine (DPMs) are licensed under Section 2472 of the State Medical Practice Act to assist Doctors of Medicine and Doctors of Osteopathic
Medicine in any surgery – podiatric or non-podiatric – in addition to performing foot and ankle surgeries. In addition, DPMs may:
 Perform full-body history and physical examinations in any setting for any patient.
 Perform partial amputations of the foot as far as proximal with the Chopart’s joint (i.e., the joint between two rows of bones in the tarsus (i.e., the ankle) that
divides the foot as the forefoot and backfoot).
 Administer intravenous sedation, although the administration of general anaesthesia may only be performed by an anaesthesiologist or certified registered
nurse anaesthetist (Medical Board of California, 2010).
“Podiatric medicine” means the diagnosis and treatment, including medical and surgical treatment, of ailments of the foot and the anatomical structures of the foot
and the administration and prescription of drugs incidental thereto. According to Connecticut state law, podiatric medicine shall include treatment of local
manifestations of systemic diseases as they appear on the foot. A doctor of podiatric medicine, licensed pursuant to Chapter 375 (Podiatry) of Title 20
(Professional and Occupational Licensing, Certification, Title Protection and Registration. Examining Boards) of the General Statutes of Connecticut, may
prescribe, administer, and dispense drugs and controlled substances (Connecticut Statutes, n.d.).
“Podiatric medicine,” which includes chiropody, podiatry, and podiatric medicine and surgery, means that portion of the practice of medicine identified by the acts
described in any one or more of the following:
 Charging a fee or other compensation, either directly or indirectly, for any history or physical examination of a patient in a person's office or in a hospital,
clinic, or other similar facility prior to, incident to, and necessary for the diagnosis and treatment, by primary medical care, surgical, or other means, of
diseases, ailments, injuries, or abnormal conditions of the human foot and leg;
 Holding oneself out to the public, either directly or indirectly, as being engaged in the practice of podiatric medicine;
 Displaying or using a title or abbreviation such as “Doctor of Podiatric Medicine,” “D.P.M.,” “Foot Doctor,” “Foot Specialist,” “Foot Surgeon,” “Foot and Ankle
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New York

Surgeon,” or other letters, designations, or symbols or signs of any type which expressly or implicitly indicate to the general public that the user renders
treatment to the foot, ankle, and leg under the provisions of Chapter 35 (Podiatry Practice) of Title 43 (Professions and Businesses) of the Georgia Code;
 Performing surgery on the foot or leg of a patient, except that when such surgery is performed under general anaesthesia it shall be permissible only when
said surgery is performed at a facility permitted and regulated as a hospital or ambulatory surgical treatment centre under Article 1 (Regulation of Hospitals
and Related Institutions) of Chapter 7 (Regulation and Construction of Hospitals and Other Health Care Facilities) of Title 31 (Health) of the Georgia Code
and when said general anaesthesia is administered under the direction of a duly licensed physician;
 Performing amputations of the toe; or
 Performing amputations distal to and including the tarsometatarsal joint (i.e., the joint between tarsal and metatarsal bones) in the foot but only when
performed in a facility permitted and regulated as a hospital or ambulatory surgical treatment centre under Article 1 of Chapter 7 of Title 31 and when
performed by a podiatrist who is certified by the board in meeting the requirements which shall be established by regulations of the board which have been
jointly approved by the board and the Georgia Composite Medical Board (Georgia Statutes, n.d.).
Prior to February 17, 2014, podiatrists were restricted to wound care on the foot. Effective February 17, 2014, the scope of practice for podiatry was expanded so
that podiatrists may treat wounds if they are near and related to a wound on the foot. A podiatrist may not, however, provide wound care beyond the level ending
at the distal tibial tuberosity (i.e., a large prominence of a shin bone serving for the attachment of muscles or ligaments) (New York State Education Department,
2014a).
Chapter 438 of the Laws of 2012 for New York State established two new credentials, the holders of which are authorized to perform podiatric ankle surgery. The
two new credentials are:
 Podiatric Standard Ankle Surgery Privilege: Podiatrists who hold a privilege to perform podiatric standard ankle surgery may perform surgery on the ankle
which may include soft tissue and osseous (i.e., bone-related) procedures, except those procedures specifically authorized for podiatrists holding a podiatric
advanced ankle surgery privilege.
 Podiatric Advanced Ankle Surgery Privilege: Podiatrists who hold a privilege to perform podiatric advanced ankle surgery may perform surgery on the ankle
which may include:
o Ankle fracture fixation;
o Ankle fusion;
o Ankle arthroscopy;ff
o Insertion or removal of external fixation pins into or from the tibial diaphysis (i.e., the shin bone shaft) at or below the level of the myotendinous junction
(i.e., the muscle-tendon junction) of the triceps surae (i.e., the triceps of the lower leg or calf muscles), but does not include the surgical treatment of
complications within the tibial diaphysis related to the use of such external fixation pins; and
o Insertion and removal of retrograde tibiotalocalcaneal (i.e., the ankle and subtalar combined) intramedullary rodsgg and locking screws up to the level of
the myotendinous junction of the triceps surae.
Possession of a podiatric ankle surgery privilege does not authorize:
 The surgical treatment of complications within the tibial diaphysis related to the use of external fixation pins;

ff

Ankle arthroscopy is a surgical procedure that uses a thin fibre-optic camera or “arthroscope” that magnifies and transmits images of the ankle to a video screen.
Intramedullary rods are a means of fracture fixation in which a long metallic implant is inserted at one end of a long bone through the medullary canal.

gg
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Partial or total ankle replacements; or
The treatment of pilon fractures (i.e., broken bones near the bottom of the shin bone at the ankle joint) (New York State Education Department, 2014b).

The practice of podiatry is defined as diagnosing, treating, operating, and prescribing for any disease, injury, deformity, or other condition of the foot and may
include performing physical evaluations in conjunction with the provision of podiatric treatment. For the purposes of wound care, however, the practice of podiatry
shall include the treatment of such wounds if they are contiguous with wounds relating to or originating from a wound on the foot or if they are in the course of
treatment of a wound on the foot within the podiatric scope of practice. Wound care shall not, however, extend beyond the distal tibial tuberosity.
The practice of podiatry may also include diagnosing, treating, operating, and prescribing for any disease, injury, deformity, or other condition of the ankle and soft
tissue of the leg below the tibial tuberosity if the podiatrist has obtained an issuance of a privilege to perform podiatric standard ankle surgery or advanced ankle
surgery in accordance with Section 7009 of Article 141 of the Education Law. Podiatrists may treat traumatic open wound fractures only in hospitals, as defined in
Article 28 of the Public Health Law. For the purposes of this article, the term “ankle” shall be defined as the distal metaphysis (i.e., the growing part of a long bone)
and epiphysis (i.e., the end of a long bone)hh of the tibia and fibula, the articular cartilage (i.e., the cartilage that covers the joint surfaces of bones) of the distal tibia
and distal fibula, the ligaments that connect the distal metaphysis and epiphysis of the tibia and fibula and talus (i.e., the entire ankle), and the portions of skin,
subcutaneous tissue, facia (i.e., a sheet of connective tissue covering or binding together body structures), muscles, tendons, ligaments, and nerves at or below
the level of the myotendinous junction of the triceps surae.

South
Carolina

Virginia

hh

The practice of podiatry shall not include treating any part of the human body other than the foot, treating fractures of the malleoli (i.e., either of the two rounded
protuberances on each side of the ankle), or cutting operations upon the malleoli unless the podiatrist obtains an issuance of a privilege to perform podiatric
standard ankle surgery or podiatric advanced ankle surgery. Podiatrists licensed to practice, but not authorized to prescribe or administer narcotics prior to the
effective date of this subdivision, may do so only after certification by the department in accordance with the qualifications established by the commissioner. The
practice of podiatry shall include administering only local anaesthetics for therapeutic purposes as well as for anaesthesia and treatment under general
anaesthesia administered by authorized persons. The practice of podiatry by any licensee shall not include partial or total ankle replacements nor the treatment of
pilon fractures (New York State Education Department, 2014c).
“Podiatry” shall mean the diagnosis and medical and surgical treatment limited to ailments of the human foot, except the administration of an anaesthetic other
than local.
 “Diagnosis” shall mean to ascertain a disease or ailment by symptoms and findings and does not confer the right to use X-ray other than for diagnosis.
 “Medical treatment” shall mean the application or prescribing of any therapeutic agent or remedy for the relief of foot ailments, except the medical treatment
of any systemic disease causing manifestations in the foot.
 “Surgical treatment” shall mean the use of any cutting instrument to treat a disease, ailment, deformity or condition of the foot but shall not confer the right to
amputate the foot or toes (South Carolina Code of Laws, 2013).
With the new legislation that updated the definition of the practice of podiatry in the state of Virginia, Podiatrists in Virginia are now authorized to diagnose and
treat lower extremity ulcers as well as access areas above the foot and ankle to harvest skin grafts in the treatment of ulcers (American Podiatric Medical
Association, 2011).

A long bone consists of a growing part (i.e., metaphysis) between the shaft (i.e., diaphysis) and the end (i.e., epiphysis).
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Wisconsin
Wyoming

UK

Victoria,
Australia

Australia

“Podiatry” or “podiatric medicine and surgery” means that branch or system of the practice of medicine and surgery that involves treating the sick which is limited
to conditions affecting the foot and ankle but does not include the use of a general anaesthetic unless administered by or under the direction of a person licensed
to practice medicine and surgery (Wisconsin Statutes, 2014).
“Podiatry” means the diagnosis or the medical, mechanical, or surgical treatment of the ailments of the human foot, ankle, and tendons that insert into the foot.
Podiatry also includes the fitting or the recommending of appliances, devices, or shoes for the correction or relief of minor foot ailments. The practice of podiatric
medicine shall include the amputation of the toes or other parts of the foot but shall not include the amputation of the foot or leg in its entirety. A podiatrist may not
administer any anaesthetic other than local. A general anaesthesia shall be administered in a hospital by an anaesthesiologist or certified nurse anaesthetist
authorized under the laws of Wyoming to administer anaesthesia. Podiatrists are permitted to use and prescribe drugs and controlled substances as may be
necessary in the practice of podiatry (Wyoming Statutes, n.d.).
A 2013 overview of podiatry by a consultant podiatric surgeon in the UK identified the management of skin and nail disorders, management of lower limb soft
tissue disorders, gait analysis, manufacture and prescription of orthotic shoe inserts, and management of complex wounds as podiatric services. The author also
reported that the most common conditions treated by podiatric surgery are bunions, hammer toes, hallux rigidus (i.e., a restricted mobility of the big toe due to
stiffness of the joint between metatarsal bones and digital bones of the foot especially when due to arthritic changes in the joint), nerve entrapments, soft tissue
lumps and bumps, and tendon disorders. The author also reported that podiatrists are trained to administer local anaesthesia (Maher, 2013).
A 2011 overview of podiatry by researchers in the UK stated that podiatrists are licensed to access and supply a limited range of prescription-only medicines
including antibiotics, analgesics, and steroids for intracapsular injection (i.e., injection within a capsule of a joint) (Hayes & Bussey, 2011). A 2010 commentary on
podiatric care for early rheumatoid arthritis by researchers in the UK also noted that podiatrists have access to analgesic, corticosteroid, and antibiotic medicines
(Woodburn et al., 2010).
Podiatry deals with the prevention, diagnosis, treatment, and rehabilitation of medical and surgical conditions of the foot and lower limb. The conditions podiatrists
treat include those resulting from bone and joint disorders such as arthritis and soft-tissue and muscular pathologies as well as neurological and circulatory
disease. Podiatrists are also able to diagnose and treat any complications of the above which affect the lower limb, including skin and nail disorders, corns,
calluses, and ingrown toenails. Foot injuries and infections gained through sport or other activities are also diagnosed and treated by podiatrists.
A range of skills are employed by podiatrists. Direct consultations include a clinical history composition, physical examination, diagnosis, preparation of a
treatment plan, and provision of a range of therapies. Clinical assessment techniques aim to secure a diagnosis and prognosis and take into account clinical,
medical, and surgical history, footwear, and occupational and lifestyle factors and may incorporate the use of diagnostic equipment such as vascularscopes or
radiology. Gait analysis will often be undertaken through visual or computerized means and might include range-of-motion studies, postural alignment evaluation,
or dynamic force and pressure studies (Australian Podiatry Association of Victoria, 2002).
A 2011 Australian pilot study on the impact of podiatry on interdisciplinary chronic wound care identified sharp debridement, application of biomechanics, footwear
modification and education, general wound management and treatment, neurovascular assessment, ankle brachial pressure indices,ii and toe pressure
measurements as podiatrists’ skills (Butters, 2011).

The ankle brachial pressure index test is a way to check one’s risk of peripheral artery disease. It compares one’s blood pressure measured at one’s ankle with one’s blood
pressure measured at one’s arm. A low ankle brachial pressure index number can indicate narrowing or blockage of the arteries in one’s legs, leading to circulatory problems,
heart disease, or stroke.
ii
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Table 2. Summary of Scopes of Practice for Podiatric Surgeons in the US

State
Alabama
Alaska
Arizona
Arkansas
California
Colorado
Connecticut
Delaware
DC
Florida
Georgia
Hawaii
Idaho
Illinois
Indiana
Iowa
Kansas
Kentucky
Louisiana
Maine
Maryland
Massachusetts
Michigan
Minnesota
Mississippi
Missouri
Montana
Nebraska
Nevada
New Hampshire
New Jersey
New Mexico
New York
North Carolina
North Dakota
Ohio
Oklahoma
Pennsylvania
Puerto Rico
Rhode Island
South Carolina
South Dakota
Tennessee
Texas
Utah
Vermont
Virginia
Washington
West Virginia
Wisconsin
Wyoming

Includes
Ankle

yes
yes
yes
yes
yes
yes
Silent
yes
yes
yes
yes
yes
Silent
yes
Silent
Silent
yes
yes
Silent
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
yes
Silent
yes
Silent
yes
yes
yes
yes
yes
yes
yes
yes
Silent

Allows Toe
Amputation
Silent
Silent
Silent
yes
Silent
yes
Silent
Silent
yes
yes
yes
Silent
Silent
yes
Silent
yes
Silent
Silent
Silent
Silent
Silent
yes
Silent
Silent
Silent
Silent
yes
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
yes
yes
Silent
Silent
yes

Allows
Allows
Foot
Partial Foot
Amputation Amputation
Silent

yes

Silent
Silent
Silent
Silent

Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent

yes
Silent

Silent
Silent
Silent
yes
Silent
yes
Silent
Silent
yes
yes
Silent
Silent
yes
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
Silent
yes

Includes
Leg

yes
yes

Includes
Hand

yes

yes

No Restrictions
on Where
Surgery is
Performed
yes
yes
yes

yes
yes
yes 2
yes
yes
yes

yes
yes
yes
yes
yes
yes

yes
yes 3

yes
yes
yes
yes 4
yes
yes
yes
yes
yes

yes
Silent

Silent
yes 3

yes
yes
yes

yes
yes
yes

yes
yes
yes
yes

yes
yes

yes

Silent

yes 4
yes
yes
yes
yes

yes

yes
yes
Silent
yes
Silent
Silent
Silent
Silent

yes

yes

yes
yes
yes
yes
yes
yes

Silent

yes
yes 4
yes 2
yes
yes
yes
yes

yes

Silent
Silent
Silent

Can
Administer
General
Anesthesia

yes

yes
yes 3
yes 3
yes 3

yes

The table summarizes the podiatric scopes of practice from state statutes (American College of
Foot and Ankle Surgeons, n.d.). “Silent” means that the statutes do not speak to the issue.
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Table 3. Risk Classification of the Diabetic Foot in Different Jurisdictions
Jurisdiction
Ireland

Victoria,
Australia

Risk Classification of the Diabetic Foot
The National Diabetes Programme was established in June 2010 under the Clinical Strategy and Programmes Directorate. In 2011, funding was received to
establish a national multidisciplinary foot care service for people with diabetes. Foot care management in diabetes is based on three categories of risk:

Patients “at low risk of diabetic foot disease” will be managed preventatively through annual screening and regular foot inspections/examinations by primary
care nurses (i.e., practice, community-registered, public health, or senior-care nurses). Low-risk foot patients have normal foot pulses, normal vibration and
sensation to 10g monofilament (i.e., a filament used to make sutures), no history of foot ulceration, no significant foot deformity, and no visual impairment.

Patients “at risk of diabetic foot disease” may be stratified as either moderate risk or high risk. All patients will be under regular surveillance by primary care
nurses/general practitioners (GPs). Patients being fully managed by the hospital clinic will receive their foot care from the foot protection team, consisting of
representatives from consultants, diabetes nurse specialists, and podiatrists based in the community or hospital.
o Moderate-risk patients will be referred by the GP to the podiatrist, either in the community or in the hospital, for an annual review. These patients will
remain under the clinical governance of the GP and podiatrist. Moderate-risk patients have either impaired peripheral sensation or impaired circulation or
significant visual impairment or a structural foot deformity.
o High-risk patients will be called to be seen at least annually by the diabetes foot protection team in one of the 16 designated centres, and will be under the
governance of the foot protection team for their foot care. High-risk patients have an abnormality that predisposes them to foot ulceration. This can be
impaired sensation and impaired circulation, or a previous foot ulcer, previous lower limb amputation, or previous Charcot foot.
 Patients with “active diabetic foot disease”, defined as patients with an active foot ulcer (i.e., a full thickness skin break) or a Charcot foot, will be actively
managed by a multidisciplinary specialist foot care service, in conjunction with vascular surgery, orthopaedics, and orthotics input as required. Their foot will
be examined at least once weekly or as required (Health Service Executive, 2011).
For more details on the classification system, see the Health Service Executive report (2011).
To develop a common language, an agreed risk classification system to identify patients’ risk of future foot morbidity was adopted. The University of Texas Diabetic
Foot Risk Classification System (UT risk) was chosen as it was deemed a reliable, valid, and predictive tool for identifying future foot health outcomes for people
with diabetes. The Podiatry Diabetes Model (PDM) of care was developed based on this system. According to the model, the person’s level of risk determined the
service most appropriate. Within the model, the multiple podiatric services are grouped into three categories (i.e., community, subacute, and acute):
 Patients who do not have an active diabetes-related foot complication (UT risk categories 0-3) should access podiatric services in the community.
 Patients with current, active diabetes-related foot complications or who were at high risk of such pathology (UT risk categories 3-6) should be managed by
the subacute podiatric services of the Diabetic Foot Clinic, which is a multi-disciplinary service that has an established track record in managing serious
diabetes-related foot morbidity. Health disciplines that are represented in the Diabetic Foot Clinic include podiatry, nursing, medical (rehabilitation speciality),
and orthotists.
 Patients admitted to an acute hospital ward should have contact with the acute podiatric service in addition to the medical, nursing, and allied health care
received as part of their admission.
The model also sets out a flexible, shared arrangement where patients with a history of diabetes-related foot complications (UT risk category 3) should be admitted
to both the community and subacute services in order to facilitate the appropriate level of podiatric input required at any given time. This shared admission
arrangement was developed in recognition that this group of people are at a very high risk of developing a new diabetes-related foot complication and have a
greater potential to move back and forth between the subacute and community services (Perrin et al., 2012).
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Figure 1. Foot Risk and Screening Stratification Scheme in Scotland

The figure summarizes the foot risk and screening stratification scheme in Scotland (Leese et al.,
2011).
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APPENDIX B
Table 4 – Description of the Content in the Articles and Grey Literature Being Summarized36
No.

Description

Reference
Review/Overview/Commentary Articles in Peer-Reviewed Journals

1

2

Purpose: This overview by a consultant podiatric surgeon describes podiatric surgery provided by the allied health professionals in
the UK. Relevant Information: Podiatry is the allied health profession responsible for the assessment, diagnosis and treatment of
the foot and lower limb. Formerly known as chiropody, the profession changed its name in the 1990s falling in line with other English
speaking countries. Over the last 40 years, podiatric surgery performed by podiatrists has become established as a viable, safe, and
cost-effective alternative to traditional models of service provision. Today, podiatrists are able to offer a range of treatments, including
the management of skin and nail disorders, management of lower limb soft tissue disorders, gait analysis, manufacture and
prescription of orthotic shoe inserts, and management of complex wounds. Podiatrists also graduate with the ability to undertake
minor surgical procedures (to address skin and nail lesions) and are also trained to administer local anaesthetics. The current scope
of practice in podiatric surgery is quite simply – the foot and its associated structures. In practice, the most common conditions
treated by podiatric surgery are hallux valgus (bunions), hammer toes, hallux rigidus, nerve entrapments, soft tissue lumps and
bumps, and tendon disorders. Podiatrists have an important role within multidisciplinary healthcare teams and work closely with
nurses and doctors, particularly in the fields of tissue viability, diabetes, and rheumatology.
Purpose: This overview by medical professionals describes the role of a podiatrist in diabetic limb salvage in the US and
internationally. Relevant Information: A podiatrist is a limited scope physician with expertise in the assessment and treatment of
pathologies of the structures related to the foot and ankle. Although there are regional differences in the scope of practice within the
United States, all include assessment and treatment of disorders of the foot, and most states include the ankle. Internationally,
chiropodists also provide conservative care for the foot but often do not perform surgery. Functional amputations and long-term postoperative care are also important aspects of podiatric care. The podiatrist brings a comprehensive understanding of the biomechanics
of the foot and ankle and skills to perform the necessary surgical interventions. While the field of podiatry continues to evolve as a
surgical subspecialty with increasing training requirements and standardization, the clinical and surgical role of a podiatrist as a key
contributor to the diabetic limb salvage team is now well established through evidence-based practices.

Maher, A. (2013). Podiatry: An
illustration of surgery provided
by allied health professionals.
Journal of Perioperative
Practice, 23(10), 218-21.

Kim, P. J., Attinger, C. E.,
Evans, K. K., & Steinberg, J. S.
(2012). Role of the podiatrist in
diabetic limb salvage. Journal
of Vascular Surgery, 56(4),
1168-72.

Please note the studies, programs, and findings presented in this table may originate from jurisdictions with health systems that are significantly
different from Ontario's. If there is intent to draw heavily from one or more sources presented in this table, we recommend that you contact the lead
author of this review for assistance with evaluating the local applicability.
36

Page 21 of 38

A Rapid Literature Review on
Scopes of Practice and Models of Foot Care in
Other Jurisdictions
No.

Description

Reference

3

Purpose: This historical overview by a Doctor of Podiatric Medicine (DPM) describes the historical and current status of DPMs in the
US. Relevant Information: Many of the current initiatives in podiatric medicine may be perceived by some as “antagonizing the
physician”. Medicare included DPMs as physicians within the scope of their practice in 1968. In 1977, the American Medical
Association and the American College of Surgeons finally recognized the right of DPMs to have practice privileges in hospitals based
on their education, training, and experience. Then in 1976, podiatric medical house staff (residents) were recognized by the Joint
Commission of Health Care Organizations, which also confirmed that DPMs can perform the medical history and physical
examination for patients admitted to hospitals subject to state laws and the endorsement by a duly licensed Doctor of Medicine (MD)
or Doctor of Osteopathic Medicine (OD). Although podiatric medicine hardly resembles what it was 80 years ago, the present
movement by many DPMs to also acquire an MD or OD degree and an unrestricted medical license has escalated significantly since
2000.
Purpose: This overview by researchers describes podiatry in the UK. Relevant Information: Podiatry is a fundamental discipline
within medicine that goes beyond trimming toenails, removing hard skin, and relieving painful bunions. The scope of practice for
podiatrists in the UK includes the use and supply of a limited tariff of prescription-only medicines (e.g., antibiotics, analgesics,
steroids), injection therapy, and non-invasive surgery as well as the management of long-term conditions such as diabetes, lower
limb biomechanical dysfunction, and ambulatory foot surgery. Podiatric surgery in the UK is also not a recent development, with the
first training in podiatric surgery having been developed over 30 years ago. The terms “podiatry”, “chiropody”, and “foot healthcare”
are often regarded as interchangeable.
Purpose: This overview by medical professionals describes a national approach to diabetic foot care in Scotland. Relevant
Information: While the number of patients who have diabetes in Scotland has more than doubled over the last ten years, there has
been no corresponding increase in the number of podiatrists. In light of this, the skills of podiatrists need to be used more efficiently.
Since it is not possible for most podiatrists to see all patients with diabetes routinely, podiatrists should see patients who need their
skills most. Foot screening and foot risk stratification programmes have been recommended in an attempt to help this process, as
foot screening should detect patients at greatest risks of developing foot problems. While multidisciplinary foot clinics can reduce the
rates of amputations, there is no consensus as to what defines a multidisciplinary foot clinic. The Foot Action Group established a
consensus that the clinic should include a podiatrist and consultant diabetologist who are always present, with an experienced
orthotist being co-located with the main diabetes foot clinic, such that the podiatrist and orthotist can see patients together if needed.
The clinic should have access to a diabetes specialist nurse and dietitian, vascular surgeon, orthopaedic surgeon, rapid access to an
X-ray department within one working day, and the facility to admit patients at any time. It became apparent that this is a useful model
where there is a large population base but is not necessarily applicable for remote and rural areas. It is also important that
multidisciplinary foot clinics are easily accessed and that the referral routes into and out of the clinics are clear. Delayed referrals from
community to specialist foot care are a common problem and may be partly due to cumbersome referral pathways.

Levy, L. A. (2012). A historical
and current analysis for the
DPM acquiring an MD or DO
degree and an unrestricted
medical license. Journal of
American Podiatric Medical
Association, 102(2), 172-6.

4

5

Hayes, C., & Bussey, S.
(2011). Podiatric medicine
unravelled. British Journal of
Healthcare Assistants, 5(12),
596-9.
Leese, G. P., Stang, D., &
Pearson, D. W. (2011). A
national approach to diabetes
foot risk stratification and foot
care. Scottish Medical Journal,
56(3), 151-5.
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6

Purpose: This narrative review by medical professionals and researchers describes podiatric services for the management of foot
problems in older people in the UK. Relevant Information: Older people are subject to the same classes of foot problems as the
general population, but larger numbers are affected, and their problems can be compounded by the presence of other conditions,
such as diabetes, which place the foot at greater risk. Foot problems can affect mobility and be associated with toenails, soft tissues,
and the general musculoskeletal system. At its most basic level, simple foot care is sometimes required for people unable to provide
it for themselves due to increasing age, reduced mobility, or other medical problems. Podiatrists work to improve the mobility,
independence, and quality of life for their patients by providing preventative care, diagnosis, and treatment of a wide range of
problems affecting feet, ankles, and lower limbs. A wide variety of treatment modalities can be used to reduce pain and preserve or
improve foot health including manual debridement, applying medicaments or padding, using thermal and surgical techniques, and the
manufacture of orthoses.
Purpose: This historical perspective by medical professionals in the UK highlights some of the pioneers, milestones, teams, and
system changes that have had a major impact on the management of the diabetic foot during the past 100 years. Relevant
Information: In 1934, American diabetologist Elliott P. Joslin noted that mortality from diabetic coma had fallen from 60% to 5% after
the introduction of insulin, yet deaths from diabetic gangrene of the lower extremity had risen significantly. He believed that diabetic
gangrene was preventable. His remedy was a team approach that included foot care, diet, exercise, prompt treatment of foot
infections, and specialized surgical care. The history of a team approach to management of the diabetic foot chronicles the rise of a
new health profession, Podiatric Medicine and Surgery, as well as the emergence of the specialty of Vascular Surgery. The
partnership between the diabetologist, vascular surgeon, and podiatrist is a natural one. The complementary skills and knowledge of
each can improve limb salvage and functional outcomes. Comprehensive multidisciplinary foot care programs have been shown to
increase quality of care and reduce amputation rates by 36% to 86%. The development of distal revascularization techniques to
restore pulsatile blood flow to the foot has also been a major advancement History has taught us that optimal management of diabetic
foot complications is best provided in a hospital-based diabetic foot clinic. The clinic must be available to manage emergencies and
equipped to perform urgent investigations, wound debridement, and to initiate immediate parenteral antibiotic therapy. It must also be
able to obtain rapid vascular, podiatric, and orthopedic opinions and to arrange for emergency admissions to the hospital. In the US,
the ambiguous term “chiropodist” was changed to podiatrist in 1957 because of public confusion with the chiropractic profession.
Conclusions: Diabetic foot patients are among the most complex and vulnerable of all patient populations. Specialized diabetic foot
clinics of the 21st century should be multidisciplinary and equipped to coordinate diagnosis, off-loading, and preventive care; perform
revascularization procedures; aggressively treat infections; and manage medical comorbidities.

Vernon, W., Borthwick, A., &
Walker, J. (2011). The
management of foot problems
in the older person through
podiatry services. Reviews in
Clinical Gerontology, 21(4),
331-9.

7

Sanders, L. J., Robbins, J. M.,
& Edmonds, M. E. (2010).
History of the team approach to
amputation prevention:
Pioneers and milestones.
Journal of Vascular Surgery,
52(3 Suppl), 3S-16S.
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8

Purpose: This joint statement from the Society for Vascular Surgery (SVS) and American Podiatric Medical Association (APMA)
describes the role of interdisciplinary teams in the management of the diabetic foot. Relevant Information: The pathophysiologic
mechanisms underlying diabetic foot diseases are multi-factorial and include neuropathy, infection, ischemia, and abnormal foot
structures and biomechanics. It is, therefore, not surprising that the management of the diabetic foot is a complex clinical problem
requiring an interdisciplinary approach. Vascular specialists maintain a critical management role since untreated inadequate perfusion
to a limb will always result in a non-healing wound and possible amputation. Podiatrists play key roles in the interdisciplinary
approach. Successful management of foot ulcers involves the recognition and correction of the underlying etiology as well as
appropriate wound care and the prevention of recurrence. An aggressive interdisciplinary approach to foot diseases should provide
optimal medical and surgical care and improved outcomes. However, many groups describe their team consisting only of a vascular
surgeon and podiatrist. Others argue that the team should be broader and include other groups such as orthopedic surgeons,
infectious disease specialists or medical microbiologists, endocrinologists, reconstructive surgeons, physical therapists, pedorthists,
and orthotists.
Purpose: This commentary by researchers describes podiatric care for early rheumatoid arthritis (RA) in the UK. Relevant
Information: Targeted foot care should be delivered by specialist podiatrists working in a multidisciplinary clinic in both primary and
secondary care. In the UK, multidisciplinary foot clinics in rheumatology are not new and generally comprise of a podiatrist, extendedscope physiotherapist, and orthotist. A rheumatologist, nurse specialist, and orthopaedic surgeon may be in attendance, or a rapid
referral pathway may be developed. Evidence for such an approach is lacking, but the area has been identified as a research priority.
Minor surgical procedures including nail surgery and cryosurgery are within the scope of practice for UK podiatrists. Bone, joint and
soft-tissue surgery is restricted to those with advanced training. UK podiatrists also have limited prescribing rights: Within the
multidisciplinary clinic for early RA, access is generally limited to analgesic, corticosteroid, and antibiotic medicines.

Sumpio, B. E., Armstrong, D.
G., Lavery, L. A., & Andros, G.
(2010). The role of
interdisciplinary team approach
in the management of the
diabetic foot. Journal of
Vascular Surgery, 51(6), 15046.

9

10

Purpose: This Letter to the Editor from medical professionals identifies need for more access to foot care services for older people in
the UK. Relevant Information: Long toenails are a frequent cause of or contributor to falls in older people. Older people may find it
difficult to maintain foot hygiene from simple mechanical difficulties resulting from arthritic hips or neglect due to dementia. Solving
this problem in hospitals is difficult because few nurses have the special training or tool required to cut old people’s toenails which are
often tough. While some hospitals offer services to remedy the problem of long toenails in older people, those services are only
available for diabetic patients or those at increased risks of infections.

Woodburn, J., Hennessy, K.,
Steultjens, M. P., McInnes, I.
B., and Turner, D. E. (2010).
Looking through the ‘window of
opportunity’: Is there a new
paradigm of podiatry care on
the horizon in early rheumatoid
arthritis? Journal of Foot and
Ankle Research, 3, 8.
Dindyal, S., Bhuva, N.,
Kumaraswamy, P., &
Khoshnaw, H. (2009). Falls in
the elderly – the need for more
access to chiropody. Age and
Ageing, 38(1), 127-8.
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Purpose: This overview by the Deputy Executive Director of the American Podiatric Medical Association describes podiatric medicine
in the US. Relevant Information: In the US, podiatristsʼ scopes of practice are determined by state laws (and are often influenced by
politics) with variances across the states. Doctors of Podiatric Medicine (DPMs), just like allopathic Doctors of Medicine (MDs) and
Doctors of Osteopathic Medicine (ODs), are physicians, but physicians who specialize exclusively in diagnosing and treating ailments
affecting the lower extremity. Podiatrists are sometimes categorized as “limited licensed practitioners” as their license “limits” them to
medical and surgical treatment of the lower extremity, with most US states agreeing that this definition minimally includes the foot and
ankle and the majority of the US states including governing structures (i.e., soft tissue, bone) above the ankle. While DPMs are
physicians and surgeons qualified by their education and training to diagnose and treat conditions affecting the lower extremity, the
recognition of these qualifications appears to be largely ignored as their scope of practice is determined solely by what the state laws
allow. This distinction contrasts with MDs and ODs whose scopes are determined solely by their education, training, experience, and
credentialing. Many podiatrists are integral members of group medical practices while others have their own solo medical practices.
Medical specialists in primary care, endocrinology, rheumatology, and geriatrics routinely refer patients to podiatrists who serve on
the staff of hospitals and other facilities and on the faculties of schools of medicine and teaching hospitals.
Purpose: This narrative review by medical professionals describes models of care for diabetic foot ulcers in the UK. Relevant
Information: In 2004, the National Institute for Clinical Excellence published guidelines on foot care for patients with diabetes. These
guidelines recommend that all patients with a new foot care emergency (e.g., new ulceration, swelling, discoloration) be referred to a
multidisciplinary foot care team within 24 hours. The multidisciplinary team is defined as a team of highly trained specialist podiatrists
and orthotists, nurses with training in dressing diabetic foot wounds, and diabetologists with expertise in lower limb complications.
However, not all hospitals have a multidisciplinary foot care team, and even where this exists, it is not always possible to gain access
within the 24-hour timeframe.
Purpose: This overview by medical professionals and academics describes the major issues related to foot care for patients with
arthritis and provides key recommendations for improving access to podiatric services in New Zealand. Relevant Information: A foot
and ankle symposium was held and attended by orthopaedic surgeons, rheumatologists, physiotherapists, podiatrists, and specialist
nurses. It was clear from the discussions that ensued that what is needed is an integrated approach to the management of foot
problems with podiatrists being the key practitioner in coordinating the assessment and management of the foot and its related
problems.

Levrio, J. (2009). Podiatric
medicine: A current
assessment. Journal of the
American Podiatric Medical
Association, 99(1), 65-72.
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14

Purpose: This narrative review by a researcher in the UK describes the professional status of podiatry in the UK. Relevant
Information: Most foot conditions worsen with age, as systemic complications are more likely in older people, and the majority of
patients in receipt of podiatry care are those over 50 years of age. The provision of pain-free mobility for the elderly through foot care
would have enormous health care benefits, not only in terms of the feet and lower limbs, but also in sustaining other body systems,
maintaining independence, and improving the quality of life of the individual.

Ndip, A., & Jude, E. B. (2009).
Emerging evidence for
neuroischemic diabetic foot
ulcers: Model of care and how
to adapt practice. International
Journal of Lower Extremity
Wounds, 8(2), 82-94.
Rome, K., Chapma, J.,
Williams, A. E., Gow, P., &
Dalbeth, N. (2009). Podiatry
services for patients with
arthritis: An unmet need. New
Zealand Medical Journal,
123(1310), 91-7.
Mandy, P. (2008). The status of
podiatry in the United Kingdom.
Foot, 18(4), 202-5.
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Background: The chiropractic profession has succeeded to remain in existence for over 110 years despite the fact that many other
professions which had their start at around the same time as chiropractic have disappeared. Despite chiropractic's longevity, the
profession has not succeeded in establishing cultural authority and respect within mainstream society, and its market share is
dwindling. In the meantime, the podiatric medical profession, during approximately the same time period, has been far more
successful in developing itself into a respected profession that is well integrated into mainstream health care and society. Purpose:
This commentary presents a perspective on the current state of the chiropractic profession and to make recommendations as to how
the profession can look to the podiatric medical profession as a model for how a non-allopathic healthcare profession can establish
mainstream integration and cultural authority. Relevant Information: There are several key areas in which the podiatric medical
profession has succeeded and in which the chiropractic profession has not. For example, why did the American Medical Association
(AMA) not try to “contain and eliminate” the podiatric medical profession (despite the several turf battles podiatry has had with the
orthopaedic specialty)? A key occurrence in the development of the podiatric profession was when the AMA determined that medical
physicians should not get involved with “minor” foot problems. This opened the door for podiatrists to flourish in their chosen area of
specialty.
Purpose: This commentary by a Health and Social Care Policy manager describes foot care needs of older people in the UK.
Relevant Information: Older people need access to basic foot care services such as toenail cutting to avoid dire consequences that
arise when they attempt to tend to their own feet. Basic foot care services may prevent older people from becoming housebound and
dependent and also reduce the risk of falls – especially for those with arthritis who have difficulties bending down. However, access
to most podiatry services by the National Health Service in the UK was cut, and older people with no major conditions such as
diabetes or heart problems are no longer eligible for coverage.
Purpose: This overview by researchers describes health benefits in Denmark. Specifically, it provides an overview of the laws
regulating health benefits and a description of the regulatory mechanism for the provision of curative care in hospitals and in primary
care offices. Relevant Information: Chiropody services are partially covered by public funds and require referrals from general
practitioners.

Murphy, D. R., Schneider, M.
J., Seaman, D. R., Perle, S. M.,
& Nelson, C. F. (2008). How
can chiropractic become a
respected mainstream
profession? The example of
podiatry. Chiropractic &
Osteopathy, 16, 10.
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17
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Purpose: This commentary by researchers describes professional boundaries in the health care workforce in the UK. Relevant
Information: Podiatrists successfully competed with orthopaedic surgeons on the basis of cost to undertake certain lower limb
procedures. However, the opposition that they faced to adopt these tasks highlights the difficulties of encroaching on the turf of a
well-established and powerful profession.

Ellis, J. (2006). Supporting
older people: Unmet foot-care
needs. British Journal of
Community Nursing, 11(4),
153-5.
Bilde, L., Ankjaer-Jensen, A., &
Danneskiold-Samsøe, B.
(2005). The “Health Benefit
Basket” in Denmark: A
description of entitlements,
actors, and decision-making
processes in the curative
health sector. European
Journal of Health Economics,
Suppl 1(6), 11-7.
Nancarrow, S. A., & Borthwick,
A. M. (2005). Dynamic
professional boundaries in the
healthcare workforce.
Sociology of Health & Illness,
27(7), 897-919.
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Purpose: This commentary by medical professionals describes foot diseases and assessments for people with diabetes in the UK.
Relevant Information: For low-risk feet, the nurse should arrange annual review of the feet and offer lifestyle advice and health
education. For at-risk feet, the nurse should arrange to see the patient more frequently, ideally every three months, and should
inspect the feet at each visit. These visits also provide opportunities for patient education. For the high-risk foot, the nurse should
ensure referral to a specialized podiatry service. If the findings are confirmed, the patient should be seen frequently by that team
every 1-3 months. When new ulceration occurs, the patient should be referred to a specialized podiatry or foot care team within 24
hours. For ulcerated feet, the patient should remain under specialist care until the ulcer has healed.

Duncombe, G., Purser, P., &
Burden, A. C. (2003). Foot
assessment in GP practices for
people with diabetes. Nursing
Times, 99(17), 51-2.

20

Purpose: This study aimed to identify the impact of a new podiatric rheumatology service on reducing foot pain, impairment, and
disability in patients with foot problems associated with rheumatic diseases and report on patient satisfaction with the service in New
Zealand. Relevant Information: In support of specialist foot care, a new podiatric rheumatology service was established following an
evidence-based approach highlighting the need for improved access to podiatry care for rheumatology patients in New Zealand. The
role of the podiatrist in the rheumatology team is becoming recognized as a vital component in the integrated care given to patients
by the multidisciplinary team. Increasingly, consultants and their teams are requesting specialist foot care services, and it is
suggested that the podiatrist is a key practitioner in the management of patients with musculoskeletal diseases.
Purpose: This paper aimed to evaluate patient experience and satisfaction following foot surgery within a National Health Service
(NHS) orthopaedic department before and after the appointment of a podiatric surgeon in the UK. Relevant Information: Podiatric
surgeons operating in an orthopaedic department has become increasingly common in the context of the American health care
system. While podiatric surgery is well established in the NHS in the UK with over 50 podiatric surgery units, combined podiatric and
orthopaedic units only exist in isolated pockets.

Original Research Papers in Peer-Reviewed Journals

21

Rome, K., Erikson, K., Ng, A.,
Gow, P. J., Sahid, H., &
Williams, A. E. (2013). A new
podiatry service for patients
with arthritis. Journal of the
New Zealand Medical
Association, 126(1370), 70-7.
Armanasco, P., Williamson, D.,
& Yates, B. (2012). Integration
of podiatric surgery within an
orthopaedic department: An
audit of patient satisfaction with
labour force implications. Foot,
22(3), 200-4.
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Purpose: This paper described and tested a novel collaborative, multi-organization podiatric model of care for people with diabetes in
a large regional Australian setting. Relevant Information: Diabetes-related foot complications are a significant burden on health
systems and individuals with diabetes. Podiatric services are important in the prevention and management of complications such as
peripheral neuropathy, ulceration, and lower limb amputations. Podiatric services in Australia are provided by a combination of public
health services and podiatrists employed independently in the private sector. Podiatrists in the public sector are generally employed
in acute or rehabilitation hospital settings and community settings. In any particular region in Australia, there may be multiple different
public organizations involved in providing podiatric care. Often, the different podiatric services in a particular region, and individual
podiatrists themselves, operate in relative isolation, with little formal collaboration or planning of services. Further, podiatric services
of different organizations often demonstrate a lack of coordination in their service planning, inconsistent clinical practice, and a lack of
agreed pathway for patients at various stages of diabetes foot-related problems. The key goals for improving podiatric services to
people with diabetes were identified, with a focus on developing a common language for all podiatrists to use with respect to clinical
decision making, minimize any service gaps and duplications, and develop a model of care as a means to coordinate and deliver the
podiatric services to people with diabetes. An agreed risk classification system to identify patients’ risks of future foot morbidity was
adopted in Victoria, Australia. The University of Texas Diabetic Foot Risk Classification System (UT risk) was chosen as it is a
reliable, valid, and predictive tool for identifying future foot-health outcomes for people with diabetes. In addition, a Podiatry Diabetes
Model (PDM) of care was developed where individual levels of risks of foot diseases, categorized as community, subacute, and
acute, determined the most appropriate service. According to the PDM: 1) patients who do not have an active diabetes-related foot
complication should access podiatric services in the community; and 2) patients with current, active diabetes-related foot
complications or who were at high risks of such pathology should be managed by a multidisciplinary service that has an established
track record in managing serious diabetes-related foot morbidity. Health disciplines that are represented in such multidisciplinary
service include podiatry, nursing, medical (rehabilitation speciality), and orthotists. Private podiatrists are well-equipped to deal with
people at low risks of diabetes-related foot complications, but people at high risks or with an active foot complication are less likely to
be able to obtain the required intensive, often expensive, multidisciplinary care through a private podiatrist. There would be
advantages in incorporating private podiatric services within the PDM to ensure appropriate podiatric care is provided to this group of
people. Also, there is a need to formally involve General Practitioners (GPs). GPs are often the coordinators of the management of
people with diabetes, and it is important that those providing services in regional areas are aware of how the PDM functions to ensure
appropriate access to podiatric services and consistent quality care for patients. It is important to organize health care systems to
ensure appropriate and efficient services are provided for people with diabetes. It is possible to collaborate across multiple
organizations to provide a comprehensive publicly funded podiatric service to people with diabetes that encompasses the entire risk
spectrum for future diabetes-related foot complications.

Perrin, B. M., Gardner, M. J.,
Kennett, S. R., Cornelius, J. L.,
& Fanning, M. J. (2012). An
organised approach to the
podiatric care of people with
diabetes in regional Australia.
Australian Health Review,
36(1), 16-21.
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Purpose: This pilot study aimed to determine preliminary outcomes for clients attending a chronic wound service with podiatry
involvement as a core component in an interdisciplinary model of care in Australia. Relevant Information: Podiatrists offer a diverse
range of skills including sharp debridement, knowledge of biomechanics, footwear modification and education, and general wound
management and treatment as well as neurovascular assessment, ankle brachial pressure indices, and toe pressure measurements.
There is literature suggesting that podiatrists are becoming more involved with the care and treatment of people who have high-risk
chronic foot wounds. Clinical podiatrists have been core members of clinic teams in high-risk foot care services at a number of tertiary
institutions and are seen as valuable team members in assisting with the achievement of key, long-term outcomes for these clients.
The establishment of these clinics has shown reduction in wound healing time, increased percentage of healed ulcers, diminished
incidence of amputation, and improved prognosis for limb salvage. These high-risk foot services are now within all major hospitals
within Melbourne, Victoria, Australia. In this pilot study, services ran two days a week and were staffed by a Division 1 nurse and
podiatrist with a half-day medical support (geriatrician). The criteria for referral to the chronic wound services were that a wound had
been present for greater than six weeks and that the wounds could be to any area of the body. Clients were assessed jointly by the
nurse and podiatrist at the first appointment, and medical involvement was determined at this appointment or in subsequent reviews.
Purpose: This study aimed to assess the prevalence of foot problems and quality and availability of foot care services at a UK district
general hospital. Relevant Information: British Society for Rheumatology and the National Institute of Clinical Excellence guidelines
advise that rheumatoid arthritis patients should be treated by a multidisciplinary team with dedicated podiatry services. However, in
clinical practice, funding constraints often limit availability of podiatry services. A review of provision of foot health services in
Rheumatology Departments in the UK found that only 50% of them reported adequate basic foot care services, and fewer than one in
ten had formal care pathways or mechanisms for referral to foot services. The foot therefore continues to be neglected in
inflammatory arthritis.

Butters, T. (2011).
Interdisciplinary chronic-wound
care services involving podiatry
– a strengthened model of
care? Wound Practice and
Research, 19(4), 229-33.
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Juarez, M., Collins, E. P., &
Williamson, L. (2010).
Deficiencies in provision of
integrated multidisciplinary
podiatry care for patients with
inflammatory arthritis: A UK
district general hospital
experience. Foot, 20(2-3), 714.
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Background: In the UK, podiatric surgery is provided by the publicly funded National Health Service (NHS) (Kilmartin, 2002; Turbutt,
1994). Internationally, programs where podiatric surgery is incorporated into the public sector have been a success over a long period
of time. Such incorporation is well established in both the US and the UK. There are variations in the models of incorporation. These
models range from the use of independent units to incorporation of podiatric surgeons within general surgical or orthopaedic units.
Purpose: This study aimed to describe and compare the frequencies of procedures performed by podiatric surgeons and orthopaedic
surgeons for elective surgery to the great toe joint – an area of identified clinical need in Australia. The objective was to determine
whether podiatric surgeons in the private sector possess a surgical skillset which can be utilized in the public sector. Methods: The
Medicare Benefits Schedule from Medicare Australia was reviewed to identify all codes relating to great toe joint surgery, and
frequency data were obtained for the period July 1999 to June 2003. A separate audit of the activity of Victorian podiatric surgeons
was conducted from the records of the hospital where the practitioners performed the surgery. Results: During the four years in
Victoria, the number of procedures performed on this joint by 152 orthopaedic surgeons was 5,882. Two podiatric surgeons in
Victoria performed 1,260 operations on this joint over this period (17.6% of all great toe joint surgery over the four-year audit period).
Utilizing orthopaedic workforce figures and on a per-surgeon basis, during this period, the podiatric surgeons performed this type of
surgery between two and 16 times more often than the orthopaedic surgeons. Conclusions: Consideration should be given to using
these skills in the public sector to address the growing demand.
Purpose: In 2004, as an extension of the Enhanced Primary Care (EPC) program, the Australian Government introduced a policy of
providing Medicare rebates for allied health services provided to patients with chronic or complex health conditions. The EPC chronic
disease management program is coordinated by the patient's GP, who prepares a management plan, initiates the referrals to allied
health professionals, and reviews progress every six months. A maximum of five allied health services are allowed per calendar year.
The objective of this study was to evaluate the utilization of podiatry services provided under this scheme between 2004 and 2008.
Methods: Data pertaining to the Medicare item 10962 for the calendar years 2004-2008 were extracted from the Australian Medicare
Benefits Schedule database and cross-tabulated by sex and age. Descriptive analyses were undertaken to assess sex and age
differences in the number of consultations provided and study temporal trends over the five-year assessment period. The total cost to
Medicare over this period was also determined. Results: During the 2004-2008 period, a total of 1,338,044 EPC consultations were
provided by podiatrists in Australia. Females exhibited higher utilization than males (63% versus 37%), and those aged over 65 years
accounted for 75% of consultations. There was a marked increase in the number of consultations provided from 2004 to 2008, and
the total cost of providing EPC podiatry services during this period was $62.9 M. Conclusions: Podiatry services have been
extensively utilized under the EPC program by primary care patients, particularly older women, and the number of services provided
has increased dramatically between 2004 and 2008. Further research is required to determine whether the EPC program enhances
clinical outcomes compared to standard practice.

Gilheany, M. F., & Robinson, P.
(2009). Is there a role for
podiatric surgeons in public
hospitals? An audit of surgery
to the great toe joint in Victoria,
1999-2003. Australian Health
Review, 33(4), 690-5.
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Purpose: This study reported on the results of the 2007 Podiatric Practice Survey which collected information about the practice
experience of the American Podiatric Medical Association (APMA) members in 2006, including practice location and arrangements.
Methods: A 34-question survey form was designed by the APMA to collect information on various topics including general practice
information (e.g., practice arrangements, practice size, practice location) from its members with more than five years of practice
experience. Results: Practice Arrangements: Solo practice remained the primary arrangement for 50% of the podiatrists that
responded to the survey in 2007, which was significantly less than the 61% in 1996. A substantial percentage of respondents
practiced primarily in a partnership or group practice setting (44% in 2007 versus 40% in 2005). In 2007, 19% were in a podiatric
medical group, 16% of the respondents were in a partnership, 7% were in a multi-specialty group, and 2% were in an orthopedic
group. Practice Size: Most podiatric practices were small. In 2007, members in partnership arrangements reported a median of two
physicians in their practice, compared with three physicians in 2005. The median number of podiatric physicians in multispecialty
groups was two, and the median number in podiatric medical groups was three. Orthopedic groups had a median of one podiatric
physician, while health maintenance organizations (HMOs) had six podiatric physicians and hospitals had two. The maximum number
of podiatric physicians varied from one in solo practice to 100 in a multispecialty group, with one partnership reporting 22 podiatric
physicians and one podiatric medical group reporting 60 podiatric physicians. One orthopedic group had 23 podiatric physicians, and
one hospital had eight. One HMO employed 350 podiatric physicians, a number also found in 2005. Conclusions: The percentage of
members in podiatric medical groups has increased over time while the percentage of solo practitioners has decreased.

Al Fisher Associates. (2007).
2007 podiatric practice survey.
Statistical results. Journal of
the American Podiatric Medical
Association, 97(6), 496-519.

Grey Literature
28

Background: To provide context for an upcoming analysis of the regulation of podiatry and chiropody in Ontario and to address a
broad component of the Minister of Health and Long-Term Care referral, an initial consultation session was held on the current model
of foot care in Ontario. The objective of the consultation session was to gather information on how foot care is delivered in the
province and to learn more about the issues facing foot care providers, patients, and other involved Ontarians. In total, Ontario’s
Health Professions Regulatory Advisory Council received 198 submissions from 197 stakeholders. Purpose: This document provides
the stakeholder submissions. Relevant Information: The Ontario Podiatric Medical Association (OPMA)’s submission outlined its
view on the current model of foot care in Ontario and provided a historical overview of podiatry and chiropody in Ontario. In particular,
the OPMA noted that today, less than 20% of chiropodists in Ontario currently practice in hospitals, community health centres, and in
other publicly funded health care delivery institutions.

Health Professions Regulatory
Advisory Council. (2014).
Stakeholder Feedback on the
Chiropody/Podiatry Referral:
The current Model of Foot Care
in Ontario – Part II(b): Other
Submissions. Accessed August
2014.
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The New York State Education Department administers professional regulation in the state of New York through its Office of the
Professions.
Relevant pages accessed include:
(2014a). Frequently Asked Questions. The answer to the question “What is included in the scope of practice of podiatry with respect
to the provision of wound care?” on this page describes the expanded scope of practice for podiatry, effective February 17, 2014,
allowing podiatrists to treat wounds that are not only on the foot but near and related to a wound on the foot.
(2014b). Podiatric Ankle Surgery Privileges. The “Types and Scope”, “Standard Ankle Surgery Requirements”, and “Advanced Ankle
Surgery Requirements” sections on this page describe the expanded scope of practice for podiatric “standard” and “advanced” ankle
surgery, effective February 17, 2014.
(2014c). Education Law. Article 141, Podiatry. The “Definition of practice of podiatry” describes the scope of practice for podiatry.
Purpose: This legislative document defines medical practices in the state of Wisconsin including those of podiatry. Relevant
Information: The term “podiatrist” refers to an individual possessing the degree of Doctor of Podiatric Medicine or that of surgical
chiropody or an equivalent degree as determined by the affiliated credentialing board and holding a license to practice podiatry or
podiatric medicine and surgery granted by the affiliated credentialing board. The term “podiatry” or “podiatric medicine and surgery”
means the branch or system of the practice of medicine and surgery that involves treating the sick which is limited to conditions
affecting the foot and ankle but does not include the use of a general anaesthetic unless administered by or under the direction of a
person licensed to practice medicine and surgery under Subchapter II.
Purpose: This position statement describes the recently-introduced Any Qualified Provider (AQP) in the UK and identifies the need
for a coordinated multidisciplinary care for people with diabetes. Relevant Information: There is a tenfold variation in amputation
rates across England (Holdman et al., 2012), a large part of which is thought to be due to variation in the co-ordination of foot
services leading to late referrals. The Foot Protection Team (FPT) is largely made up of podiatrists with a primary responsibility for
prevention, and the specialist diabetes foot Multidisciplinary Team (MDfT) is required to coordinate the management of all new
disease. The FPT and MDfT must work closely together with clear pathways of care consisting of defined roles and responsibilities to
ensure prompt and effective transition across health care boundaries. The Department of Health recently introduced the Any
Qualified Provider (AQP) scheme in England, prioritising adult podiatry services as a key area for development to increase the choice
about which services can be used within the National Health Service (NHS). Care must be taken to ensure that: 1) services do not
become more fragmented; 2) patients are clear about where they go for what services; and 3) there is no increase in the incidence of
limb loss or overall costs to the NHS or people with diabetes. The delivery of greater choice of podiatry services within the AQP
scheme must not be at the expense of services and care for people with diabetes whose feet are at increased risks of developing foot
ulceration, other foot diseases, and amputations. To improve foot care services for people with diabetes and reduce amputations,
local health teams must work together in a structured way by ensuring annual foot assessments by competent staff, provision of
information and education to reduce risks, and timely referrals to foot protection and multidisciplinary specialist foot care teams for
preventing, treating, and managing diabetic foot diseases.

New York State Education
Department website:
http://www.op.nysed.gov/
Accessed August 2014.
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Wisconsin Statutes. (2014).
Chapter 448. Medical Practices
Subchapter IV. Accessed
August 2014.

Diabetes UK. (2013). Any
Qualified Provider (AQP)
Podiatry – Commissioning
Integrated Diabetes Foot Care
Services. Position Statement.
Accessed August 2014.
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Purpose: This legislative document defines podiatrists and podiatry and describes their scope of practice in the state of South
Carolina. Relevant Information: The terms “podiatry” or “podiatrist” and “chiropody” or “chiropodist” have identical meanings. The
term “podiatry” shall mean the diagnosis and medical and surgical treatment limited to ailments of the human foot, except the
administration of an anaesthetic other than local. “Diagnosis” shall mean to ascertain a disease or ailment by symptoms and findings
and does not confer the right to use X-ray other than for diagnosis. “Medical treatment” shall mean the application or prescription of
any therapeutic agent or remedy for the relief of foot ailments, except the medical treatment of any systemic diseases causing
manifestations in the foot. “Surgical treatment” shall mean the use of any cutting instrument to treat a disease, ailment, deformity, or
condition of the foot, but shall not confer the right to amputate the foot or toes.
The American Academy of Orthopaedic Surgeons provides musculoskeletal education to orthopaedic surgeons and others across the
US and international jurisdictions.
Relevant pages accessed include:
(2012). Information Statement. The section titled “Expansion of Podiatric Scope of Practice” on this page describes the US podiatric
community’s push in recent years to expand its scope of practice.
Purpose: This news brief describes the 2011 scope of practice bill in the state of Virginia. Relevant Information: The scope of
practice legislation updated the current definition of the practice of podiatry in Virginia, giving Virginia podiatrists the statutory
authority to diagnose and treat lower extremity ulcers and access areas above the foot and ankle to harvest skin grafts in the
treatment of ulcers.

South Carolina Code of Laws.
(2013). Title 40 – Professions
and Occupations. Chapter 51.
Podiatrists and Podiatry.
Accessed August 2014.

33

34

35

Purpose: This report describes foot care management in diabetes in in Ireland according to the standards of the National Institute for
Health and Care Excellence. Relevant Information: In 2011, funding was received to establish a national multidisciplinary foot care
service for people with diabetes. Foot care management in diabetes is based on three risk categories. Patients at low risks of diabetic
foot diseases will be managed preventatively through annual screening and regular foot examinations by primary care nurses.
Patients at risks of diabetic foot diseases may be stratified as either moderate risks or high risks. All patients will be under regular
surveillance by primary care nurses or general practitioners (GPs). Moderate risk patients will be referred by GPs to podiatrists, either
in the community or a hospital, for an annual review. These patients will remain under the clinical governance of GPs and podiatrists.
High risk patients will be called to be seen at least annually by the diabetes foot protection team and will be under the governance of
the foot protection team for their foot care. Patients with “active diabetic foot diseases” (e.g., active foot ulcer, Charcot foot) will be
actively managed by a multidisciplinary specialist foot care service, in conjunction with vascular surgery, orthopaedics, and orthotics
input as required. This integrated model of management or care pathway for the diabetic foot is intended to provide a structure and
organization to the foot care needs of patients with diabetes. The key feature is foot care being provided by an appropriate healthcare
professional at a frequency appropriate to the patients’ needs.

American Academy of
Orthopaedic Surgeons website:
http://www.aaos.org/
Accessed August 2014.
American Podiatric Medical
Association. (2011). Governor
Signs Virginia Scope of
Practice Bill. Accessed August
2014.
Health Service Executive.
(2011). Model of Care for the
Diabetic Foot. Accessed
August 2014.
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Purpose: This Health Professions Act defines podiatric medicine and its scope of practice in the province of British Columbia.
Relevant Information: Podiatric medicine means the health profession in which a person provides the services of the prevention,
treatment, and palliation of diseases, disorders, and conditions of the foot and the bones, muscles, tendons, ligaments, and other
tissues of the lower leg that affect the foot or foot function but does not include any treatment of the foot or lower leg that may affect
the course of treatment of a systemic disease unless the treatment of the foot or lower leg is provided in collaboration with a medical
practitioner. Restricted activities include making a diagnosis, performing a procedure on tissues below the dermis of the foot or lower
leg, setting or casting a fracture of a bone of the foot or lower leg, reducing a dislocation of a joint of the foot or lower leg, injecting
intravenous fluids, applying laser for cutting or destroying tissues or X-rays for diagnostic or imaging purposes, and issuing an
instruction or authorization for another person to apply ultrasound, electromagnetism, or X-rays, and prescribing, compounding,
dispensing, or administering drugs.
Purpose: This news clipping describes the legal battle among the Texas Medical Association (TMA), Texas Orthopaedic Association
(TOA), and Texas State Board of Podiatric Medical Examiners (TSBPME) over podiatrists’ scope of practice surrounding the
definition of the foot in the state of Texas. Relevant Information: Since 2002, the TMA and TOA had been locked in litigation with
the TSBPME and Texas Podiatric Medical Association (TPMA) over podiatrists' scope of practice. The case concluded in August
2010 when the Texas Supreme Court denied the TPMA's motion for rehearing. In June 2010, the Supreme Court of Texas declined
to review an appellate court's previous decision rejecting the TSBPME's rule that would have allowed podiatrists to treat ankle
injuries. In 2008, the appeals court stated that the TSBPME was wrong when it adopted a rule in 2001 that defined the foot as “the
tibia and fibula in their articulation with the talus, and all bones to the toes, inclusive of all soft tissues (muscles, nerves, vascular
structures, tendons, ligaments, and any other anatomical structures) that insert into the tibia and fibula in their articulation with the
talus and all bones to the toes”. The appeals court concluded that the TSBPME “exceeded its authority when it promulgated the rule
and that the rule is invalid.” The TMA and TOA sued the TSBPME in 2002, contending that the board's change in the definition of the
foot illegally expanded podiatrists' scope of practice. The proposed rule would have allowed podiatrists to perform surgical and nonsurgical procedures on the bones and tissues of the lower leg below the knee cap, including “fractures that extend into the ankle
joint”.

British Columbia Regulation.
(2010). Health Professions Act.
Podiatrists Regulation.
Accessed August 2014.
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Conde, C. (2010). TMA Wins
Victory in Legal Battle with
Podiatrists. Texas Medicine,
106(10), 20-4.
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Purpose: This report describes multidisciplinary models of care and payment models for the high risk foot. Relevant Information:
Multidisciplinary Models of Care: Internationally, it is widely acknowledged that people with the high risk foot, particularly when
complex foot disorders develop, should be managed within a multidisciplinary environment. Integrated teams consisting of medical,
surgical, nursing, podiatry, and allied health professionals have been shown to: 1) reduce wound healing times; 2) increase the
percentage of healed ulcers; 3) diminish the incidence of amputation; and 4) improve the prognosis for limb salvage. Multidisciplinary
teams are therefore considered to be the best practice strategy in the management of multifaceted foot conditions that require expert
and coordinated care. This integrated approach acknowledges that no one specialist possesses all the expertise and knowledge to
manage the patient. Payment Models: The majority of podiatrists work in the private sector. For example, the 2007 Podiatry Labour
Force Survey found that approximately 84-90% of podiatrists work in the private sector whereas only 10-16% of podiatrists work in
the government sector. People from low socio-economic backgrounds and Aboriginal populations may face limited access to podiatry
due to the often prohibitive cost of private care for those without insurance or who require regular follow-up or specialist footwear or
orthotics to reduce the risk of high-risk foot complications. Access to public metropolitan podiatry services is severely limited by
excess demand and relatively low staffing, requiring clinics to implement strict eligibility and discharge criteria.
The Medical Board of California is a state government agency which licenses and disciplines medical doctors in the state of
California.
Relevant pages accessed include:
(2010). Information on Scope of Practice. This page defines the scope of practice for Doctors of Podiatric Medicine in the state of
California.
Purpose: This report provides background information to support the development of guidelines for the integration of internationally
educated health professionals into the workplace in the province of Ontario. Relevant Information: Chiropodists assess the foot and
treat and prevent diseases, disorders, or dysfunctions of the foot by therapeutic, orthotic, or palliative means. Chiropodists are able to
cut into the subcutaneous tissues of the foot, prescribe drugs designated in the regulations, and administer injection into the foot.

Government of Western
Australia. (2010). Model of
Care for the High Risk Foot.
Accessed August 2014.
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Purpose: This jurisdictional review on podiatry and chiropody by the Health Professions Regulatory Advisory Council in Canada
outlines inconsistencies in the regulation of the professions across the country. Relevant Information: Ontario is an anomaly with
respect to titles. In every other province, the designated term for the professional providing foot care is “podiatrist”; in Ontario, it is
“chiropodist”. Prior to 1993, both titles and practices were in place in Ontario. However, in 1993, the practice of podiatry was capped,
and some surgical privileges (e.g., backfoot surgery) were removed from the scope of practice for the members at the time. Since
then, all new practitioners were identified and practice as chiropodists. Other Canadian provinces admit new practitioners as
podiatrists and use the term podiatry.

Medical Board of California
website:
http://www.bpm.ca.gov/
Accessed August 2014.
Baumann, A., & Blythe, J.
(2009). Integrating
Internationally Educated Health
Care Professionals into the
Ontario Workforce. Ontario
Hospital Association. Accessed
August 2014.
Health Professions Regulatory
Advisory Council. (2008).
Prescribing and Use of Drugs
by Non-Physician Health
Professionals: A Jurisdictional
Review of the Professions of
Chiropody & Podiatry.
Accessed August 2014.
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Purpose: This member resource letter describes Vision 2015 – a plan to obtain national recognition of the podiatric physician in the
US. Relevant Information: The American Podiatric Medical Association aims to achieve a “uniform scope of practice” by 2015,
allowing podiatrists to treat patients in the physicians’ specialty without restrictions.

43

Purpose: This report describes the registration practices of regulated professions including those of podiatry in Ontario, Canada.
Relevant Information: The scope of practice for both podiatrists and chiropodists is the assessment of the foot and the treatment
and prevention of diseases, disorders, or dysfunctions of the foot by therapeutic, orthotic, or palliative means. Chiropodists are
authorized to prescribe drugs designated in the regulations, cut into the subcutaneous tissues of the foot, and administer by injection
into the foot a substance designated in the regulations. Podiatrists have the same authorized functions as chiropodists listed above,
but they are also authorized to cut into the bony tissues of the forefoot and communicate diagnoses. The COCOO regulates
chiropodists and podiatrists. As of July 1, 1993, new members registering with the College of Chiropodists of Ontario are required to
be registered as chiropodists. However, those podiatrists who registered with the College before July 1, 1993 are permitted to
continue to practice as podiatrists. Ontario’s practice of registering chiropodists but not podiatrists makes it unique in North America.
A person with a Doctor of Podiatric Medicine degree who is trained as a podiatrist may currently register in Ontario but only as a
chiropodist and is allowed to perform only the acts of a chiropodist authorized by the Chiropody Act, 1991. In Quebec, parts of
western Canada, and most of the US, the regulated profession is podiatry. Academic programs in the US offer programs in podiatry
and not chiropody.
The Ontario Podiatric Medical Association serves podiatrists in Ontario by advocating to government and other stakeholders on
behalf of the profession.
Relevant pages accessed include:
(2014). About OPMA. The section titled “Podiatry and Chiropody” on this page describes differences between podiatrists and
chiropodists.
Purpose: This news clipping describes the Texas court ruling on the expanding scope of practice for podiatrists in the state of Texas.
Relevant Information: The Texas Judicial District Court upheld the position that the definition of the foot as including the ankle was
valid and that the ankle is within the scope of practice for podiatrists practicing in the state of Texas. The Texas State Board of
Podiatric Medical Examiners (TSBPME) had redefined the foot to include the “tibia and fibula in their articulation with the talus, and all
bones to the toes, inclusive of all soft tissues (muscles, nerves, vascular structures, tendons, ligaments, and any other anatomical
structures) that insert into the tibia and fibula in their articulation with the talus and all the bones to the toes.” Opponents of the
expanded definition, namely orthopaedists and physicians, had in response claimed that the inclusion of the bones of the ankle within
the proposed TSBPME definition unilaterally redefined the statutory term “podiatry” as it is employed in Section 202.001 of the Texas
Occupations Code and Section 151.052(a)(5) of the Texas Medical Practice Act and sought a judicial declaration that the lawful
practice of podiatry in Texas is limited to the treatment of the foot and that it does not extend to the treatment of the ankle bones or
any other anatomical structure as a matter of law.

American Podiatric Medical
Association. (2007). Vision
2015: A Plan to Obtain National
Recognition of the Podiatric
Physician. Accessed August
2014.
Office of the Fairness
Commissioner. (2007). Study
of Registration Practices of the
College of Chiropodists of
Ontario, 2007. Accessed
August 2014.
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Ontario Podiatric Medical
Association website:
http://www.opma.ca/
Accessed August 2014.
Reddy, B. S. (2005). Texas
Court Expands Scope of
Practice for Texas Podiatrists.
University of Houston Law
Center. Accessed August
2014.
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Purpose: This report provides recommendations to help health care professionals in their management of people with Type 2
diabetes including their foot care. Relevant Information: Multidisciplinary teams providing education should include, as a minimum,
a diabetes specialist nurse (or a practice nurse with experience in diabetes) who has knowledge of the principles of patient education
and a dietitian. Although not formally assessed in this appraisal, input from other disciplines, such as podiatry, has potential value.

47

The Australian Podiatry Association of Victoria is an independent, member organization serving both the profession and the
community in Victoria, Australia.
Relevant pages accessed include:
(2002). Scope of Practice. This page defines the “scope of practice” for podiatrists in Victoria, Australia.
Purpose: This legal document describes the practice of podiatry in the province of Manitoba. Relevant Information: The practice of
podiatry is the use of medical, physical, or surgical methods to prevent, diagnose, and treat ailments, diseases, deformities, and
injuries of the human foot but does not include treatment of systemic disease, except for the local manifestations in the foot. For the
purpose of the Podiatrists Act, the human foot includes the articulation of the tibia and fibula with the bones of the foot and the
muscles and tendons directly affecting foot function. Subject to the regulations, in the course of practicing podiatry, a podiatrist may
a) cut into the subcutaneous, ligamentous, and bony tissues of the foot and the tendons directly affecting the function of the foot; b)
inject substances into the foot; and c) prescribe drugs.
The American College of Foot and Ankle Surgeons is a professional society of foot and ankle surgeons founded in 1942 that
addresses the concerns of foot and ankle surgeons in the US.
Relevant pages accessed include:
(n.d.). State Scope of Practice Provisions for Podiatric Foot and Ankle Surgeons. This page summarizes the scopes of practice for
podiatric surgeons in the 50 states and District of Columbia in the US.
Purpose: This primer for policymakers describes the education and training of Doctors of Podiatric Medicine (DPMs) in the US.
Relevant Information: The federal government and the majority of the states recognize DPMs as physicians. DPMs are authorized
to practice podiatric medicine by state statutes and are regulated and licensed to practice podiatric medicine in all 50 states and the
District of Columbia. Although the podiatric scope of practice statutes vary from state to state, all states permit treatment of the
human foot. Also, 44 states and the District of Columbia permit treatment at or above the ankle with Alabama, Kansas,
Massachusetts, Mississippi, New York, and South Carolina being the only states in which the ankle is not included in their podiatric
scopes of practice as of 2009.
The Canadian Podiatric Medical Association is a non-profit organization working on behalf of Canada’s foot specialists.
Relevant pages accessed include:
(n.d.). FAQs. The section titled “What is the difference between a podiatrist and a chiropodist?” on this page describes differences
between podiatrists and chiropodists as well as provincial differences in terms of chiropody.

National Institute for Health and
Care Excellence. (2004).
Clinical Guidelines for Type 2
Diabetes. Prevention and
Management of Foot Problems.
Accessed August 2014.
Australian Podiatry Association
of Victoria website:
http://www.podiatryvic.com.au/
Accessed August 2014.
Manitoba Laws. (2001).
Podiatrists Act. Accessed
August 2014.
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American College of Foot and
Ankle Surgeons website:
http://www.acfas.org/
Accessed August 2014.
American Podiatric Medical
Association. (n.d.). Podiatric
Medicine: A Primer for
Policymakers. Accessed
August 2014.
Canadian Podiatric Medical
Association website:
http://www.podiatrycanada.org/
Accessed August 2014.
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Purpose: This legal document (Chapter 375, Title 20, of the General Statutes of Connecticut) describes the professional and
occupational licensing, certification, title protection ad registration, and examination for podiatry in the state of Connecticut. Relevant
Information: “Podiatric medicine” means the diagnosis and treatment, including medical and surgical treatment, of ailments of the
foot and the anatomical structures of the foot and the administration and prescription of drugs incidental thereto. It shall include
treatment of local manifestations of systemic diseases as they appear on the foot. A doctor of podiatric medicine, licensed pursuant to
this chapter, may prescribe, administer, and dispense drugs and controlled substances.
Purpose: This legal document (Chapter 35, Title 43, of the Georgia Code) describes the regulation for podiatrists in the state of
Georgia. Relevant Information: “Podiatric medicine”, which includes chiropody, podiatry, and podiatric medicine and surgery, means
that portion of the practice of medicine identified by the acts described in any one or more of the following: A) charging a fee or other
compensation, either directly or indirectly, for any history or physical examination of a patient in a person's office or in a hospital,
clinic, or other similar facility prior to, incident to, and necessary for the diagnosis and treatment, by primary medical care, surgical, or
other means, of diseases, ailments, injuries, or abnormal conditions of the human foot and leg; B) holding oneself out to the public,
either directly or indirectly, as being engaged in the practice of podiatric medicine; C) displaying or using a title or abbreviation such
as “Doctor of Podiatric Medicine”, “D.P.M.”, “Foot Doctor”, “Foot Specialist”, “Foot Surgeon”, “Foot and Ankle Surgeon”, or other
letters, designations, or symbols or signs of any type which expressly or implicitly indicate to the general public that the user renders
treatment to the foot, ankle, and leg under the provisions of this chapter; D) performing surgery on the foot or leg of a patient, except
that when such surgery is performed under general anaesthesia it shall be permissible only when said surgery is performed at a
facility permitted and regulated as a hospital or ambulatory surgical treatment centre under Article 1 of Chapter 7 of Title 31 and when
said general anaesthesia is administered under the direction of a duly licensed physician; E) performing amputations of the toe; or F)
performing amputations distal to and including the tarsometatarsal joint but only when performed in a facility permitted and regulated
as a hospital or ambulatory surgical treatment centre under Article 1 of Chapter 7 of Title 31 and when performed by a podiatrist who
is certified by the board in meeting the requirements which shall be established by regulations of the board which have been jointly
approved by the board and the Georgia Composite Medical Board.
Purpose: This legal document (Chapter 9, Title 33, of the Wyoming State Statutes) describes the Podiatry Practice Act and defines
“podiatry” in the state of Wyoming. Relevant Information: “Podiatry” means the diagnosis or the medical, mechanical, or surgical
treatment of the ailments of the human foot, ankle, and tendons that insert into the foot. Podiatry also includes the fitting or the
recommending of appliances, devices, or shoes for the correction or relief of minor foot ailments. The practice of podiatric medicine
shall include the amputation of the toes or other parts of the foot but shall not include the amputation of the foot or leg in its entirety. A
podiatrist may not administer any anaesthetic other than local. A general anaesthesia shall be administered in a hospital by an
anaesthesiologist or certified nurse anaesthetist authorized under the laws of Wyoming to administer anaesthesia. Podiatrists are
permitted to use and to prescribe drugs and controlled substances as may be necessary in the practice of podiatry (Wyoming
Statutes, n.d.).

Connecticut Statutes. (n.d.).
Chapter 375. Podiatry.
Accessed August 2014.
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Georgia Statutes. (n.d.).
Georgia Podiatry Practice Act.
Accessed August 2014.

Wyoming Statutes. (n.d.).
Board of Registration in
Podiatry Practice Act.
Accessed August 2014.
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SUMMARY OF MAIN FINDINGS
Education and Training for Podiatrists and Chiropodists
 Education for podiatrists and chiropodists is available across jurisdictions through
programs that award Diplomas of Chiropody (e.g., in Ontario), Bachelor of Podiatry
degrees (e.g., in the UK), and Doctor of Podiatric Medicine degrees (e.g., in the US).
 Similar to medical doctors, Doctors of Podiatric Medicine require postgraduate training to
gain practice-based knowledge and skills before becoming licensed.
 Chiropodists have a limited scope of practice compared to podiatrists. Temple University in
Philadelphia used to offer programs to bridge this educational gap. These programs are no
longer available, and no other programs were identified.
Regulation of Podiatrists and Chiropodists
 Regulatory bodies for podiatry and/or chiropody protect various titles including: “podiatrist”,
“chiropodist”, “foot specialist”, “foot correctionist”, “foot expert”, “practapedist”, “podiatric
surgeon”, “doctor of podiatric medicine”, “podiatric physician”, “doctor of podiatry”, “doctor
of podiatric medicine”, “doctor of surgical chiropody”, and “foot doctor”.
 In Canada, the registration and licensure requirements generally include the completion of
a podiatry or chiropody program in an accredited institution, completion of a registration
examination approved by a regulatory body, and proof of not having been found guilty of
any criminal offence or professional misconduct.
 Most US states require a four-year curriculum in a podiatric medical school, a minimum of
two years of postgraduate residency training, and the completion of a board examination
for board certification. However, three-year residencies are becoming the trend.
 In the UK, to practice as a podiatrist or podiatric surgeon, one must first complete an
approved degree program in podiatry and register with the Health and Care Professions
Council. Following that, postgraduate training in podiatric surgery over a minimum of two
years, but more typically on three-year contracts, must be taken, and two formal
examinations must be passed during training. Successful completion of postgraduate
training leads to the award of the Fellowship of the College of Podiatry.
Collaboration between Foot Care Providers and Other Health Professionals
 The importance of collaboration between foot care providers and other health
professionals including general practitioners, nurses, dietitians, orthopaedic and vascular
surgeons, microbiologists, and physiotherapists was highlighted in several jurisdictions.
 Multidisciplinary diabetic foot care teams may reduce the rate of lower extremity
amputations and deliver other benefits such as reduced lengths of hospital stay. However,
findings were mixed on hospital admissions.
Patient Safety and Risk of Harm Associated with Foot Care
 Limited information was found on patient safety and risk of harm associated with foot care.
Two studies identified potential for inappropriate care arising from risk misclassification
and anaesthetic toxicity.
Economics of Foot Care
 Limited information was found on the economics of foot care. Two studies in the US and
the UK suggested that the provision of podiatry may reduce the cost of foot care.
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OBJECTIVES
The requestor’s stated objectives were to identify and summarize the literature on the education,
regulation, collaboration, safety, and economics of foot care provided by podiatrists and
chiropodists in other jurisdictions. Specific information was requested on the following:
 Education and accreditation institutions to bridge the competency gaps between podiatrists
and chiropodists.
 Collaboration among podiatrists, chiropodists, and other health professionals in the
delivery of foot care;
 Patient safety and risk of harm related to foot care delivered by podiatrists, chiropodists,
and other health professionals;
 Economic impacts of delivering foot care by podiatrists, chiropodists, and other health
professionals; and
 Diabetic care and senior care related to foot care.
This review builds on a previous review completed by the Planning Unit in August 2014, which
presents the scopes of practice and models of foot care in Canada, the US, the UK, Australia, New
Zealand, and Denmark (see A Rapid Literature Review on Scopes of Practice and Models of Foot
Care in Other Jurisdictions). The current review is meant to be read in
conjunction with that document.
SEARCH METHODS
Individual peer-reviewed articles were identified through the Ontario Ministry of Health and LongTerm Care’s computerized library database, PubMed, and Google Scholar. Grey literature was
identified through Google and relevant government websites. The search was limited to English
sources and therefore may not capture the full extent of initiatives in non-English speaking
countries.
The Medical Subject Heading (MeSH) terms “Podiatry”, “Chiropody”, “Education”, “Accreditation”,
“Certification”, “Licensure”, “Government Regulation”, “Interprofessional Relations”, “Patient
Safety”, “Professional Misconduct”, “Costs and Cost Analysis”, “Economics”, “Diabetes Mellitus”,
and “Risk, Aged” were used in combination with the following keywords to identify relevant articles
and documents for this review: “podiatry”, “podiatrist”, “chiropody”, “chiropodist”, “foot care”,
“bridging program”, “competency”, “autonomous practice”, “collaboration”, “interprofessional”,
“misconduct”, “public protection”, “risk of harm”, “benefit cost”, “economic impact”, “diabetes”,
“diabetic”, “senior”, “aged”, and “elderly”.
A total of 50 references were identified and cited in this review: Six reviews/overviews/
commentaries from peer-reviewed journals, 10 original research papers from peer-reviewed
journals, and 34 documents from the grey literature. Table 12 in Appendix B consists of a summary
table with details for each of the sources cited in the review. In total, the searching for relevant
material and the writing of this review took approximately 16 days to complete by one person.
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DESCRIPTION OF THE FINDINGS
1. Limitations of the Literature
Some of the articles from peer-reviewed journals (6/16) identified during the search for this review
were narrative reviews (rather than systematic reviews),a overviews, or commentaries and may
have been subject to the author(s)’ bias on the article topics. Further, limited information was found
on bridging programs for chiropodists, patient safety and risk of harm related to foot care, and the
economics of foot care; no information was found on senior care related to foot care.
2. Terminology
In some jurisdictions, the terms “podiatry” and “chiropody” or “podiatrist” and “chiropodist” were
reported to have identical meanings (South Carolina Code of Laws, 2013) and be used
interchangeably (Hayes & Bussey, 2011). However, according to the Ontario Podiatric Medical
Association,b in Ontario, there are important differences between podiatrists and chiropodists in
their education, service provision, and Ontario Health Insurance Plan (OHIP) coverage as follows:
 Podiatrists have postgraduate degrees in podiatric medicine whereas chiropodists have
post-secondary diplomas in chiropody;
 Podiatrists may communicate a diagnosis and perform surgery on bones whereas
chiropodists may do neither; and
 Podiatrists have OHIP billing privileges whereas chiropodists do not (Ontario Podiatric
Medical Association, 2014).
In this review, podiatry and chiropody are distinguished to be consistent with the podiatry and
chiropody models found in Ontario.
3. Education and Training for Podiatrists and Chiropodists
3.1. Education for Podiatrists and Chiropodists
Education for podiatrists and chiropodists is available across jurisdictions through programs that
award Diplomas of Chiropody (e.g., in Ontario), Bachelor of Podiatry degrees (e.g., in the UK), and
Doctor of Podiatric Medicine degrees (e.g., in Quebec and the US) (Canadian Information Centre
for International Credentials, 2011). Table 1 in Appendix A lists the institutions in Canada, the US,
and the UK that provide podiatry or chiropody programs. The programs are described below.
Diplomas of Chiropody
Ontario was the only jurisdiction identified in this review to offer a program that awards Diplomas of
Chiropody. According to a 2013 report on the competencies of current podiatrists and chiropodists
of Ontario, generated by Professional Examination Servicec on behalf of the College of
For more information on different types of reviews, see Cochrane Library.
The Ontario Podiatric Medical Association serves podiatrists in Ontario by advocating to government and other
stakeholders on behalf of the profession.
c Professional Examination Service works across professions, industries, and institutions to develop credentialing
programs and offer guidance on credentialing developments, emerging trends, and technology.
a

b
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Chiropodists of Ontario,d the program was initially offered at George Brown College but taken over
by the Michener Institute around 1990. The program also changed from a post-secondary Diploma
in Chiropody program to a post-Bachelor’s Graduate Advanced Diploma of Health Sciences
(Chiropody) program in 2007 (Muenzen & Dionne, 2013). The current program:
 Admits applicants with a Bachelor of Science degree from a recognized university or a
Bachelor of Arts degree in Kinesiology with one full credit equivalent in human physiology
and one full credit equivalent in human anatomy (Michener Institute, 2013).
 Requires a three-year, seven-semester, full-time commitment (Michener Institute, 2013).
 Offers various courses on topics such as soft tissue surgery, high-risk foot care, legislation
and management, interprofessional collaboration, and research methodology (Muenzen &
Dionne, 2013). Table 2 in Appendix A summarizes the course list for the program.
Bachelor of Podiatry Degrees
Several international jurisdictions offer three-year post-secondary Bachelor’s degree programs in
podiatry. Some also offer four-year programs (Muenzen & Dionne, 2013). For example:
 In the UK, the Health Care and Professions Councile accredits 13 universities to offer a
three-year program (Muenzen & Dionne, 2013). UK podiatrists graduate with a Bachelor of
Science degree in either Podiatry or Podiatric Medicine after three years or with an
equivalent Honours degree after four years (Canadian Podiatric Medical Association, n.d.).
 In Australia, podiatry was closely modelled on its British counterpart, with three-year
programs introduced in the 1960s and broadly present today. Some four-year programs
also exist (e.g., at the Queensland University of Technology) (Muenzen & Dionne, 2013).
 In South Africa, the University of Johannesburg offers a three-year program in podiatry
(Muenzen & Dionne, 2013).
Table 3, Table 4, and Table 5 in Appendix A summarize the course lists or program outlines at
some institutions in the UK, Australia, and South Africa, respectively.
Doctor of Podiatric Medicine Degrees
Several Canadian and US jurisdictions offer four-year postgraduate programs culminating in the
Doctor of Podiatric Medicine (DPM) degree:
 In Canada, the Université du Québec à Trois-Rivières is the only institution that offers a
degree in podiatry (Ontario Podiatric Medical Association, 2014). Established in 2004, the
program was largely based on the US podiatry programs and was designed to meet the
standards of accreditation of the US Council on Podiatric Medical Education (Muenzen &
Dionne, 2013; Canadian Podiatric Medical Association, n.d.).f The program requires a
college diploma or an equivalent, along with basic science prerequisite courses, for
admission. The program incorporates clinical practice in a variety of settings, including
hospitals (Muenzen & Dionne, 2013). Table 6 in Appendix A summarizes the courses for
the podiatry program at the Université du Québec à Trois-Rivières in Quebec.
d The College of Chiropodists of Ontario regulates podiatrists and chiropodists in Ontario and establishes standards of
practice and educational requirements for entry into practice and continuing competence.
e The Health Care and Professions Council is a regulatory body that keeps a register of health care professionals,
including podiatrists and chiropodists, who meet the standards for training, professional skills, behaviour, and health.
f The US Council on Podiatric Medical Education is an accrediting agency for podiatric medical education that derives
its authority from the House of Delegates of the American Podiatric Medical Association.

Page 5 of 52

A Rapid Literature Review on
Education, Regulation, Collaboration, Safety, and
Economics of Foot Care in Other Jurisdictions


In the US, there are nine podiatric medical schools accredited by the Council on Podiatric
Medical Education. All nine schools:
o Require for admission: 1) a minimum of three years or 90 semester hours of
undergraduate credit at a university; 2) undergraduate courses in biology, organic
chemistry, inorganic chemistry, physics, mathematics, and English; and 3) the
completion of the Medical College Admissions Test.
o Devote the first two years on classroom instruction and laboratory work in the
basic medical sciences, such as anatomy, microbiology, biochemistry, pathology,
pharmacology, and physiology.
o Concentrate the final two years on courses in the clinical sciences, providing
practical experience on disorders affecting the foot and ankle and their various
types of treatment in clinics and accredited hospitals. Clinical courses include
diagnosis,g therapeutics,h anaesthesia, and surgery.i Clinical rotations can vary
depending on the interest of the student (Alberta Learning Information Service,
2014a; Muenzen & Dionne, 2013; Kim et al., 2012; Canadian Podiatric Medical
Association, n.d.).

3.2. Additional Training for Podiatrists
A historical overview of podiatry by a DPM in the US stated that similar to medical doctors, DPMs
require postgraduate training to gain practice-based knowledge and skills before becoming
licensed (Levy, 2012).
Postgraduate Training
In the US, the UK, and Australia, postgraduate training ranges from one to three years in duration:
 In the US, residency programs in Podiatric Medicine and Surgery consist of two or three
years of postgraduate training in inpatient/outpatient medical and surgical management,
with an emphasis on patient diagnosis and management (Levrio, 2009) and the lower
extremity (Kim et al., 2012).j
o The first year is primarily an intern year in internal medicine, anaesthesiology,
pathology, radiology, emergency medicine, and general, orthopaedic, and vascular
surgery (Kim et al., 2012; American Podiatric Medical Association, n.d.).
o The second and third years cover more surgery of the foot and ankle including
podiatric, orthopaedic, and limb salvagek services (Kim et al., 2012).
o The principal difference between the two- and three-year programs is that
residents in the three-year program, compared to the two-year program, gain more
training in reconstructive rearfoot and ankle surgery and trauma (Levrio, 2009).
Table 7 in Appendix A summarizes the training requirements for ankle surgery in
New York State.

Diagnosis topics include history taking, physical examination, clinical laboratory procedures, and diagnostic radiology
(Muenzen & Dionne, 2013).
h Therapeutics topics include pharmacology, physical medicine, orthotics, and prosthetics (Muenzen & Dionne, 2013).
i Surgery topics include general, orthopaedic, and vascular surgery (Kim et al., 2012).
j The lower extremity may include the hip, thigh, leg, ankle, or foot.
k Limb salvage refers to the preservation of a functional foot without the need for a prosthesis.
g

Page 6 of 52

A Rapid Literature Review on
Education, Regulation, Collaboration, Safety, and
Economics of Foot Care in Other Jurisdictions



o There are approximately 211 health care institutions across the US that are
approved sponsors of podiatric medical residency programs (American Podiatric
Medical Association, n.d.).
In the UK and Australia, becoming a podiatric surgeon requires postgraduate training,
consisting of 1-2 years of clinical practice, and a Master’s degree (College of Podiatry,
n.d.; Muenzen & Dionne, 2013). The UK also requires up to six years of surgical training,
depending on the podiatric surgeon’s role (College of Podiatry, n.d.).
o Clinical practice in the UK provides experience in the non-surgical management of
foot and ankle problems in a supervised environment (College of Podiatry, n.d.).
o The three-year Master’s program in the UK focuses on the theory of podiatric
surgery and usually entails 1-2 years in general practice (College of Podiatry,
n.d.).The Master’s program in Australia may be in podiatric surgery, podiatric
medicine, medical science, or public health (Muenzen & Dionne, 2013).
o Surgical training in the UK is clinic-based and required for one year to become a
podiatric surgeon (Hayes & Bussey, 2011) or six years to become a consultant
podiatric surgeon in the National Health Service who leads podiatric surgery units
(College of Podiatry, n.d.).

Fellowship Training
Podiatry continues to evolve as a surgical subspecialty with increasing training requirements and
standardization. In addition to postgraduate training, fellowships exist in the US and Australia.
 In the US, after the completion of residency, a fellowship in sports medicine, advanced
reconstructive surgery, or limb salvage can be pursued (Kim et al., 2012).
 In Australia, to practice as a podiatric surgeon, candidates must complete a three-year
fellowship program with the Australasian College of Podiatric Surgeons.l
o The program consists of lectures, case studies, skills development, clinical
rotations, peer review activities, progressive development of pre-, peri-, and postoperative skills, mentoring, and research and preparation of publications.
o The program focuses on knowledge base development, the acquisition and
application of perioperative management skills, and attaining competence in all
aspects of surgery, including rearfoot and ankle surgery (Muenzen & Dionne,
2013).
3.3. Bridging Programs for Chiropodists
Temple University in Philadelphia designed a “Flexible DPM” program in the early 2000s for
Ontario- and British-trained chiropodists to be awarded the DPM degree. The program was meant
to bridge the educational gaps identified at the timem and accommodate chiropodists who were

The Australasian College of Podiatric Surgeons is a national organization whose primary functions include education
and training of podiatric surgeons, accreditation of individual podiatric surgeons, and advocacy.
m Prior to admission to the program, students were to undergo a three-day assessment process addressing 14 course
areas. A prepared syllabus, learning objectives, and a suggested reading list were provided for each course. Based on
their performance on the examination, students could earn credit for up to seven courses in histology, general
anatomy, lower extremity anatomy, neuroscience, biochemistry, physiology, and medical microbiology and
immunology. The other seven courses, for which students could not be awarded transfer credits, included

l
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working full-timen and could be completed in 3-5 years. However, the program was never put into
place for two reasons:
 The Michener Institute’s program (i.e., Graduate Advanced Diploma of Health Sciences
(Chiropody) in Ontario), which informed the design of Temple University’s Flexible DPM
program, changed soon after the latter program was to be launched; and
 When Temple University’s Flexible DPM program was first offered, no one signed up
(Muenzen & Dionne, 2013).
In the mid- to late 2000s, Temple University accepted a number of Michener graduates into its
DPM program through an “advanced standing process”. Through this process, Michener graduates
were awarded transfer credits for Michener courses that were determined to be equivalent to
Temple courses and admitted to the third year of the four-year DPM program at Temple University.
As of 2013, Temple University was no longer accepting students through this route (Muenzen &
Dionne, 2013).
4. Regulation of Podiatrists and Chiropodists
Regulatory bodies for podiatry and chiropody protect these professions’ title, approve educational
programs, and register and license professionals under the jurisdictional legislation. Table 8 in
Appendix A lists the regulatory bodies for each of the jurisdictions identified in this review.
4.1. Title Protection
Laws in various jurisdictions restrict the use of certain titles for foot care professionals such that
only those who are registered and/or licensed by regulatory bodies may practice in their respective
jurisdictions. The laws also restrict the use of the term “doctor” within the foot care professions.
Foot Care Professional Titles
Several jurisdictions, including Alberta (Alberta Learning Information Service, 2014b), Manitoba
(Manitoba Laws, 2001), Kansas (Kansas Statutes, 2009), South Carolina (South Carolina Code of
Laws, 2013), Wisconsin (Wisconsin Statutes, 2014), Wyoming (Wyoming Statutes, n.d.), and the
UK (Hayes & Bussey, 2011),o protect the use of the titles “podiatrist” and/or “chiropodist”. Also:
 Manitoba protects variations or abbreviations of the titles “podiatrist” and “chiropodist”
(Manitoba Laws, 2001).
 Wisconsin protects the title “foot specialist” (Wisconsin Statutes, 2014), Wyoming protects
the titles “foot specialist”, “foot correctionist”, and “foot expert” (Wyoming Statutes, n.d.),
and Kansas protects the titles “foot specialist”, “foot correctionist”, “foot expert”, and
“practapedist” (Kansas Statutes, 2009).
pharmacology, pathology, foot and ankle radiology, pathomechanics, physical medicine and rehabilitation, podiatric
surgical principles, and operating room principles (Muenzen & Dionne, 2013).
n The program included weekend courses in Canada and clinical training and placements in the US (Muenzen &
Dionne, 2013).
o This overview of general podiatry by researchers in the UK stated that there is currently no statutory registration or
regulation for practitioners in the private foot health sector. Therefore, except for the titles “podiatrist” and “chiropodist”,
which are protected, there is no legal or formal limitation to foot health practitioners undertaking the role of a podiatrist
in the private sector (Hayes & Bussey, 2011).
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Use of the Term “Doctor”
Several jurisdictions in Canada and the US have identified the need to qualify the term “doctor”
with the foot care specialty to avoid misleading the public as to the limited scope of practice for
podiatrists compared to medical doctors (Manitoba Laws, 2001; Rhode Island Department of
Health, 2007; Connecticut Statutes, n.d.):
 In Manitoba, podiatrists may use the term “doctor” in connection with the term “podiatrist”,
clearly indicating that he or she is not a physician (Manitoba Laws, 2001). Similarly,
Alberta protects the titles “podiatric surgeon”, “doctor of podiatric medicine”, and “podiatric
physician” for podiatrists (Alberta Learning Information Service, 2014b).
 Connecticut and Rhode Island prohibit the use of the term “doctor” or its synonym without
the designation of “podiatrist”, “podiatric medicine”, or “chiropodist” as to not mislead the
public in regards to the profession’s limited scope of practice to treat human ailments
(Connecticut Statutes, n.d.; Rhode Island Department of Health, 2007). For a similar
reason, Wisconsin protects the titles “doctor of podiatry”, “doctor of podiatric medicine”,
“doctor of surgical chiropody”, and “foot doctor” (Wisconsin Statutes, 2014).
4.2. Education Approval
Regulatory bodies approve courses and programs for podiatrists and chiropodists. For example:
 In the US, the Council on Podiatric Medical Education serves as the accrediting agency for
podiatric medicine, evaluating the quality of podiatric programs, postgraduate residencies,
certification, and continuing education for DPMs (Muenzen & Dionne, 2013; Levrio, 2009).
Certification in podiatric surgery is offered by the American Board of Podiatric Surgeons
(Muenzen & Dionne, 2013).
 In the UK, the Health Care and Professions Council accredits universities to offer podiatric
programs (Muenzen & Dionne, 2013).
 In Australia, the Podiatrists Registration Board of Victoria approves both undergraduate
and postgraduate courses for podiatry in Victoria (Australian Podiatry Association, 2002).
4.3. Registration and Licensing
In Canada, most provinces set their own professional standards as well as registration and
licensure requirements for podiatrists and/or chiropodists through a regulatory body (Canadian
Information Centre for International Credentials, 2011). Table 9 in Appendix A summarizes the
registration and licensure requirements for Canadian jurisdictions which generally include the
following:
 Completion of a podiatry or chiropody program in an accredited institution;
 Completion of a registration examination approved by a regulatory body; and
 Proof of not having been found guilty of any criminal offence or professional misconduct
(Alberta Learning Information Service, 2014b; Health Force Ontario, 2014; Muenzen &
Dionne, 2013; Saskatchewan Statutes, 2007; Manitoba Laws, 2001).
Notable differences among the Canadian provinces and territories include the following:
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To practice in Ontario, podiatrists must have a postgraduate DPM degree while
chiropodists must complete a post-secondary chiropody program (Ontario Podiatric
Medical Association, 2014).
Alberta, British Columbia, and Quebec require a postgraduate DPM degree to practice
podiatry. Alberta and British Columbia also require a residency to practice podiatry (Alberta
Learning Information Service, 2014a; Muenzen & Dionne, 2013; British Columbia
Government, 2012; Canadian Information Centre for International Credentials, 2011).
In Newfoundland and Labrador, Nova Scotia, Prince Edward Island, the Northwest
Territories, Yukon, and Nunavut, there is no legislation regulating the foot care
profession(s) (Canadian Information Centre for International Credentials, 2011).

Table 10 in Appendix A summarizes the licensure requirements for US jurisdictions. Most US
states require the following for board certification:
 A four-year curriculum in a podiatric medical school;
 A minimum of two years of postgraduate residency training; and
 The completion of a board examination (New York State Education Department, 2014a;
Wisconsin Statutes, 2014; Muenzen & Dionne, 2013; South Carolina Code of Laws, 2013;
Kansas Statutes, 2009; Rhode Island Department of Health, 2007; Connecticut Statutes,
n.d.; Georgia Statutes, n.d.; Wyoming Statutes, n.d.).
However, three-year residencies are becoming the trend (Kim et al., 2012; Levy, 2012), and by
2015, all accredited residencies in the US will be three years in duration, with the states expected
to adopt this as a requirement for practice over time (Muenzen & Dionne, 2013).
 Candidates who attend the 24-month Podiatric Medicine and Surgery residency program
are eligible only for the Certification in Foot Surgery.
 Candidates who attend the 36-month Podiatric Medicine and Surgery program are eligible
for both the Certification in Foot Surgery and the Certification in Reconstructive
Rearfoot/Ankle Surgery (Muenzen & Dionne, 2013).
 One must be certified in foot surgery before being eligible for certification in reconstructive
rearfoot/ankle surgery.
 The Council on Podiatric Medical Education recognizes two certifying boards – the
American Board of Podiatric Surgery and the American Board of Podiatric Orthopaedics
and Primary Podiatric Medicine (Levrio, 2009).
In the UK, to practice as a podiatrist or a podiatric surgeon, one must first complete an approved
degree program in podiatry and register with the Health and Care Professions Council (College of
Podiatry, n.d.). Following that, postgraduate training in podiatric surgery over a minimum of two
years, but more typically on three-year contracts, must be taken, and two formal examinations
must be passed during training.p Successful completion of postgraduate training leads to the award
of the Fellowship of the College of Podiatry. Having gained a fellowship in podiatric surgery,
candidates may complete an additional Certificate of Completion of Podiatric Surgery Training,

Initially, postgraduate examinations were offered exclusively by professional bodies. Over the last 20 years, the
responsibility has moved from professional bodies to universities and the National Health Service (Maher, 2013).

p
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which is needed for appointment as a consultant podiatric surgeon in the National Health Service
who leads podiatric surgery units (Maher, 2013; College of Podiatry, n.d.).
Table 11 in Appendix A summarizes the education and training requirements for the registration
and licensing of foot care professionals in various jurisdictions.
4.4. Continuing Education Requirements
Legal documents from several states within the US identified the following requirements for
continuing education (CE) for podiatrists:
 New York: 50 hours of CE approved by the New York State Board for Podiatry over a
three-year registration period (New York State Education Department, 2014b).
 Rhode Island: An annual minimum of 15 credits of CE as approved by the Board of
Examiners in Podiatry (Rhode Island Department of Health, 2007).
 South Carolina: 12 hours of CE annually as approved by the South Carolina Board of
Podiatry Examiners (South Carolina Code of Laws, 2013).
 Wisconsin: A minimum of 30 hours of CE over a two-year registration period (Wisconsin
Statutes, 2014).
5. Collaboration between Foot Care Providers and Other Health Professionals
5.1. Interprofessional Collaboration
The importance of collaboration between foot care providers and other health professionals was
highlighted in a previous Planning Unit literature review which identified GPs, nurses, dietitians,
orthopaedic and vascular surgeons, endocrinologists, microbiologists, physiotherapists,
pedorthists,q and orthotistsr as current or potential collaborators to podiatrists (see Section. 4.1.
Multidisciplinary and Integrated Care and Section 4.2. Diabetes Care in A Rapid Literature
Review on Scopes of Practice and Models of Foot Care in Other Jurisdictions). Further, Family
Health Teams and Community Health Centres in Ontario comprise physicians and non-physician
health professionals that may include podiatrists and/or chiropodists as well as nurse practitioners
and other nurses, pharmacists, dietitians, speech pathologists, audiologists, occupational
therapists, and social workers (Conference Board of Canada, 2012).
The Ontario Podiatric Medical Association stated that while the ability of podiatry to bill OHIP
constitutes a clear benefit to patients and a competitive advantage to the profession, it also
complicates working with other professions to whom patients must pay out of pocket, highlighting a
barrier to interprofessional collaboration created by differences in funding models (Ontario Podiatric
Medical Association, 2008).
5.2. Effectiveness of Multidisciplinary Diabetic Foot Care Teams
Four studies in the UK and two studies in the US presented evidence that multidisciplinary diabetic
foot care teams (MDTs) may reduce the rate of lower extremity amputations. However, care is

q
r

Pedorthists are foot orthotic and orthopaedic footwear experts.
Orthotists are professionals specifically trained and educated to design, fabricate, and fit orthoses.
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needed in comparing study results as the composition, function, and setting of the teams varied
from one study to another (Kerr, 2012):
 A five-year UK study on a diabetic foot care team with a community-based chiropody
services in a diabetes care centre reported that the major amputationt rates in people with
diabetes fell 76% (from 310.5 to 75.8 per 100,000 people with diabetes) after establishing
the foot care team between 1995 and 2000. The minor amputation rates in people with
diabetes did not significantly change over the five years (Canavan et al., 2008).u
 A three-year UK study on a diabetic foot protection team working across primary and
secondary carev reported a 42% increase in minor amputations but a 60% decrease in
major amputations carried out over the three years (Bowen et al,. 2008).w,x
 A ten-year UK study on a multidisciplinary foot teamy in a large district general hospital
reported that the major and minor amputationz rates in people with diabetes fell 84% (from
41.4 to 6.7 per 10,000 people with diabetes) and 21% (from 11.8 to 9.3 per 10,000 people
with diabetes), respectively, between 1995 and 2005 (Krishnan et al., 2008).aa
 According to a UK paper on the health economic evidence relating to foot care in diabetes,
unpublished data from an open-access foot care clinic with a MDTbb established in 2006
suggested that the major amputation rate for people with diabetes fell 68% (from 314.7 to
101.5 per 100,000 people with diabetes) between 2006 and 2009 (Kerr, 2012). cc

s The team included: 1) a diabetologist (i.e., a specialist in diabetes), who developed the team, oversaw diabetic foot
care, and co-authored the study; 2) a community diabetic chiropody element; and 3) a vascular and orthopaedic
surgeon, an orthotist, diabetic chiropodists, and a diabetologist, all of who helped establish care pathways and
protocols for managing diabetic foot problems (Canavan et al., 2008).
t The authors defined major amputation as any limb loss through or proximal to a point in the foot known as the
tarsometatarsal joint (i.e., the joint between tarsal and metatarsal bones) and minor amputation as any limb loss distal
to this joint (Canavan et al., 2008).
u The authors pointed out that during the study period, there was an increase in the use of angioplasty in people with
diabetes and increased use of medication to modify cardiovascular risk. The authors suggested that these
interventions possibly contributed to the reduction in amputations (Canavan et al., 2008).
v In the UK, primary care is local health care provided by general practitioners, walk-in centres, dentists, pharmacists,
and optometrists whereas secondary care is received in hospitals (West Middlesex University Hospital, 2014).
w The description of this study was available only from the abstract of its paper presented at the 42 nd Annual Scientific
Meeting of the Vascular Society of Great Britain and Ireland in 2007. No other intervention details were provided in the
abstract (Bowen et al., 2008).
x The authors did not define major and minor amputation (Bowen et al., 2008).
y There was no mention of which professions constituted the multidisciplinary foot team. However, the authors stated
that a diabetes specialist nurse or a podiatrist surveyed all relevant wards twice weekly to identify and follow patients
with diabetic foot problems (Krishnan et al., 2008).
z The authors defined major amputation as a loss of any part of the limb above the ankle (Krishnan et al., 2008).
aa The authors noted that prospective audit and yearly analysis of performance were likely to have contributed to the
improvements reported and also that during the study period, there were improvements in vascular, radiological, and
microbiological services, as well as in multidisciplinary working (Krishnan et al., 2008).
bb The MDT comprised: 1) weekly input from a diabetologist, two podiatrists, and an orthotist; 2) biweekly input from a
vascular surgeon and an orthopaedic surgeon; and 3) support from tissue viability nurses, microbiologists, diabetes
liaison nurses, and radiologists as required (Kerr, 2012).
cc The authors did not define major and minor amputation (Kerr et al., 2012).

Page 12 of 52

A Rapid Literature Review on
Education, Regulation, Collaboration, Safety, and
Economics of Foot Care in Other Jurisdictions




A US study on a disease management programdd aimed at preventing lower extremity
complications in people with diabetes in a health maintenance organizationee reported that
the annual incidence of all amputations fell 52% (from 128.9 to 61.8 per 10,000 people
with diabetes) after the implementation of the program, which was a statistically significant
finding (Lavery et al., 2005).
A US study on a multidisciplinary teamff for people with diabetes and a limb-threatening
foot infection or ulceration at a Veterans Affairs Medical Center reported that the total
amputation rate when comparing a three-year period before and 18 months after
implementing the multidisciplinary team fell 40% (from 76 amputations in 118 patients to
45 amputations in 116 patients), which was a statistically significant finding. The
amputations were also at more distal sites (i.e., away from the knee towards the toes) after
the implementation of the MDT compared to before (Meltzer et al., 2002).

Three studies reported improvements in hospital admission, hospital length of stay (LOS), and foot
care management following the introduction of MDTs:
 The three-year UK study on a diabetic foot protection team working across primary and
secondary care sectors reported a reduced median hospital LOS (from 47 to 19 days), an
increase in patients treated (7% yearly), and increased hospital admissions (from 118 to
174 patients yearly) over the three years (Bowen et al,. 2008).
 The US study on a disease management program aimed at preventing lower extremity
complications in people with diabetes reported a 22% decrease in the average hospital
LOS (from 4.75 to 3.72 days) and a 38% decrease in the number of foot-related hospital
admissions (from 22.9 to 14.2 per 1,000 patients yearly) after the implementation of the
program (Lavery et al., 2005).
 A US study on a pilot community-based foot care screening program that used a team
approach for people with diabetesgg found that after participating in the program, 33% of
the study participants purchased the appropriate footwear to manage any foot problems.
The authors suggested that the team approach helped the patients understand how proper
shoe wear may alleviate or prevent foot problems (Hendricks & Hendricks, 2001).

The program included: 1) a staff podiatrist and a nurse screening people with diabetes for known risk factors for
lower extremity complications; 2) stratifying patients based on their risk of diabetic foot complications; 3) providing
patients with either preventive or acute care based on specific risk-based protocols (low-risk patients were re-screened
annually while high-risk patients were scheduled for regular podiatry evaluation at least four times a year); and 4)
evaluating patients for therapeutic shoes and insoles by a certified pedorthist (Lavery et al., 2005).
ee In the US, a health maintenance organization (HMO) is a type of health insurance plan. Usually, the care recipients
can only go to health care providers who work for or are under contract with the HMO, except in an emergency. HMOs
often provide integrated care and focus on prevention and wellness (Healthcare.gov, n.d.; Medicare.gov, n.d.).
ff This team included a podiatric physician, plastic surgeons and residents, a physician’s assistant, vascular surgeons,
an orthotist, wound research nurses, a nurse case manager, clinic nurses, social workers, and nutritionists (Meltzer et
al., 2002).
gg The foot care screening program was delivered by a team of a certified diabetes educator, who provided foot care
education, and a certified pedorthist, who examined the patients’ feet and shoes. Foot care education included
instruction in self-inspection, skin care, and footwear selection. The examination included the evaluation of foot
deformities and pressure areas, gait deviations and associated foot problems, and the fit and appropriateness of
footwear (Hendricks & Hendricks, 2001).
dd
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Two studies provided evidence on the effectiveness of a podiatrist, as a member of a MDT, in
improving health:
 A UK study that assessed the economic impact of a temporary (i.e., seven-month) and
partial loss of a non-operative specialist podiatry teamhh in a diabetic foot clinic reported
increases in the number of hospital admissions and LOS (327 extra bed days during the
staff shortage compared to the 12 months prior to service disruption). The authors
suggested that specialist podiatrists may reduce unnecessary hospital utilization by
providing diabetic foot care in an outpatient setting (Gooday et al., 2013).
 A six-year US study on the provision of care by various professions, including podiatrists
and clinician specialists,ii for people with diabetes-related lower extremity complications
found that the patients visiting both a podiatrist and a clinician specialist within a year
before developing complications were 19%-64% statistically significantly less likely to
undergo amputations compared to those who did not visit the two professionals.jj However,
those visiting only a podiatrist were not significantly different from those visiting only other
health professionals in undergoing amputations (Sloan et al., 2010).kk
6. Patient Safety and Risk of Harm Associated with Foot Care
Limited information was found on patient safety and risk of harm associated with foot care
delivered by podiatrists, chiropodists, and other health professionals. Two studies identified
potential for risk misclassification and anaesthetic toxicity.
6.1. Risk Misclassification
The importance of classifying people with diabetes based on their risk of foot diseases, so that foot
care can be provided by an appropriate health care professional at a frequency appropriate to the
patients’ needs, was highlighted in a previous Planning Unit literature review (see Section. 4.2.
Diabetes Care in A Rapid Literature Review on Scopes of Practice and Models of Foot Care in
Other Jurisdictions). ______________________
Reasoning that such risk classification must have high sensitivity, specificity, reliability, and
replicability regardless of who applies it, a UK study evaluated variations in the assessment of the
foot health status in three patients with diabetes among 17 podiatric clinicians. Although the
podiatric clinicians used a standardized assessment form and risk classification system,
considerable variation was observed in assessing the three patients’ foot conditions and allocating
them to different risk categories, implying that the same patient would have received different care
pathways to manage his or her foot health. The authors
The original non-operative podiatry team consisted of 3.89 whole-time equivalent (WTE) podiatrists. In the sevenmonths, podiatry staffing was reduced to 1.89 WTE and partially replaced by a temporary non-specialist podiatrist.
Specialist podiatrists were defined as podiatrists involved in a MDT tertiary foot clinic for the management of the
diabetic foot and its related complications (Gooday et al., 2013).
ii Clinician specialists included general surgeons, orthopaedic surgeons, diagnostic radiologists, and, depending on the
diabetes severity stage, dermatologists, neurologists, physical medicine and rehabilitation specialists, physical
therapists, infectious disease specialists, and plastic and reconstructive surgeons (Sloan et al., 2010).
jj Other health professionals included general/family practitioners, internists, endocrinologists, nurse practitioners, and
physician assistants (Sloan et al., 2010).
kk The study used national longitudinal Medicare claims data (Sloan et al., 2010).
hh

Page 14 of 52

A Rapid Literature Review on
Education, Regulation, Collaboration, Safety, and
Economics of Foot Care in Other Jurisdictions
recommended more attention be placed on training for clinical testing at both the pre- and postgraduate levels (Thompson et al., 2005).
6.2. Anaesthetic Toxicity
A 2008 review on local anaesthetic toxicity in the UK highlighted that in contrast to the field of
medicine, where an anaesthetist is usually expected to administer local anaesthetics and manage
any medical complications arising from them, in podiatry, local anaesthetics are routinely
administered by the podiatrist providing the treatment. While the authors were unaware of any
reports of local anaesthetic toxicity in the podiatry literature, they noted that podiatrists must be
trained and able to assess and manage the potential complications of local anaesthesia that range
from allergic reactions to acute toxicity (Maher et al., 2008).ll
7. Economics of Foot Care
Limited information was found on the economics of foot care, which included the following two
studies:
 A UK study that assessed the economic impact of a temporary (i.e., seven-month) and
partial loss of a non-operative specialist podiatry teammm in a diabetic foot clinic reported
that, during the time that the number of specialist non-operative podiatry staff was depleted
and for up to six months after the clinic returned to normal activities, the extra costs to the
health care system increased by £89,925 (CAD $143,140).nn This cost increase was
attributed to an increase in hospital admissions and LOS, which equated to an extra 327
bed days compared to the 12 months prior to service disruption (Gooday et al., 2013).

Toxicity may be a consequence of excessive dosage, pathological states such as liver failure, or, more commonly, a
direct result of accidental intravascular injection (Maher et al., 2008).
mm The original non-operative podiatry team consisted of 3.89 whole-time equivalent (WTE) podiatrists. In the sevenmonths, podiatry staffing was reduced to 1.89 WTE and partially replaced by a temporary non-specialist podiatrist.
Specialist podiatrists were defined as podiatrists involved in a MDT tertiary foot clinic for the management of the
diabetic foot and its related complications (Gooday et al., 2013).
nn The Canadian Dollar (CAD) amount was calculated using the average exchange rate for 2010 (£1 = 1.5918 CAD)
(Bank of Canada, 2010).
oo Total health care costs were measured from medical (i.e., inpatient, outpatient, and emergency department) and
outpatient pharmacy claims, including those made by the employer and by the patient (for patients who had
commercial insurance) as well as those made by Medicare, by the employer, and by the patient (for patients enrolled in
Medicare) (Carls et al., 2011).
pp Those on commercial insurance were aged younger than 65 years whereas those on Medicare were aged 65 years
or older (Carls et al., 2011). Therefore, health care costs should not be compared between the two insurance cohorts.
ll
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A US study on lower-extremity medical care by a podiatric physician in the treatment of
diabetic foot ulcers reported lower health care costsoo in patients who received care from a
podiatric physician before the onset of an ulcer, compared to patients who did not receive
such care, whether the patients had commercial insurance (lower by USD $13,474 (CAD
$13,327)) or Medicare coverage (lower by USD $3,624 (CAD $3,584)). The authors used a
large national claims database to examine total health care costs in the year before the
onset of a diabetic foot ulcer and the two years after the onset of the ulcer (Carls et al.,
2011).pp,qq

The Canadian Dollar (CAD) amount was calculated using the average exchange rate for 2011 (1 US Dollar (USD) =
0.9891 CAD) (Bank of Canada, 2011).

qq
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APPENDIX A
Table 1. Institutions with Podiatry or Chiropody Programs in Canada, the US, and the UK
Jurisdiction
Canada

US

Program
Graduate Advanced
Diploma of Health
Sciences (Chiropody)
Doctor of Podiatric
Medicine degree
Doctor of Podiatric
Medicine degree



Institution
Michener Institute in Ontario



Université du Québec à Trois-Rivières in Quebec




Barry University School of Podiatric Medicine in Florida
California School of Podiatric Medicine at Samuel Merritt University in
California
College of Podiatric Medicine and Surgery at Des Moines University in
Iowa
College of Podiatric Medicine at Western University of Health Sciences
in California
Dr. William M. Scholl College of Podiatric Medicine at Rosalind Franklin
University of Medicine and Science in Illinois
New York College of Podiatric Medicine in New York
Ohio College of Podiatric Medicine in Ohio
Podiatric Medicine Program at Midwestern University in Arizona
Temple University School of Podiatric Medicine in Pennsylvania
Glasgow Caledonian University in Glasgow
Matthew Boulton College of Further and Higher Education in
Birmingham
New College Durham in Durham
Queen Margaret University College in Edinburgh
University of Brighton in Eastbourne
University of East London in London
University of Huddersfield in Huddersfield
University of Northampton in Northampton
University of Plymouth in Plymouth
University of Salford in Salford
University of Southampton in Southampton
University of Ulster in County Antrim
University of Wales Institute Cardiff, Wales Centre for Podiatric studies
in Cardiff





UK

Bachelor of Science
or Honours Bachelor
of Science degrees
in Podiatry or
Podiatric Medicine



















The table lists the two institutions in Canada (Muenzen & Dionne, 2013; Canadian Podiatric
Medical Association, n.d.), nine in the US (Alberta Learning Information Service, 2014a), and 13 in
the UK (Canadian Podiatric Medical Association, n.d.) that provide podiatry or chiropody programs.
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Table 2. Course List for the Graduate Advanced Diploma of Health Sciences (Chiropody) at
the Michener Institute in Ontario
Semester
Semester 1

Semester 2

Semester 3

Semester 4

Semester 5

Semester 6
Semester 7

































Course
Foundations of Interprofessional Collaboration I
Structure and Function of the Lower Limb
Lower Extremity Anatomy Dissection
Pathophysiology
Podiatric Medicine I
Dermatology
Foundations of Interprofessional Collaboration II
Podiatric Biomechanics I
Pathophysiology II
Clinical Pharmacology
Podiatric Medicine II
Podiatric Practice I
Research
Laboratory Diagnosis and Imaging
Podiatric Biomechanics II
Podiatric Anaesthesia and Injections
Podiatric Medicine III
Podiatric Clinical Practice II
Interprofessional Collaborative Clinical Simulation
Management of the High-Risk Foot
Podopediatrics
Podiatric Sports Medicine
Podiatric Soft Tissue Surgery
Podiatric Clinical Practice III
Leadership in Health Care
Evidence Based Medicine Care
Podiatric Clinical Practice IV
Legislation and Practice Management
Podiatric Clinical Placements (Clinical Practice V)
Podiatric Clinical Externships
Research Project

The table summarizes the course list for the Graduate Advanced Diploma of Health Sciences
(Chiropody) program at the Michener Institute in Ontario (Muenzen & Dionne, 2013).
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Table 3. Outline of the Podiatry Program at the University of Salford in the UK
Year
Year 1

Year 2

Year 3

Course















Concepts in Health Care
Integrated Life Science
Introduction to Professional Practice
Professional Studies and Practice
Professional Studies Practice (two classes)
Human Gait Studies
Foundation Medicine
Gait and Locomotion Therapies (two classes)
Prescription only Medicine
Local Analgesia
Diagnosis and Management (two classes)
Management and Leadership in Clinical Practice (two classes)
Clinical Practice
Methods of Enquiry

The table outlines the courses for the podiatry program at the University of Salford in the UK
(Muenzen & Dionne, 2013).
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Table 4. Sample Course List for the Podiatry Program at Queensland University of
Technology in Australia
Year, Semester
Year 1, Semester 1

Year 1, Semester 2

Year 2, Semester 1

Year 2, Semester 2

Year 3, Semester 1

Year 3, Semester 2

Year 4, Semester 1

Year 4, Semester 2
































Course
Anatomy
Chemistry for Health and Medical Science
Contemporary Public Health
Interpersonal Processes and Skills
Biomechanics
Advanced Anatomy
Biomolecular Science
Human Physiology
Podiatric Clinical Gait Analysis
Disease Processes
Epidemiology
Podiatric Medicine I
Pharmacology for Health Professionals
Microbiology
Rehabilitation Medicine and Physical Therapies
Podiatric Medicine II
Pharmacotherapeutics for Podiatrists
Radiographic Image Interpretation
Medicine
Podiatric Medicine III
Podiatric Anaesthesiology
Clinical Therapeutics for Podiatrists
Orthopaedics and Sports Medicine
Podiatric Medicine IV
Professional Placement I
Podiatric Medicine V
Podiatric Surgery
Transition to the Clinical Profession
Professional Placement II
Podiatric Medicine VI

The table summarizes sample courses for the podiatry program at the Queensland University of
Technology in Australia (Muenzen & Dionne, 2013).
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Table 5. Outline of the Podiatry Program at the University of Johannesburg in South Africa
Year
Year 1

Year 2

Year 3














Course
Podiatric Medicine I (podiatry and microbiology)
Social Studies (psychology, sociology, and communication)
Anatomy and Physiology
Chemistry
Podiatric Medicine II (pathology, medicine, and podiatry)
Podiatric Anatomy II
Physiology II
Clinical Studies II
Podiatric Medicine III (podopaediatrics, podogeriatrics, and sports medicine)
Clinical Studies III (theory and practical)
Research Project
Health Management Systems

The table outlines the courses for the podiatry program at the University of Johannesburg in South
Africa (Muenzen & Dionne, 2013).
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Table 6. Course List at the Université du Québec à Trois-Rivières in Quebec
Year, Semester
Year 1, Autumn Semester

Year 1, Winter Semester

Year 2, Autumn Semester

Year 2, Winter Semester

Year 2, Summer Semester
Year 3, Autumn Semester

Course











































Human Anatomy
Clinical Biochemistry I
Histology: General Morphology
Podiatry I
Introduction to Orthopaedics
Podiatric Clinical Observation Rotation
Human Physiology I
Anatomy of the Central Nervous System
Clinical Biochemistry II
Kinesiology in Physical Education and Health
Histology: Systems Morphology
Podiatry II
Human Physiology II
Podiatric Anatomy
Microbiology and Infectious Diseases
General Podiatric Clinical Surgery
Biomechanics and Podiatry
Podiatric Surgery I
Pathology
Biophysics and Radiation Protection
Podiatric Radiology
Pharmacology
Pathomechanics
Podiatry III
Orthotics and Prosthetics
Podiatric Surgery II
Introduction to Psychopathology
Podiatric Clinic I
Scientific Documentation in the Clinical Sciences
Dermatology
Emergency Care
Internal Medicine
Clinical Neurology
Pharmacology and Podiatry
Podiatry IV
Podiatric Orthopaedics I
Podiatric Clinic II
Radiology Clinic I
Pediatric Clinic I
Orthopaedic Clinic I
Podiatric Surgery Clinic I
Laboratory Analyses
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Year, Semester
Year 3, Winter Semester

Year 3, Summer Semester

Year 4, Autumn Semester

Year 4, Winter Semester

Course









































Traumatology
Podiatric Orthopaedics II
General Orthopaedics
Podogeriatrics
Peripheral Vascular Diseases
Podopediatrics
Podiatric Pathology
Forefoot Surgery
Podiatric Clinic III
Radiology Clinic II
Pediatric Clinic II
Orthopaedic Clinic II
Podiatric Surgery Clinic II
Epidemiology and Community Health
Reconstructive Surgery
Sports Podiatry
Podiatric Clinic IV
Radiology Clinic III
Pediatric Clinic III
Orthopaedic Clinic III
Podiatric Surgery Clinic III
Rotation in Internal Medicine
Externship in Podiatric Medicine I
Clinic Management
Physical Medicine
Medical Ethics and Legal Issues
Podiatric Surgery III
Podiatric Clinic V
Radiology Clinic IV
Pediatric Clinic IV
Orthopaedic Clinic IV
Podiatric Surgery Clinic IV
Externship in Podiatry II
Elective Externship
Radiology Clinic V
Pediatric Clinic V
Orthopaedic Clinic V
Podiatric Surgery Clinic V
Clinical Practicum in Private Clinic

The table summarizes the courses for the podiatry program at the Université du Québec à TroisRivières in Quebec (Muenzen & Dionne, 2013).
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Table 7. Training Requirements for Ankle Surgery in New York State
Ankle Surgery
Standard ankle surgery
(This consists of surgery on the ankle which
may include soft tissue and osseous (i.e.,
bone-related)rr procedures, except those
procedures specifically authorized for
podiatrists holding a podiatric advanced
ankle surgery privilege as outlined below.)







Advanced ankle surgery
(This consists of surgery on the ankle which
may include ankle fracture fixation, ankle
fusion, ankle arthroscopy,ss insertion or
removal of external fixation pins into or from
the tibial diaphysis (i.e., the shin bone shaft)
at or below the level of the myotendinous
junction (i.e., the muscle-tendon junction) of
the triceps surae (i.e., the triceps of the lower
leg or calf muscles) (but does not include the
surgical treatment of complications within the
tibial diaphysis related to the use of such
external fixation pins), and insertion and
removal of retrograde tibiotalocalcaneal (i.e.,
the ankle and subtalar combined)
intramedullary rodstt and locking screws up
to the level of the myotendinous junction of
the triceps surae.)





Training Requirements
Three-year residency program in podiatric medicine and surgery
accredited by the Council on Podiatric Medical Education plus
certification in reconstructive rearfoot and ankle surgery by the
American Board of Podiatric Surgery; or
Three-year residency program in podiatric medicine and surgery
accredited by the Council on Podiatric Medical Education plus
qualification for the certification in reconstructive rearfoot and
ankle surgery by the American Board of Podiatric Surgery with
acceptable training and experience that consists of not less than
ten ankle procedures in the five years immediately preceding
application; or
Two-year residency program in podiatric medicine and surgery
accredited by the Council on Podiatric Medical Education plus
certification in reconstructive rearfoot and ankle surgery by the
American Board of Podiatric Surgery with acceptable training
and experience that consists of not less than 20 ankle
procedures in the five years immediately preceding application.
Three-year residency program in podiatric medicine and surgery
accredited by the Council on Podiatric Medical Education plus
certification in reconstructive rearfoot and ankle surgery by the
American Board of Podiatric Surgery with acceptable training
and experience that consists of not less than ten ankle
procedures in the five years immediately preceding application
and not less than 15 ankle fracture fixation, ankle fusion, and
ankle arthroscopy procedures in the ten years immediately
preceding application; or
Two-year residency program in podiatric medicine and surgery
accredited by the Council on Podiatric Medical Education plus
certification in reconstructive rearfoot and ankle surgery by the
American Board of Podiatric Surgery with acceptable training
and experience that consists of not less than 20 ankle
procedures in the five years immediately preceding application
and not less than 15 ankle fracture fixation, ankle fusion, and
ankle arthroscopy procedures in the ten years immediately
preceding application.

The table summarizes the training requirements for ankle surgery in New York State (New York
State Education Department, 2014a). Similar requirements for ankle surgery were found in
Connecticut (Connecticut Statutes, n.d.).

rr Medical language was interpreted using three online dictionaries (i.e., Merriam-Webster, 2014, Free Dictionary, 2014,
Dictionary.com, 2014) and additional sources identified through Google searches.
ss Ankle arthroscopy is a surgical procedure that uses a thin fibre-optic camera or “arthroscope” that magnifies and
transmits images of the ankle to a video screen.
tt Intramedullary rods are a means of fracture fixation in which a long metallic implant is inserted at one end of a long
bone through the medullary canal.
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Table 8. Regulatory Bodies for Podiatrists and/or Chiropodists in Select Jurisdictions
Country
Canada

Jurisdiction
Ontario

Regulatory Body
College of Chiropodists of Ontario

Alberta

College of Podiatric Physicians of Alberta

British
Columbia

College of Podiatric Surgeons of British
Columbia

Manitoba

College of Podiatrists of Manitoba

New
Brunswick
Quebec

New Brunswick Podiatry Association

Saskatchewan

Saskatchewan College of Podiatrists

Connecticut Board of Examiners in Podiatry
State Board of Podiatry Examiners
South Carolina Board of Podiatry Examiners

UK
Australia

Connecticut
Georgia
South
Carolina
UK
Victoria

New Zealand

New Zealand

Podiatrists Board of New Zealand

US

Ordre des podiatres du Québec

Health and Care Professions Council
Podiatrists Registration Board of Victoria

Reference
College of Chiropodists of
Ontario (2013); Canadian
Information Centre for
International Credentials (2011)
Alberta Learning Information
Service (2014b); Canadian
Information Centre for
International Credentials (2011)
British Columbia Government
(2012); Canadian Information
Centre for International
Credentials (2011); British
Columbia Regulation (2010)
Manitoba Laws (2001); Canadian
Information Centre for
International Credentials (2011)
Canadian Information Centre for
International Credentials (2011)
Canadian Information Centre for
International Credentials (2011)
Canadian Information Centre for
International Credentials (2011);
Saskatchewan Immigration
(2011)
Connecticut Statutes (n.d.)
Georgia Statutes (n.d.)
South Carolina Code of Laws
(2013)
College of Podiatry (n.d.)
Australian Podiatry Association
(2002)
Podiatrists Board of New
Zealand (n.d.)
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Table 9. Registration and Licensure Requirements for Podiatrists and/or Chiropodists in
Select Canadian Provinces
Jurisdiction
Ontario

Alberta

British
Columbia

Requirement
To practice in Ontario, podiatrists must have a postgraduate Doctor of
Podiatric Medicine degree while chiropodists must complete a post-secondary
chiropody program. To register,uu,vv podiatrists and chiropodists must also:
 Complete a programww and a registration examination approved by the
Council of the College of Chiropodists of Ontario;
 Conduct clinical practice for at least three months during the two years
immediately preceding the application;xx
 Provide proof of reasonable fluency in written and spoken English or
French;
 Provide proof of Canadian citizenship or permanent resident status or
authorization under the Immigration and Refugee Protection Act to
practice the profession in Canada;yy and
 Show evidence of not having been found guilty of any criminal offence,
professional misconduct, incompetence, or incapacity.
To register as a podiatrist, an applicant must have:
 Graduated from a college of podiatric medicine with a Doctor of Podiatric
Medicine degree in Canada or the US, approved by the Alberta Board of
Examiners in Podiatry or the US Council on Podiatric Medical Education;
 Completed the American Podiatric Medicine Licensing Examination
sponsored by the National Board of Podiatric Medical Examination;
 Completed the Podiatric Medical Licensing Examination for States; and
 Completed a two-year postgraduate residency program approved by the
US Council on Podiatric Medical Education of the American Podiatric
Medical Association.
The registration requirements are similar to those described above for Alberta.

Reference
Health Force
Ontario (2014);
Ontario Podiatric
Medical
Association
(2014); College
of Chiropodists of
Ontario (2013);
Baumann &
Blythe (2009);
Office of the
Fairness
Commissioner
(2007)
Alberta Learning
Information
Service (2014b);
Muenzen &
Dionne (2013)

Muenzen &
Dionne (2013)

uu As of July 1, 1993, new members registering with the College of Chiropodists of Ontario are required to be registered
as chiropodists. However, those podiatrists who registered with the College before July 1, 1993 are permitted to
continue to practice as podiatrists. Ontario’s practice of registering chiropodists, but not podiatrists, makes it unique in
North America (Office of the Fairness Commissioner, 2007).
vv The registration regulation for the College of Chiropodists of Ontario sets out three categories of registration
certificates: General, Academic, and Educational. The requirements outlined in this review pertain to the General
certificate. For more information, see Office of the Fairness Commissioner (2007) and College of Chiropodists of
Ontario (2013).
ww Applicants whose school is not on the approved list can submit their educational information for evaluation and
assessment by the College (Health Force Ontario, 2014).
xx This does not apply to those who successfully completed an approved program within two years preceding the date
of the application (Health Force Ontario, 2014).
yy This requirement is exemptible (Health Force Ontario, 2014).
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Jurisdiction
Manitoba

Saskatchewan

Requirement
The registrar shall approve an application for registration as a podiatrist if the
applicant:
 Meets the competency requirements approved by the Council of the
College of Podiatrists of Manitoba;
 Establishes that his or her name has not been removed for cause from a
register of persons authorized to engage in the practice of podiatry in
Canada or elsewhere;
 Establishes that he or she has not been suspended as a result of
professional misconduct by a regulatory authority governing the practice
of podiatry in Canada or elsewhere; and
 Meets any other requirements set out in the regulations set out in the
2001 Podiatrists Act.
The Council of the Saskatchewan College of Podiatrists may register as a
member, and issue a license to practice to,zz a person who produces evidence
establishing to the satisfaction of the Council that the person has:
 Complied with the bylaws with respect to registration as a member;
 Completed a podiatry education program that is prescribed in the
bylaws;aaa and
 Passed the examinations prescribed or recognized by the Council
pursuant to the bylaws (or is registered as the equivalent of a podiatrist
in good standing pursuant to the legislation of another jurisdiction in
Canada).

Reference
Manitoba Laws
(2001)

Saskatchewan
Statutes (2007)

The Saskatchewan College of Podiatrists issues two types of practice licenses: 1) a General Practice License; and
2) a Restricted Practice License. For more information, see Saskatchewan Immigration (2011).
aaa The Saskatchewan College of Podiatrists recognizes podiatry educational programs from the US, the UK, Australia,
New Zealand, and South Africa (Saskatchewan Immigration, 2011).
zz
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Table 10. Licensure Requirements for Podiatrists in Select US Jurisdictions
Jurisdiction
Connecticut

Georgia

Kansas

Licensure Requirement
A podiatrist must have received a diploma or other certificate of graduation from an
accredited school or college of chiropody or podiatry that is approved by the Board of
Examiners in Podiatry with the consent of the Commissioner of Public Health. The
podiatrist must also have obtained a license from the Department of Public Health after
meeting the following requirements. A graduate of an approved school of chiropody or
podiatry subsequent to:
 July 1, 1947, shall present satisfactory evidence that he or she has been a
resident student through not less than four graded courses of not less than 32
weeks each in such approved school and has received the degree of Doctor of
Surgical Chiropody or Doctor of Podiatry or another equivalent degree;
 July 1, 1951, shall present satisfactory evidence that he or she has completed,
before beginning the study of podiatry, a course of study of an academic year of
not less than 32 weeks' duration in a college or scientific school approved by the
Board of Examiners in Podiatry, with the consent of the Commissioner of Public
Health; and
 July 1, 1971, shall present satisfactory evidence that he or she has completed a
course of study of two such pre-podiatry college years and that he or she
received the degree of Doctor of Podiatric Medicine.
A license to practice podiatric medicine shall be issued to any person who:
 Is a graduate of an accredited college of podiatric medicine approved by the
State Board of Podiatry Examiners;
 Holds a DPM degree or its equivalent;
 Satisfactorily passes a board approved examination, if an examination is required
by the board;
 Successfully completes postgraduate training of no less than 12 months as a
resident in podiatric medicine and surgery in a program or institution approved
by, and in good standing with, the board; and
 Has attained the age of 21 years.
All applicants for a license to practice podiatry under the provisions of the Podiatry Act:
 Shall have attained the age of 21 years;
 Shall have completed at least four years of instruction in, and be graduates of, a
school of podiatry which is recognized as being in good standing by the Kansas
State Board of Healing Arts; and
 Commencing with applicants for a license to be granted on or after July 1, 1988,
shall have completed acceptable postgraduate study as may be established by
the board by rules and regulations.
Applicants licensed, registered, or certified by a board of examiners of any other state
or country whose requirements for licensure, registration, or certification are
substantially equal to those of Kansas in the opinion of the Kansas State Board of
Healing Arts may be granted a license without examination.

Reference
Connecticut
Statutes
(n.d.)

Georgia
Statutes
(n.d.)

Kansas
Statutes
(2009)
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Jurisdiction
New York

Rhode
Island

South
Carolina

Licensure Requirement
To qualify for a license as a podiatrist, an applicant shall fulfill the following
requirements:
 Education: Have received an education, including a DPM degree, in accordance
with the commissioner’s regulations;
 Experience: Have experience satisfactory to the board and in accordance with
the commissioner’s regulations;
 Examination: Pass an examination satisfactory to the board and in accordance
with the commissioner’s regulations;
 Age: Be at least 21 years of age;
 Character: Be of good moral character as determined by the department; and
 Continuing Education: Attend the education programs conducted by the podiatry
society of the state of New York or the equivalent of such educational programs,
as approved by the state board for podiatry in accordance with the
commissioner’s regulations.
An applicant seeking licensure for podiatry must:
 Be 18 years of age or older;
 Be of good moral character;
 Have completed a satisfactory course of at least three years of study in a duly
recognized college or university;
 Provide evidence of satisfactory completion of a course of study in podiatric
medicine approved and accredited by the Council on Podiatric Medical Education
of the American Podiatric Medical Association;
 Have satisfactorily completed a one-year residency in podiatric medicine as
defined, recognized, and accredited by the Council on Podiatric Medical
Education of the American Podiatric Medical Association;
 Have satisfactorily passed the National Board of Podiatric Examination and the
Podiatric Medical Licensing Examination; and
 Meet such other requirements as set forth by regulation or as may be established
by the Board of Examiners of Podiatry.
An applicant for licensure must have completed a one-year post-podiatric medical
formal preceptorship or residency program approved by the American Association of
Podiatric Physicians and Surgeons or the American Podiatric Medical Association. The
Board of Podiatric Examiners shall conduct an examination of any applicant who
submits satisfactory evidence that he or she has:
 Received four years of high school training;
 Completed at least three years of pre-podiatry training at a recognized college;
and
 Received a diploma or certificate of graduation from a recognized college of
podiatric medicine which has been accredited by the Council on Podiatric Medical
Education.
For the purposes of examination, the board shall use the National Board of Podiatry
Examination and may use other written or oral examinations as the Board considers
necessary. However, a written examination administered by the Board must be a
nationally recognized examination or must be administered by at least one other state.

Reference
New York
State
Education
Department
(2014c)

Rhode
Island
Department
of Health
(2007)

South
Carolina
Code of
Laws
(2013)
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Jurisdiction
Wisconsin

Wyoming

bbb

Licensure Requirement
“Podiatrist” means an individual: 1) possessing the degree of Doctor of Podiatric
Medicine or Doctor of Surgical Chiropody or equivalent degree, as determined by the
affiliated credentialing board; and 2) holding a license to practice podiatry or podiatric
medicine and surgery granted by the affiliated credentialing board. The affiliated
credentialing board shall grant a license as a podiatrist to a person who:
 Submits evidence satisfactory to the affiliated credentialing board that the
applicant does not have an arrest or conviction record;
 Submits evidence satisfactory to the affiliated credentialing board that:
o The applicant is a graduate of a school of podiatric medicine and surgery
approved by the affiliated credentialing board and possesses a diploma from
such school conferring the degree of doctor of podiatric medicine, or
equivalent degree as determined by the affiliated credentialing board, unless
the affiliated credentialing board waives these requirements;
o The applicant has completed two years of postgraduate training in a program
approved by the affiliated credentialing board or one year of postgraduate
training in a program approved by the affiliated credentialing board if the oneyear postgraduate training was completed by June 1, 2010; bbb and
 Passes an examination.
The application for licenses shall be granted to an applicant who presents proof that
he/she:
 Has satisfactorily completed two years in a recognized college of liberal arts or of
the sciences;
 Is a graduate of a regularly established school of podiatry recognized by the
American Podiatric Medical Association or its successor and the board which
requires as a prerequisite to graduation the completion of at least 3,360
scholastic hours of classroom work;
 Has completed a residency approved by the board; and
 Has passed a satisfactory examination as prepared under the rules and
regulations of the board of registration in podiatry.

Reference
Wisconsin
Statutes
(2014)

Wyoming
Statutes
(n.d.)

No information was found on the terms of this requirement after June 1, 2010.
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Table 11. Podiatry Education and Training Requirements in Various Jurisdictions
Jurisdiction
Ontario

Job Title
Chiropodist

Alberta

Podiatrist

British
Columbia

Podiatrist

Prerequisite(s) for Admission into Chiropody/Podiatry Program
 Bachelor of Science degree or Bachelor of Arts degree in Kinesiology;
 One full credit equivalent in human physiology; and
 One full credit equivalent in human anatomy
Podiatry education may be obtained from Quebec or the US.
 In Quebec:
o College diploma or an equivalent; and
o Basic science prerequisite courses
 In the US:
o Minimum of three years or 90 semester hours of undergraduate
credit at a university;
o Undergraduate courses in biology, organic chemistry, inorganic
chemistry, physics, mathematics, and English; and
o Completion of the Medical College Admissions Test
Podiatry education may be obtained from Quebec or the US.
 In Quebec:
o College diploma or an equivalent; and
o Basic science prerequisite courses
 In the US:
o Minimum of three years or 90 semester hours of undergraduate
credit at a university;
o Undergraduate courses in biology, organic chemistry, inorganic
chemistry, physics, mathematics, and English; and
 Completion of the Medical College Admissions Test

Required Degree
Three-year Graduate
Advanced Diploma of Health
Sciences (Chiropody)
Four-year Doctor of Podiatric
Medicine degree

Four-year Doctor of Podiatric
Medicine degree

Additional Training

Residency

Residency
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Jurisdiction
Quebec

Job Title
Podiatrist

US

Podiatrist
(certified in
foot surgery)

UK

Podiatrist
(certified in
reconstructive
rearfoot/ankle
surgery)
Podiatrist

Podiatric
surgeon
Consultant
podiatric
surgeon

Prerequisite(s) for Admission into Chiropody/Podiatry Program
Podiatry education may be obtained from Quebec or the US.
 In Quebec:
o College diploma or an equivalent; and
o Basic science prerequisite courses
 In the US:
o Minimum of three years or 90 semester hours of undergraduate
credit at a university;
o Undergraduate courses in biology, organic chemistry, inorganic
chemistry, physics, mathematics, and English; and
 Completion of the Medical College Admissions Test
 Minimum of three years or 90 semester hours of undergraduate credit
at a university;
 Undergraduate courses in biology, organic chemistry, inorganic
chemistry, physics, mathematics, and English; and
 Completion of the Medical College Admissions Test
US Podiatrist (certified in foot surgery) credentials (i.e., Four-year Doctor of
Podiatric Medicine degree plus a two-year residency in foot surgery)

No information was found.

UK podiatrist credentials (i.e., Three-year Bachelor of Science degree in
Podiatry or Podiatric Medicine or four-year Honours Bachelor of Science
degree in Podiatry or Podiatric Medicine) plus 1-2 years of clinical practice
UK podiatric surgeon credentials (i.e., Three-year Bachelor of Science
degree in Podiatry or Podiatric Medicine or four-year Honours Bachelor of
Science degree in Podiatry or Podiatric Medicine and three-year Master’s
degree in the theory of podiatric surgery plus 1-2 years of clinical practice
and one-year surgical training)

Required Degree
Four-year Doctor of Podiatric
Medicine degree

Four-year Doctor of Podiatric
Medicine degree

Additional Training

Two-year Podiatric Medicine
and Surgery residency

Additional year of Podiatric
Medicine and Surgery
residency
Three-year Bachelor of
Science degree in Podiatry
or Podiatric Medicine or fouryear Honours Bachelor of
Science degree in Podiatry
or Podiatric Medicine
Three-year Master’s degree
in the theory of podiatric
surgery

One-year surgical training
Five additional years of clinicbased surgical training
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Jurisdiction
Australia

Job Title
Podiatric
surgeon

Prerequisite(s) for Admission into Chiropody/Podiatry Program
No information was found.

Required Degree
 Three- or four-year
Bachelor of Science
degree in Podiatry; and
 Master’s degree in
podiatric surgery,
podiatric medicine,
medical science, or
public health;

Additional Training
Three-year fellowship
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APPENDIX B
Table 12. Description of the Content in the Peer-Reviewed Articles and Grey Literature Being Summarizedccc
No.

Description

Reference
Review/Overview/Commentary Articles in Peer-Reviewed Journals

1

2

Purpose: This overview by a consultant podiatric surgeon describes podiatric surgery provided by the allied health professionals in
the UK. Relevant Information: Pre-registration training comprises a three- or four-year Bachelor of Science degree, usually with
many shared modules across other health professions programs. Once qualified, podiatrists are able to offer a range of treatments,
undertake minor surgical procedures, and administer local anaesthetics. Postgraduate training in podiatric surgery has been offered
to podiatrists since the early 1970s and has continued to evolve as educational demands have changed. Initially, postgraduate
examination was offered exclusively by the professional bodies, and early training followed a pupilage system. Over the last 20 years,
the emphasis has moved from training provided by professional bodies towards the universities and the National Health Service
(NHS). Today, podiatrists who have completed an undergraduate degree and at least two years of postgraduate experience in
podiatry must next study a Master of Science (MSc) in the theory of podiatric surgery. These degrees are offered at a number of
universities in England and Scotland and are typically studied part-time whilst the podiatrist also gains further clinical experience. All
candidates then undergo a formal objective assessment of their skills, knowledge, and understanding before applying for a training
post. Initial surgical training is delivered over a minimum two-year period, though more typically training posts are offered on threeyear contracts. During training, two formal examinations must be passed within a maximum of three attempts. Successful completion
leads to the award of Fellowship of the College of Podiatry. Having gained a fellowship in podiatric surgery, candidates are required
to complete an additional Certificate of Completion of Specialist Podiatric Training (CCSPT). This is achieved through a three-year
post as a podiatric registrar. On completion of the MSc, fellowship examinations, and surgery training to CCSPT, the candidate may
apply for a consultant podiatric surgeon position in the NHS.
Purpose: This overview by medical professionals describes the role of a podiatrist in diabetic limb salvage in the US and
internationally. Relevant Information: The field of podiatry continues to evolve as a surgical subspecialty with increasing training
requirements and standardization. Education: The first two years cover basic science curriculum similar to traditional medical
education with the exception of early introduction to biomechanical principles. The next two years begin clinical education that
includes a growing focus in pathologies of the lower extremity. Clinical rotations include general surgery, vascular surgery, internal
medicine, infectious disease, and emergency medicine. These rotations can vary depending on the interest of the student. Training:
Residencies are typically three years in duration with early surgical focus on the lower extremity. The first year is primarily an intern
year in internal medicine, emergency medicine, general surgery, orthopaedic surgery, and vascular surgery. These rotations can vary

Maher, A. (2013). Podiatry: An
illustration of surgery provided
by allied health professionals.
Journal of Perioperative
Practice, 23(10), 218-21.

Kim, P. J., Attinger, C. E.,
Evans, K. K., & Steinberg, J. S.
(2012). Role of the podiatrist in
diabetic limb salvage. Journal
of Vascular Surgery, 56(4),
1168-72.

Please note the studies, programs, and findings presented in this table may originate from jurisdictions with health systems that are significantly different from Ontario's. If there
is intent to draw heavily from one or more sources presented in this table, we recommend that you contact the lead author of this review for assistance with evaluating the local
applicability.
ccc
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between residency programs. The second and third years include more surgery of the foot and ankle on podiatric, orthopaedic, and
limb salvage services. After the completion of a residency, a fellowship in sports medicine, advanced reconstructive surgery, or limb
salvage can be pursued.
Purpose: This historical overview by a Doctor of Podiatric Medicine (DPM) describes the historical and current status of DPMs in the
US. Relevant Information: In the US, similar to the Doctor of Medicine (MD) and Doctor of Osteopathic Medicine (OD), immediately
after a DPM completes podiatric medical school, he or she does not yet have adequate knowledge and skills to engage in the broad
spectrum of practice in the specialty. As with the MD and OD, in almost every state across the US, a DPM must complete a minimum
of one year of graduate medical education to be eligible for a license. In essence, similar to the new MD or OD graduate, graduation
from podiatric medical school prepares one only to enter graduate medical education as a podiatric medical resident. Indeed, the MD,
OD, and DPM are the only health professions that require graduate education after completing the undergraduate professional
degree. In addition, because of the need to acquire board certification, almost every podiatric medical graduate completes at least
two years of graduate medical education, and although a three-year residency requirement is not yet in effect, it is becoming the
trend. This is partially due to the profession continuing its efforts to achieve parity among its MD and OD colleagues.
Purpose: This overview by researchers describes podiatry in the UK. Relevant Information: Training: The authors suggested that
perhaps the most comprehensive training for podiatric practitioners exists within the US, where podiatry training consists of a fouryear postgraduate internship. Following their degree, students complete a two- to three-year residency. Podiatric education in the UK
(with the exception of Scotland) is similar in both curriculum design and operational practice to that of Australia, with the notable
exception being that the degree in the UK is of three years in duration whereas in both Scotland and Australia, it is a four-year
program. Similar to Australasia, UK podiatric practitioners may continue their studies and qualify as podiatric surgeons. The training
requires a number of years’ study at postgraduate levels, including a Master of Science in the principles of podiatric surgery, leading
to a year as a pre-surgical trainee working within a designated podiatric surgical team. Regulation: In the UK, individuals may not use
the title “chiropodist” or “podiatrist” unless they are registrants of the Health and Care Professions Council. These are now protected
titles and their use by non-registrants is unlawful. However, there is currently no statutory registration/regulation for practitioners in
the private foot health sector. Only the titles of “chiropodist” and “podiatrist” are protected. As such, there is no legal or formal
limitation to foot health practitioners undertaking an identical role to that of a podiatrist in the private sector.
Purpose: This overview by the Deputy Executive Director of the American Podiatric Medical Association describes podiatric medicine
in the US. Relevant Information: Training: During a residency, podiatrists receive advanced training in medicine and surgery and
participate in clinical rotations in anaesthesiology, internal medicine, pathology, radiology, emergency medicine, and orthopaedic and
general surgery, as well as elective rotations. Emphasis is placed on patient diagnosis and management throughout residency. The
residency in Podiatric Medicine and Surgery is a resource-based, competency-driven, assessment-validated program that consists of
two or three years of postgraduate training in inpatient and outpatient medical and surgical management. The principal difference
between two- and three-year programs is that residents in a three-year program have more training experiences in reconstructive
rearfoot/ankle surgery and trauma. Regulation: For more than 90 years, the Council on Podiatric Medical Education (CPME) has
served as the professional accrediting agency for podiatric medicine, evaluating and promoting the quality of podiatric education,
postgraduate education, certification, and continuing education for DPMs. The CPME, through its Joint Committee on the Recognition

Reference
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of Specialty Boards, has been responsible for monitoring specialty certifying boards in podiatric medicine since the early 1960s. The
CPME currently recognizes two certifying boards, the American Board of Podiatric Surgery (ABPS) and the American Board of
Podiatric Orthopaedics and Primary Podiatric Medicine (ABPOPPM). The ABPS certifies in foot surgery and reconstructive
rearfoot/ankle surgery. One must be certified in foot surgery before being eligible for certification in reconstructive rearfoot/ankle
surgery. Certification by ABPOPPM indicates that the podiatrist has been judged by peers to have demonstrated knowledge and
competence in the areas being tested.
Background: Local anaesthesia has been used by British podiatrists since the early 1960s. The use of local anaesthesia has
allowed for the advancement of scope of practice and the development of podiatric surgery. Local anaesthesia is, however,
associated with potential risks and adverse reactions including toxicity. Objectives: To review the current literature on the subject of
local anaesthetic toxicity and to consider recent developments in the management of acute toxicity. Results: Local anaesthetic
techniques are now taught as an integrated element of the undergraduate podiatry program, allowing podiatrists to administer local
anaesthetics upon the completion of their degree training. Of particular significance is that the local anaesthetic blocks utilized in
podiatry are routinely administered by the podiatrist undertaking the treatment. In the case of podiatric surgery, an appropriately
trained podiatrist team member often administers the block. This is in stark contrast to medicine where an anaesthetist would usually
be expected to administer the local anaesthetic agent and take responsibility for and manage any medical complications arising from
the administration of the local anaesthetic agent. Therefore, podiatrists must be trained and able to appropriately assess and manage
the potential complications of local anaesthesia. Complications include allergic reactions and acute toxicity – the latter as a
consequence of excessive dosage, pathological states such as liver failure or, more commonly, a direct result of accidental
intravascular injection. Conclusions: Local anaesthesia, although safe, has the potential to cause serious harm in the event of
toxicity. Appropriate steps should be taken to minimize the risk of toxicity, and should it occur, measures should be applied to
minimize the consequences of toxicity.

Maher, A. J., Metcalfe, S. A., &
Parr, S. (2008). Local
anaesthetic toxicity. Foot,
18(4), 192-7.

Original Research Papers in Peer-Reviewed Journals
7

Background: Podiatrists form an integral part of the multidisciplinary foot team in the treatment of diabetic foot-related complications.
Due to unforeseen circumstances, 50% of the non-operative podiatry team within a specialist diabetes foot service in the UK was lost
for almost seven months in 2010. The original non-operative podiatry team consisted of 3.89 whole-time equivalent (WTE) podiatrists.
In the seven-months, podiatry staffing was reduced to 1.89 WTE and partially replaced by a temporary non-operative, non-specialist
podiatrist to cover for one of the two vacant posts. Specialist podiatrists were defined as podiatrists involved in a MDT tertiary foot
clinic for the management of the diabetic foot and its related complications. Objectives and Methods: The authors assessed the
economic impact of this loss by examining data for the five years prior to this seven-month interruption and for the two years after
“normal service” was resumed. Results: The authors suggested that the loss of the non-operative podiatrists led to a significant rise
in the number of admissions into hospitals and that the average hospital length of stay also increased (327 extra bed days during the
staff shortage compared to the 12 months prior to service disruption). Further, the total number of follow-ups seen in 2009 dropped by
more than 17% in 2010, reflecting a reduction in the clinic’s capacity. During the time that the number of specialist non-operative
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podiatry staff were depleted, and for up to six months after they returned to normal activities, the extra costs to the health care system
increased by £89,925 (CAD $143,140).ddd Conclusions: These findings suggest that specialist non-operative podiatrists involved in
the treatment of the diabetic foot may prevent unwarranted hospital admission and increased hospitalization rates by providing skilled
assessment and care in the outpatient clinical settings.
Objectives: This study sought to examine the economic value of specialized lower extremity medical care by podiatric physicians, in
the treatment of diabetic foot ulcers, by evaluating cost outcomes for patients with diabetic foot ulcers who did and did not receive
care from a podiatric physician in the year before the onset of a foot ulcer. Methods: The authors analyzed the economic value
among commercially insured patients and Medicare-eligible patients with employer-sponsored supplemental medical benefits. The
analysis consisted of two parts. In part I, costs or savings per patient associated with care by podiatric physicians were examined
using propensity score matching and regression techniques. In part II, costs or savings to populations were extrapolated. Results:
Matched and regression-adjusted results indicated that patients on commercial plans who visited a podiatric physician had USD
$13,474 (CAD $13,327) lower costs and that patients on Medicare plans who visited a podiatric physician had USD $3,624 (CAD
$3,584) lower costs compared to patients who did not visit a podiatric physician during a two-year follow-up period;eee both of these
finding were statistically significant. Conclusions: These findings suggest that podiatric medical care may reduce the disease and
economic burdens of diabetes.
Objectives: To determine the effectiveness of receiving care from podiatrists and clinician specialists on diabetes-related lower
extremity amputations. Methods: Medicare data (five percent of claims) between 1991 and 2007 were used. Individuals with
diabetes-related lower extremity complications were followed for six years. Visits with podiatrists, clinician specialists, and other
health professionals were tracked to ascertain whether the receipt of such care reduced the hazards of a lower extremity amputation.
Results: Half of the lower extremity complication sample died within six years. More severe lower extremity disease increased the
risk of death and amputations. Persons visiting a podiatrist and a clinician specialist within a year prior to developing all stage
complications were 19%-64% statistically significantly less likely to undergo amputations compared to those visiting only other health
professionals. However, those visiting only a podiatrist were not statistically significantly different from those visiting only other health
professionals in undergoing amputations. Conclusions: Individuals with a lower extremity complication had high mortality. Visiting
both a podiatrist and a clinician specialist in the year before the lower extremity complication diagnosis was protective of undergoing
lower extremity amputations, suggesting a benefit from multidisciplinary care.
Background: Over 40% of patients with peripheral arterial disease (PAD) have diabetes, and this group of patients have a worse
prognosis compared to diabetic patients without PAD. The majority of lower limb amputations in the UK are being performed for
diabetic vascular disease. Objectives: The authors set out to identify methods to reduce the amputation rate for patients with
diabetes. Methods: A prospective database was established for patients with diabetic foot complications. For six months, a mapping
exercise was undertaken to identify areas of poor practice. A protocol was then introduced and implemented by a diabetic foot
protection team (DFPT) working across primary and secondary care. The results of the first three years of this project are presented.
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Results: Minor amputations increased by 42%, but there was an overall 60% reduction in major amputations carried out over three
years. The authors did not define major and minor amputation. There was a 7% yearly increase in patients treated, and hospital
admissions increased from 118 to 174 patients per year. However, despite this, median length of hospital stay reduced from 47 to 19
days, saving 5,662 bed days. Conclusions: The findings suggest that a DFPT may reduce major amputation rates and
hospitalization in patients with diabetes. The authors noted that DFPT is highly cost-effective, reducing length of stay by 60%. A
national approach to the problem of diabetic vascular disease could make a major impact on amputation rates in the UK. Notes: The
description of this study was available only from the abstract of its paper presented at the 42 nd Annual Scientific Meeting of the
Vascular Society of Great Britain and Ireland in 2007.
Objectives: There is a lack of continuous, longitudinal, population-based data on lower extremity amputation (LEA) in the UK. The
authors present accurate data on trends in diabetes-related (DR) LEAs and non-DRLEAs in the South Tees area in the UK over a
continuous five-year period. Methods: All cases of LEA from July 1, 1995 to June 30, 2000 within the area were identified. Estimated
ascertainment using capture-recapture analysis approached 100% for LEAs in the area. Data were collected longitudinally using the
standard method of the Global Lower Extremity Amputation Study protocol. Results: Over five years, there were 454 LEAs in the
South Tees area, of which 223 were DR (49%). The major DRLEA rates in people with diabetes fell from 310.5 to 75.8 per 100,000
people with diabetes after establishing the foot care team between 1995 and 2000. The minor DRLEA rates in people with diabetes
did not significantly change over the five years. Over the same period, non-DRLEAs increased from 12.3 to 22.8 of 100,000 people
without diabetes. Conclusions: The findings suggest that in the South Tees area, at a time when major non-DRLEA rates increased,
major DRLEA rates fell. These diverging trends mark a significant improvement in care for patients with diabetic foot disease as a
result of better organized diabetes.
Objectives: To assess changes in diabetic lower extremity amputation rates in a defined, relatively static population over a ten-year
period following the introduction of a multidisciplinary foot team in the UK. Methods: All diabetic patients with foot problems admitted
to Ipswich Hospital, a large district general hospital, were identified by twice-weekly surveillance of all relevant in-patient areas.
Outcomes including amputations were recorded. Results: The incidence of major amputations fell 62%, from 7.4 to 2.8 per 100,000
of the general population. Total amputation rates also decreased (40%) but to a lesser extent due to a small increase in minor
amputations. Expressed as incidence per 10,000 people with diabetes, major amputations fell 84% from 41.4 to 6.7, and minor
amputations fell 21% from 11.8 to 9.3. Conclusions: Significant reductions in amputation rates occurred over the ten-year period
following improvements in foot care services, including multidisciplinary team work.
Objectives: To demonstrate the effectiveness of a diabetic foot disease management program in a managed care organization.
Methods: The authors implemented a lower extremity disease management program consisting of screening and treatment protocols
for diabetic members in a managed care organization. Screening consisted of evaluation of neuropathy, peripheral vascular disease,
deformities, foot pressures, and history of lower extremity pathology. Patients were stratified into low- and high-risk groups, and
implemented preventive or acute care protocols. Utilization was tracked for 28 months and compared to 12 months of historic data
prior to implementation of the disease management program. Results: After the implementation the disease management program,
the incidence of amputations decreased 52% from 128.9 per 10,000 diabetics per year to 61.8, which was a statistically significant
finding. The number of foot-related hospital admissions decreased 38% from 228.6 per 10,000 members per year to 142.3. The
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average inpatient length of stay was reduced 22% from 4.75 to 3.72 days. Conclusions: A population-based screening and
treatment program for the diabetic foot may dramatically reduce hospitalizations and clinical outcomes.
Background: Foot screening for risk factors is a prerequisite to the effective and prudent use of available resources but must have a
high degree of sensitivity and specificity and must be reliable and reproducible regardless of who is applying the test. Objectives:
This study aimed to evaluate variation among clinicians in the assessments of foot health status and risk status in patients with
diabetes. Methods: Seventeen clinicians assessed three patients with diabetes using a standardized assessment form and risk
classification system. Results: There was substantial variation among clinicians in assessing foot conditions. Variation was also
evident in the risk categories allocated to two of the three patients. Conclusions: As a consequence of the variation among clinicians
in the foot assessment, the same patient would have received different care pathways to monitor and manage their foot health
depending upon which clinician undertook their initial assessment. The authors recommended that more attention is placed on
training for objective clinical testing, at both pre- and postgraduate levels.
Background: The lower extremity amputation rate in people with diabetes is high, and the wound failure rate at the time of
amputation is as high as 28%. Even with successful healing of the primary amputation site, some amputations occur in 50% of
patients within two to five years. Objectives: The purpose of this study was to provide valid outcome data before (control period) and
18 months after (test period) the implementation of a multidisciplinary team approach using verified methods to improve the
institutional care of wounds. Retrospective medical chart review was performed for 118 control patients and 116 test patients.
Results: The amputation rate was significantly decreased during the test period (64% for control patients vs. 39% for test patients),
and the amputations that were required were at a significantly more distal level. No above-the-knee amputations were required in 45
patients during the test period, compared with 14 of 76 patients during the control period. Conclusions: These outcome data suggest
that unified care is an effective approach for the patient with diabetic foot problems.
Objectives: A pilot community-based foot care screening program employing a team approach encompassing the services of a
certified diabetes educator and a certified pedorthist was assessed. Methods: A free-standing, community-based outpatient diabetes
centre serving people with diabetes who reside in the greater Washington, DC, metropolitan area recruited 40 people with diabetes
using public service announcements. The certified diabetes educator provided basic foot care education including instruction in selfinspection, skin care, and footwear selection. The patients’ footwear was thoroughly examined for fit and appropriateness by the
collaborating certified pedorthist. The certified pedorthist also examined the patients’ feet to further evaluate deformities and pressure
areas and looked for gait deviations and associated foot problems. The pedorthist checked the patients’ current footwear and
determined what type of shoe they would need if the situation required it. Results: 50% of the females and 37% of the males were
not using footwear appropriate for their lower-extremity risk category. After seeing both the certified diabetes educator and the
certified pedorthist, 33% of the patients purchased appropriate footwear appropriate for any manifested foot problems at various local
shoe suppliers. Conclusions: The findings suggest that patients benefit when the certified diabetes educator and the certified
pedorthist collaborate regarding a patient’s foot care.
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Relevant pages accessed include:
(2014a). Podiatrist Educational Requirements. The “Educational Requirements” section on this page describes the educational
requirements for podiatrists and identifies the nine post-secondary schools in the US that offers Doctor of Podiatry Medicine degrees.
(2014b). Podiatrist Certification Requirements. The “Legislation” and “Education” sections on this page describe the registration and
certification requirements for podiatry in the province of Alberta.
Health Force Ontario is the province’s strategy to identify and address Ontario’s health human resource needs.
Relevant pages accessed include:
(2014). Chiropodists and Podiatrists. The “Registration Requirements” section on this page describes the requirements for
registration with the College of Chiropodists of Ontario for internationally-educated podiatrists and chiropodists in the province.
The New York State Education Department administers professional regulation in the state of New York through its Office of the
Professions.
Relevant pages accessed include:
(2014a). Podiatric Ankle Surgery Privileges. The “Standard Ankle Surgery Requirements” and “Advanced Ankle Surgery
Requirements” sections on this page describe the training and certification requirements for qualifying for podiatric ankle surgery
privileges, effective February 17, 2014.
(2014b). Frequently Asked Questions. The answer to the question “Am I required to engage in continuing podiatric education in order
to register my license?” on this page describes the continuing education requirement for a podiatrist.
(2014c). Education Law. Article 141, Podiatry. The “Requirements for a Professional License” section on this page describes the
requirements to qualify for a license as a podiatrist.
The Ontario Podiatric Medical Association serves podiatrists in Ontario by advocating to government and other stakeholders on
behalf of the profession.
Relevant pages accessed include:
(2014). About OPMA. The section titled “Podiatry and Chiropody” on this page describes differences between podiatrists and
chiropodists in Ontario.
Purpose: This legislative document defines medical practices in the state of Wisconsin, including those of podiatry. Relevant
Information: Education: “Podiatrist” means an individual possessing the degree of doctor of podiatric medicine or doctor of surgical
chiropody or an equivalent degree as determined by the affiliated credentialing board and holding a license to practice podiatry or
podiatric medicine and surgery granted by the affiliated credentialing board. Continuing Education: The affiliated credentialing board
shall promulgate rules establishing requirements and procedures for licensees to complete continuing education programs or courses
of study in order to qualify for renewal of a license granted under this subchapter. The rules shall require a licensee to complete at
least 30 hours of continuing education programs or courses of study within each two-year period immediately preceding the renewal
date. Profession Title: No person may practice podiatry, designate himself or herself as a podiatrist, use or assume the title “doctor of
surgical chiropody”, “doctor of podiatry”, or “doctor of podiatric medicine”, or append to the person’s name the words or letters
“doctor”, “Dr.”, “D.S.C.”, “D.P.M.”, “foot doctor”, “foot specialist”, or any other title, letters, or designation which represents or may tend
to represent the person as a podiatrist unless the person is licensed under this subchapter. Registration and Licensing: The affiliated
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credentialing board shall grant a license as a podiatrist to a person who does all of the following: 1) submits an application for the
license to the department on a form provided by the department; 2) pays the fee; 3) submits evidence satisfactory to the affiliated
credentialing board that the applicant does not have an arrest or conviction record; 4) submits evidence satisfactory to the affiliated
credentialing board of all of the following: a) that the applicant is a graduate of a school of podiatric medicine and surgery approved
by the affiliated credentialing board and possesses a diploma from such school conferring the degree of doctor of podiatric medicine,
or equivalent degree as determined by the affiliated credentialing board, unless the affiliated credentialing board waives these
requirements; and b) that the applicant has completed two years of postgraduate training in a program approved by the affiliated
credentialing board or one year of postgraduate training in a program approved by the affiliated credentialing board if the one-year
postgraduate training was completed by June 1, 2010; and 5) passes an examination. The affiliated credentialing board may grant a
limited license to an applicant for a license if the affiliated credentialing board finds that the applicant has not demonstrated adequate
education, training, or performance on any past examination or in any past practice, and that, based upon considerations of public
health and safety, the applicant does not qualify for full licensure. The affiliated credentialing board shall conduct or arrange for
examinations for podiatrist licensure. Examinations shall consist of written or oral tests, or both, requiring an applicant to demonstrate
minimum competency in subjects substantially related to the practice of podiatry.
The College of Chiropodists of Ontario regulates and governs chiropodists and podiatrists in accordance with the Chiropody Act,
1991, the Regulated Health Professions Act, and the regulations and by-laws in the province of Ontario.
Relevant pages accessed include:
(2013). Requirements for Registration as a Chiropodist in the Province of Ontario. This page describes the registration requirements
for general, academic, and educational certificates in chiropody.
The Michener Institute provides education and grants post-secondary diplomas and certificates to health science professionals.
Relevant pages accessed include:
(2013). Graduate Advanced Diploma of Health Sciences (Chiropody). The “How long does it take?” and “Admission Requirements”
sections on this page describe the Graduate Advanced Diploma of Health Sciences (Chiropody) at the Michener Institute.
Purpose: This report presented a competency assessment that Professional Examination Service conducted on behalf of the
College of Chiropodists of Ontario, evaluating the College registrants’ current educational and practical preparation for practicing an
expanded scope of practice for podiatry in the province of Ontario. Relevant Information: Education and Training in Canada: In
Ontario, the chiropody program at George Brown was taken over by the Michener Institute around 1990. The Michener program
includes seven semesters of study over a three-year span. It was originally a post-secondary program, and students were awarded a
Diploma in Chiropody (or Podiatric Medicine, depending on the year of graduation). Beginning with 2007 admissions, it became a
post-bachelor's program, and the diploma awarded is a Graduate Advanced Diploma of Health Sciences (Chiropody). The Michener
Institute's curriculum includes courses specific to soft tissue surgery, “high-risk” foot care, legislation and management, interprofessional collaboration, and research methodology. The Université du Quèbec a Trois-Rivières (UQTR) is the only university in
Quebec offering a degree in podiatry. The program was established in 2004 and based largely on the US podiatry programs. A
Diploma of Collegial Studies or the equivalent is required for admission, along with basic science prerequisite courses. These are the
same prerequisites that are required for admission to medicine and dentistry programs in Quebec. The UQTR program was designed
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to meet the standards of accreditation of the Council on Podiatric Medical Education (CPME). This is a program culminating in the
Doctor of Podiatric Medicine (DPM) degree. The program incorporates clinical practice in a variety of settings including hospitals
affiliated with the New York College of Podiatric Medicine. Education and Training in the US: There are nine accredited podiatric
medical schools in the US. The schools must build specific educational competencies into their curricula in order to be accredited.
These competencies were developed by the Council of Deans of the American Association of Colleges of Podiatric Medicine and
approved by both the Council of Deans and the Council on Podiatric Medical Education. While a minimum of three years or 90
semester hours of undergraduate college credit at an accredited institution is required for admission, over 97% of the students who
enter a school of podiatric medicine have a Bachelor's degree. All of the schools of podiatric medicine require undergraduate courses
in biology, inorganic chemistry, organic chemistry, and physics. The course of instruction leading to the DPM degree is four years in
length. The first two years are devoted to classroom instruction and laboratory work in the basic medical sciences, such as anatomy,
physiology, microbiology, biochemistry, pharmacology, and pathology. During the third and fourth years, students concentrate on
courses in the clinical sciences, gaining experience in clinics and accredited hospitals. Clinical courses include general diagnosis
(i.e., history taking, physical examination, clinical laboratory procedures, diagnostic radiology), therapeutics (i.e., pharmacology,
physical medicine, orthotics, prosthetics), anaesthesia, and surgery. After completing the four-year curriculum required by podiatric
medical schools, a new podiatric physician is required to participate in residency training. Currently, most states require a minimum of
two years of postgraduate residency training in an approved healthcare institution for licensure purposes. However, by 2015, all
accredited residencies will be three years in duration, and the states are expected to adopt this as a requirement for practice over
time. Education and Training in the UK: In the UK, the Health Care and Professions Council accredits 13 programs of
podiatry/chiropody. All 13 programs are three-year postsecondary programs resulting in the award of a Bachelor's degree. Podiatry in
Australia was originally closely modelled on its British counterpart, and the introduction of a uniform three-year training program in the
late 1960s established an educational equivalence that remains broadly extant. Education and Training in the Australia: The
Queensland University of Technology (QUT) program is a four-year Bachelor's degree program. To practice as a podiatric surgeon in
Australia, a podiatrist must have completed extensive, postgraduate medical and surgical training, which enables them to perform
reconstructive surgery of the foot and ankle. Candidates must complete a fellowship training program with the Australian College of
Podiatric Surgeons. Requirements for admission to this program include the completion of an accredited undergraduate degree in
podiatry, a minimum of two years postgraduate podiatric clinical practice, and completion of an accredited Master's degree program
in podiatric surgery, podiatric medicine, medical science, or public health. The fellowship program consists of lectures, case studies, a
skills development course, clinical rotation, peer review activities, progressive development of preoperative, perioperative, and
postoperative skills, mentoring, and research and preparation of publications. The first phase of training focuses on knowledge base
development and is followed by a general surgical sciences exam. The second phase focuses on the acquisition and application of
perioperative management skills and is followed by a Foot and Ankle Surgical Theory Exam. The third phase focuses on attaining
competence in all aspects of surgery. In the US, this phase includes rearfoot and ankle surgery workshops and international
preceptorship. Each phase is roughly one year in duration. Education and Training in South Africa: In South Africa, the podiatry
program at the Technikon Witwatersrand is a three-year, post-secondary degree program. The now defunct Technikon Witwatersrand
became what is the University of Johannesburg today. Bridging Programs: Temple University in Philadelphia designed a “Flexible
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DPM” program in the early 2000s for Ontario- and British-trained chiropodists to be awarded the DPM degree. The course was
designed to accommodate chiropodists who were working full-time and could be completed in three to five years. While the program
was never put into place, its design documents gaps identified at that time that required bridging. In addition, and more importantly,
the format of the course (i.e., weekend courses in Canada plus clinical training and placements in the US, each of two and four
weeks in duration) offer a potential model for a bridging process. Prior to admission to the program, students were to undergo a
three-day assessment process addressing 14 course areas. A prepared syllabus, learning objectives, and a suggested reading list
were provided for each course. Based on their performance on the examination, students could earn credit for up to seven courses:
Histology, general anatomy, lower extremity anatomy, neuroscience, biochemistry, physiology, and medical microbiology and
immunology. The other seven courses, for which students could not be awarded transfer credit, were: Pharmacology, pathology, foot
and ankle radiology, pathomechanics, physical medicine and rehabilitation, podiatric surgical principles, and operating room
principles. Two factors may have led to the decision not to launch the program: 1) the Michener Institute's program changed soon
after the Flexible DPM program was to be launched; and 2) when the assessment and placement test was first offered, nobody
signed up. However, in the mid- to late-2000s, Temple University accepted a number of Michener graduates into its DPM program
through an advanced standing process. Temple University is no longer accepting students through this route. Michener graduates
were awarded transfer credits for courses that were determined to be equivalent to courses at Temple University and admitted to
Year Three of the four-year program. An applicant in 2008 reported receiving transfer credits for Michener courses in general
anatomy, neuroscience, podiatric practice I, biomechanics, and research. The candidate was required to complete online courses in
six areas prior to admission: Pharmacology, biochemistry, histology, immunology, pathology, and radiology. The candidate had taken
some of these courses at Michener, but was not awarded transfer credits for them. The 2008 applicant interviewed for this report had
to take two second year courses at Temple University (i.e., gerontology, principles of digital and metatarsal surgery) in addition to the
standard third year courses during her first year at Temple University. Once admitted, courses taken at Temple University to “bridge”
to the DPM were: For the third year, principles of first ray surgery, fundamentals of dermatology, introduction to internal medicine,
traumatology, reconstructive surgery of the foot and leg, professional administration and development, community health, the law and
podiatric medicine, cadaver surgery, and rotations in peripheral vascular disease, neurology, infectious disease, and general
orthopaedics; and for the fourth year, clerkships and externships. Regulation in Canada (Alberta and British Columbia): Applicants to
the Alberta College of Podiatric Physicians must have graduated from a college of podiatric medicine in Canada or the US approved
by the CPME and received the DPM degree. They must also have successfully completed all three levels of the American Podiatric
Medicine Licensing Examination (AMPLE) sponsored by the National Board of Podiatric Medical Examination (NBPME) as well as a
two-year residency accredited by the CPME. The standards for accreditation incorporate a set of competencies expected to be
successfully acquired during the residency process. In British Columbia, the College of Podiatric Surgeons of British Columbia is the
licensing body, and the registration requirements are similar to those described above for Alberta. Currently, only US-trained DPMs
who have completed the required residency are registered to practice podiatry in Alberta and British Columbia. Post-licensure
certification in podiatric surgery is offered by the American Board of Podiatric Surgeons (ABPS). Currently, candidates must complete
a minimum of two years of residency training in a program approved by the CPME. One of the two years of training must be in a
CPME-approved podiatric surgical residency. Candidates who attend a 24-month podiatric medicine and surgery program are eligible
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only for Certification in Foot Surgery. Candidates who attend a 36-month podiatric medicine and surgery program are eligible for both
Certification in Foot Surgery and Certification in Reconstructive Rearfoot/Ankle Surgery. Presumably the residency training
requirement will expand to 36 months for all candidates, in keeping with recent changes in residency training accreditation
requirements.
Purpose: This legislative document defines podiatrists and podiatry and describes their scope of practice in the state of South
Carolina. Relevant Information: The terms “podiatry” or “podiatrist” and “chiropody” or “chiropodist” have identical meanings. The
Board of Podiatry Examiners was created to be composed of five members, appointed by the Governor with the advice and consent
of the Senate, one of whom must be a lay member from the State at large, one of whom must be a podiatrist from the State at large
who shall serve as chairman, and three of whom must be podiatrists. The Board of Podiatry Examiners may promulgate regulations
to carry out this chapter including, but not limited to, regulations establishing continuing education requirements. It shall be unlawful
for any person to profess to be a podiatrist or chiropodist or to practice or assume the duties incident to podiatry or chiropody without
first obtaining from the State Board of Podiatry Examiners a podiatry license. In addition to all licensing requirements provided for in
this chapter, an applicant for licensure must have completed a one-year post-podiatric medical formal preceptorship or residency
program approved by the American Association of Podiatric Physicians and Surgeons or the American Podiatric Medical Association.
The board may issue limited licenses to podiatrists participating in approved preceptorship or residency programs. It is unlawful for
any person to practice podiatric medicine in this State without obtaining first a license from the board. The board shall conduct an
examination of any applicant who submits satisfactory evidence that he has: a) received four years of high school training; b)
completed at least three years of pre-podiatry training at a recognized college; and c) received a diploma or certificate of graduation
from a recognized college of podiatric medicine which has been accredited by the Council on Podiatric Medical Education. For the
purposes of examination, the board shall use the National Board of Podiatry Examination and may use other written or oral
examinations as the board considers necessary; however, a written examination administered by the board must be a nationally
recognized examination or must be administered by at least one other state. A person licensed to practice podiatry must pay an
annual renewal license fee which must be established in regulation by the board and annually must complete twelve hours of
continuing medical education through a program approved by the South Carolina Board of Podiatry Examiners. This continuing
education requirement takes effect and applies to licenses being renewed beginning in 1997.
Purpose: This guide describes qualifications required for internationally-trained immigrants to practice podiatry in the province of
British Columbia. Relevant Information: The College of Podiatric Surgeons of British Columbia regulates the practice of podiatry in
British Columbia by setting education and competency requirements, practice guidelines and standards of practice, and by monitoring
and enforcing these requirements and standards. Licensing and registration with the College of Podiatric Surgeons of British
Columbia is required in order to legally practice as a podiatrist in the province. The postgraduate Doctor of Podiatric Medicine degree
is required in order to practice podiatry and use the designation Doctor of Podiatric Medicine. A medical residency is also required.
Purpose: This briefing provides a general overview of the various interprofessional primary care team models, including podiatrists
and/or chiropodists, currently used in Canada. Relevant Information: Family health teams in Ontario include podiatrists or
chiropodists as well as physicians, nurse practitioners and other nurses, pharmacists, registered dietitians, social workers or mental
health workers, health educators, and occupational therapists. Community health centres in Ontario employ chiropodists as well as
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Purpose: This paper summarizes the evidence relating to the clinical impact of foot care for people with diabetes in the UK. Relevant
Information: A number of studies present evidence that multidisciplinary diabetic foot care teams (MDTs) can reduce the rate of
amputations. For example, an open-access foot care clinic in Torbay was established in 2006 with a MDT comprising weekly input
from a diabetologist, two podiatrists, and an orthotist, fortnightly input from a vascular surgeon and an orthopaedic surgeon, and
support from tissue viability nurses, microbiologists, diabetes liaison nurses and radiologists as required. Between 2006 and 2009 the
service reported (in unpublished data) that the major amputation rate for diabetic patients fell from 314.7 to 101.5 per 100,000 people
with diabetes. Care is needed, however, in comparing study results as the composition and function of such teams varies. Some
teams, for example, focus only on hospital-based care while others include outreach services and community-based early
intervention services.
The Canadian Information Centre for International Credentials provides information about foreign credential recognition and the
assessment of diplomas and qualifications in Canada.
(2011). Information for Foreign-Trained Podiatrists and Chiropodists. The “Information on requirements to practice” and “List of
regulatory bodies” sections describe the requirements for podiatrists to practice in Canada and list the provincial regulatory bodies,
respectively.
Purpose: This overview describes the steps to getting a license as a podiatrist for internationally-educated health professionals in the
province of Saskatchewan. Relevant Information: The regulatory body for podiatrists in Saskatchewan is the Saskatchewan College
of Podiatrists (SCOP). For internationally-educated health professionals, SCOP will assess their educational and work background
and advise them on whether they are eligible to write the provincial entrance exams. SCOP recognizes podiatry educational
programs from the US, the UK, Australia, New Zealand, and South Africa. Applicants must submit to SCOP: 1) a completed
application for registration form; 2) a photocopy of all podiatry/chiropody medicine transcripts, sent directly from their educational
program to SCOP; 3) copy of an educational certificate or diploma from their podiatry program; 4) proof of their good standing as a
podiatrist from all the licensing bodies with which they were previously registered as a podiatrist; 5) a copy of their current podiatry
license; 6) two letters of reference from two regulated health professionals providing proof of their good character; 7) a completed
criminal record check; 8) certified translations of any documents not originally written in English or French; and 9) all required fees. If
the Registrar decides that they are not yet eligible to write the provincial entrance exams, they may be asked to complete some
additional training. They may be required to take some clinical training or complete some academic courses. If the Registrar has
declared that they are eligible to write the provincial entrance exams, they must successfully complete the exams before they can
receive their license. There are two exams – written and clinical. If the applicants do not meet all of the requirements for licensing,
they may be given a Restricted Practice License. This license allows them to practice as a podiatrist with some restrictions as they
work to meet all of the requirements for a General Practice License. They can only be granted a Restricted Practice License for a
limited period of time before they must meet the requirements for a General Practice License.

Canadian Information Centre
for International Credentials
website:
http://cicic.ca/
Accessed August 2014.
Saskatchewan Immigration.
(2011). Internationally
Educated Health Professionals.
Steps to Licensing Podiatrists.
Accessed August 2014.

Page 45 of 52

A Rapid Literature Review on
Education, Regulation, Collaboration, Safety, and
Economics of Foot Care in Other Jurisdictions
No.

Description

Reference

31

Purpose: This Health Professions Act defines podiatric medicine and its scope of practice in the province of British Columbia.
Relevant Information: “College of Podiatric Surgeons of British Columbia” is the name of the college established under the Health
Professions Act for podiatric medicine.

32

Purpose: This report provides background information to support the development of guidelines for the integration of internationally
educated health professionals into the workplace in the province of Ontario. Relevant Information: The Ontario association for
chiropodists is called the College of Chiropodists of Ontario. Specific requirements for chiropodists to enter to practice include: 1)
successful completion of a post-secondary program approved by the Council of the College of Chiropodists of Ontario; 2) successful
completion of a registration exam; and 3) engagement in clinical practice for at least three months during the two years immediately
preceding the date of the application.

33

Purpose: This legal document describes the regulation and continuing education requirements for the licensing of podiatrists in the
state of Kansas. Relevant Information: Title Protection: It shall be unlawful for any person to profess to be a podiatrist, to practice or
assume the duties incidental to podiatry, to advertise or hold oneself out to the public as a podiatrist, or to use any sign or
advertisement with the word or words “podiatrist”, “foot specialist”, “foot correctionist”, “foot expert”, “practapedist”, “chiropodist”, or
any other term or terms indicating that such person is a podiatrist or that such person practices or holds oneself out as practicing
podiatry or foot correction in any manner, without first obtaining from the board a license authorizing the practice of podiatry in this
state, except as hereinafter provided. Registration and Licensing: Examinations for a license to practice podiatry in this state shall be
held at the same time and place as the examinations held by the board under the Kansas Healing Arts Act. All applicants for a license
to practice podiatry under the provisions of this Act: 1) shall have attained the age of 21 years; 2) shall have completed at least four
years of instruction in, and be graduates of, a school of podiatry which is recognized as being in good standing by the board; and 3)
commencing with applicants for a license to be granted on or after July 1, 1988, shall have completed acceptable postgraduate study
as may be established by the board by rules and regulations. Applicants licensed, registered or certified by a board of examiners of
any other state or country whose requirements for licensure, registration, or certification are substantially equal to those of this state
in the opinion of the Kansas State Board of Healing Arts may be granted, upon payment of the endorsement license fee established,
and amendments thereto, a license without examination. Each applicant for a license to practice podiatry shall be examined by the
board in the following subjects: Anatomy, bacteriology, chemistry, dermatology, histology, pathology, physiology, pharmacology and
medicine, diagnosis, therapeutics, and clinical podiatry and surgery, limited in their scope to the treatment of the human foot.
Continuing Education: Every licensed podiatrist in the active practice of podiatry within Kansas, in order to comply with the provisions
of this section, shall complete such hours of continuing education as may be required by the board by rules and regulations. The
following categories of continuing education programs shall count toward satisfying the hourly requirement: 1) programs offered by
colleges of podiatry; 2) veterans administration programs; 3) American podiatry association programs; 4) state podiatry association
programs; 5) seminars sponsored by recognized specialty groups of the American podiatry association; and 6) the activities of
persons publishing papers, presenting clinics, lecturing and teaching shall be granted ten credit hours for each hour of original
presentation and hour-for-hour credit for additional presentations of the same material.
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34

Purpose: This submission by the Ontario Podiatric Medical Association (OPMA) makes several comments on interprofessional
collaboration among health colleges and professionals for Ontario’s Health Professions Regulatory Advisory Council’s consideration.
Relevant Information: According to the OPMA, podiatry is both pleased and honoured not to have gone through the Ontario Health
Insurance Plan (OHIP) delisting process experienced by other “allied” health care professions, namely chiropractic, optometry, and
physiotherapy. The OPMA noted that being able to bill OHIP does constitute a clear benefit to patients and a competitive advantage,
but it also makes working with other professions more difficult. For example, any podiatrist would think twice about referring a patient
to a health care practitioner where the patient would have to pay out of his or her own pocket. According to the OPMA, archaic OHIP
rules, such as the podiatrist having to personally deliver the services billed to OHIP, also detract from interprofessional collaboration.
Insurance companies have been known to discourage referrals to podiatrists because of legislative barriers against co-billing. In
short, differences in funding models create delivery silos that constitute huge barriers to interprofessional coordination.
Purpose: This report describes the registration practices of regulated professions including those of podiatry in the province of
Ontario. Relevant Information: Ontario’s practice of registering chiropodists, but not podiatrists, makes it unique in North America. A
person with a doctor of podiatric medicine (DPM) degree who is trained as a podiatrist may currently register in Ontario but only as a
chiropodist and is allowed to perform only the acts of a chiropodist authorized by the 1991 Chiropody Act. In Quebec, parts of
western Canada, and most of the US, the regulated profession is podiatry. Academic programs in the US offer programs in podiatry,
not chiropody. To begin the application process for becoming registered as a chiropodist in Ontario, applicants must do the following:
1) submit completed application documents to the College of Chiropodists of Ontario (COCOO); 2) pay a $50 application fee; 3)
successfully complete a chiropody/podiatry program from an approved institution; 4) successfully complete the COCOO Registration
Examination set or approved by the college’s council; 5) have completed three months of approved professional experience within
the two years immediately preceding the date of the application; and 6) obtain Canadian citizenship or permanent resident status or
be authorized under the Immigration and Refugee Protection Act to practice the profession in Canada. The registration regulation for
the COCOO sets out three categories of registration certificates: General, Academic, and Educational. General Certificate of
Registration: A General certificate of registration permits the registrant, subject to any terms, conditions and limitations, to practice as
a chiropodist under the 1991 Chiropody Act. The following are the requirements for a general certificate of registration: 1) the
applicant must have successfully completed an approved post-secondary program whose curriculum includes courses in health
sciences, chiropodial sciences, humanities and clinical education that are relevant to the scope of practice of the profession; 2) the
applicant must have successfully completed the required Registration Examination set or approved by Council; 3) the applicant must
have engaged in clinical practice for a total of at least three months during the two years immediately preceding the date of the
application; 4) if the Registration Committee decides that the program the applicant has completed is deficient in one or more
aspects, the applicant must give a written undertaking to the college to abide by any terms, conditions and limitations imposed by the
committee on his or her certificate of registration until the applicant meets the educational requirements set by the committee; and 5)
the applicant must be a Canadian citizen or a permanent resident of Canada or be authorized under the Immigration and Refugee
Protection Act to practice the profession in Canada. Academic Certificate of Registration: An Academic certificate of registration may
be granted to an applicant in the following circumstances: 1) the applicant must have successfully completed an approved postsecondary program whose curriculum includes courses in health sciences, chiropodial science, humanities, and clinical education
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that are relevant to the scope of practice of the profession; 2) the applicant must have an appointment to the faculty of a postsecondary program in Ontario that meets the standards described above; 3) if the Registration Committee decides that the program
the applicant has completed is deficient in one or more aspects, the applicant must give a written undertaking to the college to abide
by any terms, conditions and limitations imposed by the committee on his or her certificate of registration until the applicant meets the
educational requirements set by the committee; and 4) the applicant must be a Canadian citizen or a permanent resident of Canada
or be authorized under the Immigration and Refugee Protection Act to accept the appointment described in paragraph 2. Educational
Certificate of Registration: An Educational certificate of registration may be granted to an applicant who is either: 1) enrolled in
Ontario in an approved post-secondary program whose curriculum includes courses in health sciences, chiropodial sciences,
humanities and clinical education that are relevant to the scope of practice of the profession; or 2) engaged in practice under the
supervision of a member who holds a General or Academic certificate of registration in order to meet requirements imposed by the
Registration Committee for qualification for a General certificate of registration.
Purpose: This legal document describes the rules and regulations for the licensing of podiatrists in the state of Rhode Island.
Relevant Information: Continuing Education: Every podiatrist licensed to practice podiatry in this state under the provisions of the
Act (i.e., Chapter 5-29 of the General Laws of Rhode Island, as amended, entitled "Podiatrists”) and the regulations herein, shall on
or before the 30th of September of each year, have satisfactorily completed a minimum of fifteen continuing medical education credits
as approved by the Board of Examiners in Podiatry. Such approval shall be based on the Standards, Requirements, and Guidelines
for Approval of Continuing Education in Podiatric Medicine of the Council on Podiatric Medical Education of the American Podiatry
Medical Association. Regulation: No person granted a license under the statutory and regulatory provisions herein, shall display or
use the title “doctor” or its synonym without the designation of “chiropodist” or “podiatrist” and shall not mislead the public as to the
limited professional qualification to treat human ailments. An applicant seeking licensure to practice podiatry must: 1) have attained
the age of eighteen years of age or older; 2) be of good moral character; 3) have completed a satisfactory course of at least three
years of study in a duly recognized college or university; 4) provide evidence of satisfactory completion of a course of study in
podiatric medicine approved and accredited by the Council on Podiatric Medical Education of the American Podiatric Medical
Association (The degree of doctor of podiatric medicine shall be conferred upon the applicant from the same college as was his/her
course of study); 5) have satisfactorily completed a one-year residency in Podiatric Medicine as defined, recognized and accredited
by the Council on Podiatric Medical Education of the American Podiatric Medical Association (Said program must also have been
accredited by the aforementioned body at the time of residency participation); 6) have satisfactorily passed the National Board of
Podiatric Examination and the Podiatric Medical Licensing Examination for States (PM LEXIS Examination); and 7) meet such other
requirements as set forth by regulation or as may be established by the Board. Applicants shall be required to pass an examination to
test the applicants’ knowledge and skills to practice podiatry in this state, pursuant to the statutory and regulatory provisions herein.
For written examination, the Board requires the applicants to successfully pass the National Board of Podiatric Examination and the
PM LEXIS Examination, which can be taken upon satisfactory completion of the didactic requirements herein.
Purpose: This legal document describes the rules and regulations for the registering and licensing of podiatrists in the province of
Saskatchewan. Relevant Information: The council of the Saskatchewan College of Podiatrists may register as a member, and issue
a license to practice to, a person who produces evidence establishing to the satisfaction of the council that the person: 1) has paid
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the prescribed fees; 2) has complied with the bylaws with respect to registration as a member; 3) has successfully completed a
podiatry education program that is prescribed in the bylaws; and 4) has successfully passed the examinations prescribed or
recognized by the council pursuant to the bylaws. Notwithstanding the above, the council may register as a member, and issue a
license to practice to, a person who produces evidence establishing to the satisfaction of the council that the person: 1) has paid the
prescribed fees; 2) has complied with the bylaws with respect to registration as a member; and 3) is registered as the equivalent of a
podiatrist in good standing pursuant to the legislation of another jurisdiction in Canada.
The Australian Podiatry Association of Victoria is an independent, member organization serving both the profession and the
community in Victoria, Australia.
Relevant pages accessed include:
(2002). Education and Regulation. This page describes the “education and registration” for podiatrists in Victoria, Australia.
Purpose: This submission prepared by the Australian Podiatry Association of Victoria and the Podiatrists Registration Board of
Victoria concerns the extension of prescribing rights for podiatrists. Relevant Information: Regulation: The Podiatrists Registration
Board regulates the practice of podiatry in Victoria. The Board approves courses that provide the qualifications (both undergraduate
and postgraduate) for the registration of podiatrists and serves to protect the public interest.
Purpose: This legal document describes the rules and regulations for the registering and licensing of podiatrists in the province of
Manitoba. Relevant Information: Regulation: No person except a podiatrist shall use the title “podiatrist” or “chiropodist”, a variation
or abbreviation of that title, or an equivalent in another language. A podiatrist registered under this Act may display or make use of
the title “Doctor” or the abbreviation “Dr.”, provided it is used in connection with the word “podiatrist”, clearly indicating that he or she
is not a physician within the meaning of the Medical Act. The registrar shall approve an application for registration as a podiatrist if the
applicant: 1) meets the competency requirements approved by the council; 2) establishes that his or her name has not been removed
for cause from a register of persons authorized to engage in the practice of podiatry in Canada or elsewhere; 3) establishes that he or
she has not been suspended as a result of professional misconduct by a regulatory authority governing the practice of podiatry in
Canada or elsewhere; 4) pays the fees provided for in the by-laws; and 5) meets any other requirements set out in the regulations.
Purpose: This primer for policymakers describes the education and training of Doctors of Podiatric Medicine (DPMs) in the US.
Relevant Information: The podiatric medical curriculum integrates basic science education with clinical education specific to lower
extremity anatomy. The first two years of podiatric medical education parallel those of medical students – podiatric medical students
receive extensive instruction which includes anatomy, biochemistry, pathology, and pharmacology. During the third- and fourth-year
clinical rotations, podiatric medical students learn how to perform general and podiatric physical examinations, interpret test results,
make diagnoses, and perform therapeutic procedures, including surgery, in accredited hospitals, clinics, and private practice settings.
After graduating from a podiatric medical school, podiatric medical doctors enroll in one of approximately 211 health care institutions
that are approved sponsors of podiatric medical residency programs. The residency program provides training resources that
facilitate the resident’s sequential and progressive achievement of demonstrated competency in medical and surgical management.
During residency programs, podiatrists receive advanced training in podiatric medicine and surgery and take part in clinical rotations
in anaesthesiology, internal medicine, pathology, radiology, emergency medicine, and orthopaedic and general surgery with a major
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emphasis placed on patient diagnosis and management in both inpatient and outpatient settings. Unlike orthopaedic residency
training that does not universally require a commitment to foot and ankle medical and surgical management, podiatric residency
programs must meet minimum requirements for training that includes hundreds of patient diagnoses, foot and ankle procedures, and
care management.
The Canadian Podiatric Medical Association is a non-profit organization working on behalf of Canada’s foot specialists.
Relevant pages accessed include:
(n.d.). FAQs. The sections titled “What education and training are required to become a podiatrist?” and “Where can I receive training
to become a podiatrist?” on this page describe the education and training requirements for podiatrists and identify schools in Canada,
the US, and the UK for receiving the education and training, respectively.
The College of Podiatry is a registered charity with the aim to benefit the public through the work of its podiatrist members with
activities that include education, research, scientific annual conferences, and foot care promotion.
Relevant pages accessed include:
(n.d.). Find out about Podiatric Surgeons. This page describes podiatric surgery education and training in the UK.
Purpose: This legal document describes the professional and occupational licensing, certification, title protection and registration,
and examination for podiatry in the state of Connecticut. Relevant Information: Regulation: No person granted a certificate under
this chapter shall display or use the title “Doctor” or its synonym without the designation “Podiatrist” or “Podiatric Medicine” and shall
not mislead the public as to the limited professional scope of practice to treat human ailments. A podiatrist has received a diploma or
other certificate of graduation from an accredited school or college of chiropody or podiatry approved by the Board of Examiners in
Podiatry with the consent of the Commissioner of Public Health and has obtained a license from the Department of Public Health
after meeting the requirements of this chapter. A graduate of an approved school of chiropody or podiatry subsequent to July 1, 1947,
shall present satisfactory evidence that he or she has been a resident student through not less than four graded courses of not less
than thirty-two weeks each in such approved school and has received the degree of Doctor of Surgical Chiropody or Doctor of
Podiatry or other equivalent degree; and, if a graduate of an approved chiropody or podiatry school subsequent to July 1, 1951, that
he or she has completed, before beginning the study of podiatry, a course of study of an academic year of not less than thirty-two
weeks in duration in a college or scientific school approved by said board with the consent of the Commissioner of Public Health,
which course included the study of chemistry and physics or biology; and if a graduate of an approved college of podiatry or podiatric
medicine subsequent to July 1, 1971, that he or she has completed a course of study of two such prepodiatry college years, including
the study of chemistry, physics or mathematics and biology, and that he or she received the degree of Doctor of Podiatric Medicine.
The Department of Public Health may issue a permit to independently engage in standard ankle surgery procedures to any licensed
podiatrist who: 1A) graduated on or after June 1, 2006, from a three-year residency program in podiatric medicine and surgery that
was accredited by the Council on Podiatric Medical Education, or its successor organization, at the time of graduation; and 1B) holds
and maintains current board certification in reconstructive rearfoot ankle surgery by the American Board of Podiatric Surgery, or its
successor organization; or 2A) graduated on or after June 1, 2006, from a three-year residency program in podiatric medicine and
surgery that was accredited by the Council on Podiatric Medical Education, or its successor organization, at the time of graduation;
2B) is board qualified, but not board certified, in reconstructive rearfoot ankle surgery by the American Board of Podiatric Surgery, or
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its successor organization; and 2C) provides documentation satisfactory to the department that such licensed podiatrist has
completed acceptable training and experience in standard or advanced midfoot, rearfoot, and ankle procedures; or 3A) graduated
before June 1, 2006, from a residency program in podiatric medicine and surgery that was at least two years in length and was
accredited by the Council on Podiatric Medical Education at the time of graduation; 3B) holds and maintains current board
certification in reconstructive rearfoot ankle surgery by the American Board of Podiatric Surgery, or its successor organization; and
3C) provides documentation satisfactory to the department that such licensed podiatrist has completed acceptable training and
experience in standard or advanced midfoot, rearfoot and ankle procedures; except that a licensed podiatrist who meets the
qualifications of subdivision 2) of this subsection may not perform tibial and fibular osteotomies until such licensed podiatrist holds
and maintains current board certification in reconstructive rearfoot ankle surgery by the American Board of Podiatric Medicine, or its
successor organization. For purposes of this subsection, “standard ankle surgery procedures” includes soft tissue and osseous
procedures. The Department of Public Health may issue a permit to independently engage in advanced ankle surgery procedures to
any licensed podiatrist who has obtained a permit or who meets the qualifications necessary to obtain a permit, provided such
licensed podiatrist: 1A) graduated on or after June 1, 2006, from a three-year residency program in podiatric medicine and surgery
that was accredited by the Council on Podiatric Medical Education, or its successor organization, at the time of graduation; 1B) holds
and maintains current board certification in reconstructive rearfoot ankle surgery by the American Board of Podiatric Surgery, or its
successor organization; and 1C) provides documentation satisfactory to the department that such licensed podiatrist has completed
acceptable training and experience in advanced midfoot, rearfoot and ankle procedures; or 2A) graduated before June 1, 2006, from
a residency program in podiatric medicine and surgery that was at least two years in duration and was accredited by the Council on
Podiatric Medical Education at the time of graduation; 2B) holds and maintains current board certification in reconstructive rearfoot
ankle surgery by the American Board of Podiatric Surgery, or its successor organization, and 2C) provides documentation
satisfactory to the department that such licensed podiatrist has completed acceptable training and experience in advanced midfoot,
rearfoot, and ankle procedures. For purposes of this subsection, “advanced ankle surgery procedures” includes ankle fracture
fixation, ankle fusion, ankle arthroscopy, insertion or removal of external fixation pins into or from the tibial diaphysis at or below the
level of the myotendinous junction of the triceps surae, and insertion and removal of retrograde tibiotalocalcaneal intramedullary rods
and locking screws up to the level of the myotendinous junction of the triceps surae, but does not include the surgical treatment of
complications within the tibial diaphysis related to the use of such external fixation pins. The Department of Public Health shall hold
examinations under the supervision of the board at least once each year and on such other days and at such time and place as the
department may designate.
Purpose: This legal document describes the regulation for podiatrists in the State of Georgia. Relevant Information: “Board” means
the State Board of Podiatry Examiners. A license to practice podiatric medicine shall be issued to any person who: 1) is a graduate of
an accredited college of podiatric medicine approved by the board; 2) holds a Doctor of Podiatric Medicine degree or its equivalent; 3)
satisfactorily passes a board approved examination, if an examination is required by the board; 4) successfully completes
postgraduate training of no less than 12 months as a resident in podiatric medicine and surgery in a program or institution approved
by, and in good standing with, the board; 5) has attained the age of 21 years; 6) is not disqualified to receive a license under the
provisions of Code Section 43-35-16; and 7) pays the required fee to the board.
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The Podiatrists Board of New Zealand ensures that podiatrists are safe and competent to practice.
Relevant pages accessed include:
(n.d.). Welcome to the Website of the Podiatrists Board of New Zealand. This page describes the Podiatrists Board of New Zealand
as the regulatory body for the occupation of podiatry and chiropody in New Zealand.

47

Purpose: This legal document describes the Podiatry Practice Act including the license required to practice and applications for
licenses in the state of Wyoming. Relevant Information: Regulation: It is unlawful for a person to profess to be a podiatrist, to
practice or assume the duties incident to podiatry, or to advertise in any form or hold himself out to the public as a podiatrist, or in a
sign or advertisement to use the word “podiatrist”, “foot correctionist”, “foot expert”, “foot specialist”, “chiropodist” or any other term or
designation indicating to the public that he is holding himself out as a podiatrist or foot correctionist in any manner, without first
obtaining from the board a license authorizing the practice of podiatry in this state under the Podiatry Practice Act. Persons who wish
to practice podiatry in this state shall make application on a form authorized and furnished by the board for a license to practice
podiatry. Education and Training: This application shall be granted to an applicant after he or she has furnished satisfactory proof that
he or she has satisfactorily completed two years in a recognized college of liberal arts or of the sciences and that he or she is a
graduate of a regularly established school of podiatry recognized by the American Podiatric Medical Association or its successor and
the board which requires as a prerequisite to graduation the completion of at least 3,360 scholastic hours of classroom work. A
school of podiatry shall not be accredited by the board if it does not require for graduation at least four years of instruction in the study
of podiatry. Every applicant for a license to practice podiatry shall have successfully completed a residency approved by the board
through rules and regulations. This requirement applies only to applicants who graduate from podiatric college after July 1, 2005.
After the application has been accepted by the board, together with the payment of the license fee, the applicant must pass a
satisfactory examination as prepared under the rules and regulations of the board. The examinations shall embrace the subjects of
histology, surgery, hygiene, dermatology, anatomy, physiology, chemistry, bacteriology, pathology, diagnosis and treatment,
pharmacology, therapeutics, clinical podiatry, and such other subjects as the board may prescribe, a knowledge of which is
commonly and generally required by the practitioners of podiatry. This section shall not be construed to require of the applicant a
medical or surgical education.
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