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Abstract

Background: Health professionals are encouraged to play a part in reducing the health risks of physical inactivity.

Little is known of the physical activity promotion practice behaviours of podiatrists.

Methods: We performed 20 semi-structured interviews with purposefully selected podiatrists to explore their

physical activity promotion attitudes, beliefs, knowledge and practice. Transcribed interviews were coded using an

iterative thematic approach to identify major themes and salient beliefs.

Results: Overall, the participants had a positive attitude to physical activity promotion, considering it a normal part

of their role. They saw their role as giving information, encouraging activity and making recommendations,

however in practice they were less inclined to follow up on recommendations, monitor activity levels or document

the process. Their approach was generally opportunistic, informal and unstructured and the content of assessment

and promotion dependent upon the presenting patient’s condition. Advice tended to be tailored to the patient’s

capabilities and interests. They considered there are opportunities to promote physical activity during regular

consultations, however, were more likely to do so in patients with chronic diseases such as diabetes. Main barriers

to physical activity promotion included unreceptive and unmotivated patients as well as a lack of time, skills and

resources.

Conclusions: Physical activity promotion appears feasible in podiatry practice in terms of opportunity and

acceptability to practitioners, but there is scope for improvement. Strategies to improve promotion need to

consider the major issues, barriers and opportunities as well as provide a more structured approach to physical

activity promotion by podiatrists.
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Background
There is overwhelming evidence of the numerous bene-

fits of engaging in regular physical activity [1-3]. Physical

inactivity is linked to an increased risk of mortality and

morbidity from a range of diseases and conditions [4].

However, in Australia, a national physical activity survey

found that 66.9% of adults were either sedentary or had

low levels of exercise [5].

The World Health Organisation emphasises that all

health professionals should recognise that physical activity

promotion can be used in the prevention and treatment of

diseases and that their contact with patients provides an

ideal opportunity to promote physical activity [6]. In

Australia a governmental report suggested that health

professionals of all types are potentially well placed to pro-

vide assessment, practical information, support and refer-

ral for individuals who may need assistance to get started,

or to maintain regular physical activity [7].

There have been a number of studies that have looked

at the factors associated with physical activity promotion

by health professionals and these have primarily focused

on their practice behaviors, knowledge, attitudes and

beliefs. The majority of these studies observed general

medical practitioners [8-11] with only a limited number

of studies giving specific attention to other health profes-

sionals such as dietitians [12], nurses [8,13] pharmacists

[14], physiotherapists [15] and clinical psychologists [16,17].

These studies have given insights into the practice behav-

iors and receptiveness to physical activity promotion of
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each profession along with the feasibility and practicality

of physical activity promotion within each professional

setting. The insights gained from these studies are thought

to be beneficial in the implementation of effective change

strategies [18].

While it is possible that these studies and their insights

may have relevance to the podiatry profession, little is

known about the podiatrists’ role in physical activity

promotion. There is only limited information reporting

the factors associated with the podiatrists’ role in health

promotion [19] and even less regarding their role in

physical activity promotion [20]. At present, clinic prac-

tice guidelines for promoting physical activity in the

podiatry setting do not exist and furthermore, little is

known about the extent to which podiatrists incorporate

physical activity assessment and promotion into their

clinical practice and the factors associated with it. It is

possible that the podiatry setting provides an unex-

ploited and undeveloped opportunity for physical activ-

ity promotion and podiatrists could play an important

public health role.

The aim of this study, therefore, was to identify:

1) Podiatrists’ physical activity assessment and

promotion practices.

2) The barriers and enablers facing podiatrists in

physical activity assessment and promotion.

3) Podiatrists’ salient beliefs about and attitudes

towards physical activity assessment and promotion

and their role.

Methods
We performed 20 semi-structured interviews with

Tasmanian podiatrists purposefully selected to ensure a

broad representation. The sampling frame was a list of

Tasmanian practising podiatrists complete with contact

details sourced from publicly available health practitioner

registers [21], electronic [22] and local telephone director-

ies [23] and through personal knowledge of one author

(PC) (population n = 90). Podiatrists were selected in

order to cover a range of demographics to facilitate collec-

tion of a diversity of views. Recruitment was by letter of

invitation and non-responders were followed up with a

phone call. All participants gave written consent and the

interviews were carried out within the participant’s place

of practice or alternatively at a place of their choosing.

The interviews were carried out by a research assistant

(CC) (n = 8) and by a clinical podiatrist (PC) (n = 12). Eth-

ical approval was granted by the Human Research Ethics

Committee Tasmania.

Semi-structured interviews were used because they are

well suited for an exploratory study of the participant’s

experiences and views. They allow the researcher and

participant to engage in a dialogue in which initial

questions are modified in the light of the participants’

responses and the researcher is able to probe interesting

and important areas which may arise. This method en-

ables the identification of detailed perceptions, opinions,

beliefs, and attitudes of participants whilst allowing for

flexibility of coverage and insights into novel areas [24].

Face to face interviews also have logistical advantages

over focus groups, for example, in that they are more

flexible as to location and timing, making it easier to ac-

commodate the scheduling of data collection with busy

health professionals.

The initial aim was to interview 20 podiatrists, with a

view to continuing to interview further participants only if

data saturation (no new themes were observed in the ana-

lysis, nor new data categories produced) was not achieved

with this number of interviews. As data saturation was

achieved, interviewing ceased after 20 interviews.

The Theory of Planned Behaviour (TPB) [25] theoretical

model was used in the design of the interview schedule

(Additional file 1: Table S1) to help identify and explain

the beliefs, attitudes and behaviour in the promotion of

physical activity by podiatrists. The TPB states that any

given behaviour by professionals is influenced by the indi-

vidual’s intentions to perform the specific behaviour and

that these intentions are determined largely by attitudes

toward the behaviour, perceived social norms, and per-

ceived control related to the behaviour [25]. The TPB has

been used to identify and predict healthcare practitioners’

behavioural intentions [26]. The development of the inter-

view schedule was also influenced by a general overview

of the literature and in particular some key papers

[8,10,27,28]. Survey information was also collected about

each podiatrist’s demographic and physical activity charac-

teristics (Additional file 2) to allow us to check that we

had in fact interviewed a diverse range of participants and

to ascertain whether there were any obvious patterns of

themes across different demographic attributes. The inter-

view schedule and survey were piloted with two health

professionals who were not part of the study. This was

done to ensure a clear understanding of questions by both

the interviewers and participants. Some minor modifica-

tions were made to ensure clarity of meaning.

Each interview was digitally recorded and fully tran-

scribed verbatim. The data were read, reread and analysed

separately by two researchers; one researcher (PC) using

NVIVO software, and the other, a research assistant (PR),

using a coding table. Both researchers used an iterative

thematic approach [29] to identify and index common

themes and categories. Each produced independent lists

of codes and undertook constant and further refinement

of coding. Any discrepancies in coding or interpretation of

data between researchers were discussed and some minor

modifications made until consensus was reached. Com-

mon themes (or uncommon themes) were checked
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against demographic and physical activity characteristics

of the participants.

The use of two interviewers and two coders from dif-

ferent backgrounds was undertaken as this approach

aimed at gaining a broader understanding of the phe-

nomenon under study whilst limiting the potential risk

of individual interviewers’ and coders’ epistemological

perspective or professional identity impacting on the re-

search [30,31].

Results
32 podiatrists were mailed invitations and non-responders

were followed up until 20 podiatrists accepted (62%). The

participants interviewed (Table 1) included both sexes,

Pre-registration qualifications were attained across the

Australian states as well as from the UK and New Zea-

land and ranged from certificate level to bachelor degree

with post-graduate qualifications. A wide range of phys-

ical activity levels was reported with most participants

claiming above recommended levels of more than 150

minutes per week.

Common themes extracted from the data were grouped

under headings of: physical activity promotion role be-

liefs, physical assessment practice and beliefs, physical

activity promotion practice, barriers and enablers, mo-

tivational factors, normative influences, effectiveness of

promotion and knowledge, education and skills. Inter-

view quotes have been selected as exemplars to repre-

sent each theme. Supplementary quotes may be sourced

in Additional file 3: Table S2.

Physical activity promotion role beliefs

Participants saw physical activity promotion as integral

to their role as health professionals and to their profes-

sional role of keeping people moving through the man-

agement of foot conditions:

“I think that we keep them on their feet. So that

slogan, Podiatry – keeping people on their feet, is a

good one, and I feel that if we can keep people moving

as long as possible in their lifetime, they’ll remain

healthier.” (Pod 16)

The participants felt they needed to have a holistic ap-

proach to patient care as opposed to focusing on an iso-

lated problem:

“I think the fact that there is so much chronic disease

around that we have to get better at making sure we

see a person as a whole person and not just looking at

their feet.” (Pod 11)

They saw they had a role in giving patients informa-

tion, advice and education on physical activity and its

benefits as well as making suggestions or recommenda-

tions on physical activity options and encouraging pa-

tients to be physically active. They believed physical

activity plays an important role in chronic disease pre-

vention and management:

“I think we’ve got a pretty big role, we see a lot of

people who aren’t active and who have developed

things like Type 2 Diabetes and heart problems, and

problems with mobility.” (Pod 20)

Additionally particular mention was made by the par-

ticipants about the role of encouraging those patients

Table 1 Demographic and physical activity characteristics

Characteristics n %

Male 8 40

Age

< 25 2 10

25 – 35 6 30

36 – 45 4 20

46 – 55 6 30

>55 2 10

Practice (full time equivalent)

< 0.8 5 25

> 0.8 15 75

Practice type

Private only 16 80

Public only 2 10

Public/private 2 10

Practice area (speciality)

General only 5 25

Mixed 15 75

Qualifications attained in

Queensland 1 5

New South Wales 2 10

South Australia 4 20

Tasmania 1 5

Victoria 4 20

Western Australia 2 10

England 4 20

New Zealand 1 5

Physical activity mean range

Activity type Minutes per week

Vigorous 67 0 – 720

Moderate 433 0 – 2520

Walking 411 20 – 2520
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with injury, disease or disability to continue with phys-

ical activity:

“I think that generally we probably see populations

that have come in with some type of injury or disease

or disability, so it’s part of the role is to be able to

educate them of ways that they can continue physical

activity while being able to accommodate that

disability or injury or whatever may potentially be

reducing their current physical activity.” (Pod 2)

Different beliefs about the limitations to the role were

evident with some being unsure of their role and the

boundaries surrounding their role. Seven of the partici-

pants did not consider physical activity assessment, exer-

cise prescription or monitoring to be a role of the

podiatrist, rather they were thought to be the role of

other health professionals such as exercise physiologists,

GPs and physiotherapists:

“I guess I’ve tended to think that’s more for the physio

or the GP, but I guess there is a place for us there. But

it’s never something that I’ve really considered.”

(Pod 14)

Furthermore they saw part of their role was to refer

patients on to other health professionals with more ex-

perience, particularly when the patient presented with

high risk conditions:

“…it depends on the person coming in really. If it’s

someone who’s quite high risk, multiple complex

issues, I think err on the safe side, and have to be a

referral off to someone who is an expert in the area.”

(Pod 13)

Physical activity assessment practice and beliefs

The participant’s decision to assess a patient’s physical

activity level, was more likely made when the level of

physical activity contributes to the presenting

condition:

“The problem they've got…will often inhibit their

physical activity so that becomes part of the discussion

about what they're doing and what they want to

achieve in terms of where they want to end up being

with the treatment.” (Pod 12)

It may also depend upon the patient’s characteristics,

such as medical history and age. For example, diabetic

patients were more likely to be assessed:

“Would probably be a middle age, over weight diabetic

patient and recently diagnosed as well.” (Pod 1)

Elderly patients and those that present with significant

health issues or disability were less likely to be assessed:

“Older people… if they’re coming in for a general

treatment I’m not likely to assess their physical

activity. I might encourage them to do more… whereas

someone who’s coming in with a pain in their foot

condition type of thing, I’m more likely to assess them.”

(Pod 14)

The way information about physical activity was gath-

ered varied considerably. Assessment often involved infor-

mal conversation as well as practitioner-led questions:

“I guess once they start talking to you and talk

about their health problems, as most of them do,

and I guess then you can sort of assess to sort of

what level they’d be at and what they could do.

That’s about it.” (Pod 5)

Or more formally as history taking, particularly in the

case of a diabetic or biomechanical assessment:

“I guess you do that to a certain extent, probably not a

huge written report, but when you see someone,

particularly the biomechanics side of it, you are

actually looking at what they do, and what they can

do.” (Pod 15)

Observation of the patient’s physical capabilities and

movement patterns was also used as an assessment tech-

nique. Often the activity levels of the patient were in-

ferred by appearance:

“.... if you look at someone who’s coming in and

they’re struggling to get into a normal chair, they’re

obviously very bariatric, you’d be like, yeah I don’t

think this person does much, it could be… but if you

get someone who’s really trim and fit coming in

wearing joggers, you tend to think, yeah potentially

this person will go for a walk … You shouldn’t as a

health professional, but they just… it’s just there, it’s

just obvious.” (Pod 13)

“…but my ongoing geriatrics would be more like me

gleaning information as they walk in, as they walk out,

as they move from the chair to the other chair after we

get their shoes and stuff on, so it’s me just watching

everything happening.” (Pod 16)

When physical activity was assessed formally it was

part of an injury or biomechanical assessment and com-

monly the aim was to assess the duration, frequency, in-

tensity and type of activity. It was less common to assess
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work-related activity, the level of sedentary behaviour or

where activity was carried out.

Participants usually found it easy to raise discussion

about physical activity levels and types with patients, as

this was often relevant to presenting conditions.

Barriers to a useful assessment included lack of time

and assessment skills along with difficulty in gauging actual

levels and types of activity:

“If people are retired and they don’t do much then

sometimes it will be gardening and bits and pieces,

that’s hard to figure out exactly how much activity

they’re doing…” (Pod 10)

There seemed to be a misunderstanding by the partici-

pants of what physical activity assessment entailed as

some considered this to involve fitness testing for which

they claimed a lack of skill.

Some expressed concern about the authenticity and

genuineness of patients’ self-reported physical activity:

“I think sometimes they say they’re doing a bit more

than they probably are, but yeah, it’s human nature.”

(Pod 14)

Physical activity promotion practice

Participants varied considerably in physical activity pro-

motion behaviour however there was a noticeable un-

structured and informal approach taken by the majority.

There was also an overwhelming preference for advising

walking as an activity along with swimming and cycling

or the use of an exercise bike. Participants also reported

tailoring their recommendations for individual patients

with the advice given dependent upon the patient’s age,

personal interests, current physical activity levels and

capability, health conditions and injuries as well as po-

tential risks to the patient:

“I guess it’s just getting to know your clients and what

they’re comfortable with and what you think they can

handle.” (Pod 10)

While three of the participants stressed the importance

of all patients needing to receive the physical activity pro-

motional message, the approach taken is often opportunis-

tic. Many of the participants reported targeting particular

patient types. For instance, it was typical for podiatrists

to target those patients with diabetes, or other chronic

diseases, who were overweight or who they assumed

were sedentary.

Participants reported being less likely to promote to

patients that they deemed either already active or unable

to be active due to a serious health issue or where there

was a potential health or safety risk to the patient:

“You get someone with lots and lots of health problems

that come in, like someone who’s got cancer, and

they’re having treatment at the moment for cancer,

they really don’t want to be fussed about knowing that

they should do this and that for their diabetes. And I

would not be bothered.” (Pod 17)

Participants varied considerably in their follow up and

monitoring of their patients’ activities. Follow up was

generally approached opportunistically and informally

during conversation with the patient when they came

back for a return visit. Systematic follow up did generally

occur as a part of an annual diabetic assessment or man-

agement of an injury or biomechanical condition:

“I think there is a follow up for those with chronic

disease in that you’re probably seeing them on an

annual basis for their assessments. In terms of the

more active group, from people coming in with injuries

is definitely follow up because you’d follow them

through probably the course of their injury, or at least

a reasonable portion of it. But beyond that, probably

not, they’re probably left to their own devices.” (Pod 2)

Participants documented little in the way of their

physical activity promotion other than specific recom-

mendations related to the presenting condition. When

asked this question, a few participants mentioned that

they had not considered it a task they should be doing,

however, they could see the value in doing so, particu-

larly in follow up of patients. When it was documented,

then it was within the patient notes or as part of a report

to the patient’s general practitioner or management plan.

Physical activity promotion barriers and enablers

Participants perceived the barriers to promotion, on

their part, were associated with a lack of time, resources

and knowledge of activity options:

“Knowing what resources are out there and keeping

them up to date as well. There are new things that

come along that I don’t know about, activity groups

and things like that. It changes if I’m working in a

different setting.” (Pod 11)

Also a lack of specific skills, especially exercise pre-

scription knowledge and behaviour change skills:

“Unless you’ve specifically trained in a particular area

and have the skills and knowledge and expertise to be

able to assist patients more in that field… but for
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many podiatrists they probably haven’t had that

degree of undergraduate or possibly even postgraduate

training. I think if they’ve got skills, knowledge and

confidence in that area to be able to do it well then go

for it, I think it would be great.” (Pod 9)

Additionally there was a concern about the potential

risks to patients and possible litigation brought about by

the information given:

“But I guess because there’s always the fear of litigation

and saying, you know I think the recommended…

putting a time, and putting a number on things, and

without having the evidence background, the evidence

base…and people might misconstrue the message that

you’re trying to say.” (Pod 13)

Perceptions of barriers presented by the patient were

where the patient was perceived by the podiatrist as be-

ing unmotivated, unreceptive or having a negative atti-

tude towards physical activity:

“I think usually you can tell fairly early on, like within

the first five or ten minutes whether someone’s going to

actually listen to advice you’re giving them, or whether

they’re just pretty negative and set in their ways and

they’re not going to change no matter what you say.”

(Pod 20)

The participants varied in their perceptions of what did

and would enable them to promote activity to their pa-

tients. Generally participants considered that the routine

consult is an ideal opportunity to promote physical activity:

“I think we’re in a really good position where we have the

patient there in most cases for probably 15 to 20

minutes, and where we can chat to them while we’re

looking after their feet, and we can suggest different forms

of activity that we think might help them.” (Pod 13)

Regularity of these consultations helps to build rapport

and familiarity with the patient and provides ongoing

opportunities to target and tailor the message as well as

to follow up and monitor their promotional efforts:

“We’re in an ideal position to be able to monitor them

if they are active or becoming active because we see

most people on a regular basis, whether it be every 12

months or every two months… we ask people regularly

over a long period of time, so you do get a relationship

with your patient.” (Pod 8)

It was believed by some participants that they have

better opportunities than other health professionals to

promote activity due to regular visits and time spent

with patients:

“....musculoskeletal injury that the physios will see that

with that fixed they’re discharged.... Whereas we keep

seeing them every six, eight weeks, whatever, for the

nail care. So we generally don’t discharge patients.....I

think because GPs are so busy, we spend a lot more

time with each individual person, that we have the

ability to just reinforce those guidelines.” (Pod 1)

Many participants recognised that the annual diabetic

assessment was a good opportunity to promote physical

activity. The patient’s level of motivation was often

cited as a facilitating factor along with patient rapport.

Others felt that having resources such as handouts and

visual cues made it easier to raise and communicate

the message. Having access to resources and knowledge

of local activity options was also believed to make it

easier to promote physical activity. A number of partic-

ipants reported that they felt that formalised strategies

along with training in physical activity promotion

methods would improve promotional practice behav-

iour and efficacy:

“Having some good strategies in place that you know

work would make a difference, it would motivate you

to do it more if you knew something had an 80%

success rate and then you would do it.” (Pod 12)

A few, particularly public practising participants, felt

that a multidisciplinary team approach was beneficial:

“It’s something that’s part of - certainly in Public

Health - part of our ongoing management of these

people. We work together quite closely with people like

Diabetes Educators and the Endocrinologists and

other specialists. We’re all pretty much on a similar

page with the messages that we try to get out.” (Pod 9)

Physical activity promotion motivational factors

The more common reasons for podiatrists’ promotion

were a desire to improve patients’ health through phys-

ical activity as well as personal and job satisfaction and a

sense of achievement:

“.. it makes me feel good to know that I’m helping, and

this is why I studied Podiatry in the first place, to help

people have a good quality of life. And people who can

change their lives around will come back and they will

generally tell you they’re feeling so much better and

they can do more, and it makes me feel good. It makes

me… it justifies why I choose to do this profession.

That’s all I’m looking for, for my career.” (Pod 2)
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Physical activity promotion normative influences

Participants reported varied sources of normative influence

towards promoting physical activity although a number per-

ceived their influence was gained through professional de-

velopment events, general knowledge and from colleagues:

“Well of course, even just going to conferences and

hearing people talk about the importance of physical

activity and making changes in the community, of

course that provides a level of motivation to… for us to

promote physical activity.” (Pod 2)

Effectiveness of promotion

The participants reported mainly gauging the success of

their promotional efforts through conversational feed-

back and observational methods. Predominantly it in-

cluded seeing changes from visit to visit, improvement

in the presenting condition, improvements in chronic

conditions and weight loss. Some of the more innovative

observations mentioned of measuring effectiveness in-

cluded the ability of a patient to be able to trim their

own nails, the state of patients’ shoe wear and an in-

crease in the callus build-up on the patients’ feet:

“I was trimming their nails, because they were just

presenting for that, and the diabetes is out of control,

to losing a lot of weight and then being able to trim

their own nails and been taken off insulin for

diabetes…” (Pod 1)

The participants exhibited a range of beliefs towards

their promotional effectiveness from the negative:

“To be honest, most people probably don’t change that

much at all. Most people are probably either the same

every year, unless someone was on a health kick one

year and the next year they’re not or vice versa.”

(Pod 12),

To the positive:

“I had a patient in last week who, on my advice, has

been walking 20 to 30 minutes every day, has lost

weight, he’s medication reduced, he’s really quite

happy that I’ve got him motivated to go and walk

every day, so.” (Pod 20)

Three of the participants found it difficult to measure

effectiveness:

“I don’t know that we do it effectively, we’ll talk to

them but how many people will then be motivated by

that advice to go away and change their routine and

habits? It’s a hard one to measure.” (Pod 12)

Physical activity promotion knowledge, education and

skills

It was evident from the reports that there seems to be

limited pre- or post-registration physical activity promo-

tion education for podiatrists:

“Unless you’ve specifically trained in a particular area

and have the skills and knowledge and expertise to be

able to assist patients more in that field… but for

many podiatrists they probably haven’t had that

degree of undergraduate or possibly even postgraduate

training. I think if they’ve got skills, knowledge and

confidence in that area to be able to do it well then go

for it, I think it would be great.” (Pod 9)

Even so, participants seemed to have a broad knowledge

of the numerous physical and mental benefits of physical

activity although many had a limited understanding of the

specifics of the benefits and the current recommended

guidelines. Participants felt they lacked skills and in par-

ticular they wished they had more training within physical

activity assessment, exercise prescription, behavioral change,

counseling and motivational interviewing:

“…theoretically if I was going to go down the pathway of

really doing proper physical assessments, I’d probably

want to do a bit more continued ed, just to learn a little

bit more, feel a bit more confident I guess.” (Pod 15)

Comparisons of themes and demographic data

The only obvious difference between themes across the

different demographic attributes were between podiatrists

working in the public vs private sector. Public sector prac-

tising participants made more mention of documentation

of physical activity promotion:

“Usually that’s in our management plans so any of our

care plans we put together for our patients, in particular

for Public Health… in private practice that’s just part of

the medical records that you put together as part of

their ongoing history and usually that’s on the front page

and gets updated from time to time.” (Pod 9)

Public sector practising participants also more often

reported the influence for promotion coming from other

health professionals and a team approach:

“Those team roles and relationships that we’ve had

and built up for a long time certainly benefit patients

in many ways and benefit us in those inter-

professional relationships. I think we all end up

picking up other messages that have been passed on

also so that team approach, I think, is a really good,

positive thing for everyone around.” (Pod 9)
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The analysis of the data revealed no other obvious dif-

ferences or similarities between common or uncommon

themes and the demographic attributes.

Discussion
To our knowledge this is the first study to provide

insight into current practice of podiatrists with regard

to physical activity promotion and the factors that influ-

ence and prevent podiatrists in enacting their physical

activity promotion role. The findings demonstrate that

the podiatrist’s unique patient-practitioner relationship

appears to provide a significant opportunity for the pro-

vision of physical activity assessment, promotion and

monitoring during regular routine clinical care. Podiatrists

are receptive to their role in physical activity promotion

and the profession is well placed, given an appropriate

level of training, guidance and support, to play an import-

ant role in positively impacting the health behaviours of

their patients. Physical activity promotion appears feasible

in podiatry practice in terms of opportunity and accept-

ability to practitioners, but there is scope for improve-

ment. Strategies to improve promotion need to consider

the major issues, barriers and opportunities as well as pro-

vide a more structured approach to physical activity pro-

motion by podiatrists.

The majority of participants had favorable attitudes to-

wards their role in physical activity promotion and this

was echoed by many showing interest in improving their

knowledge, skills and practice in the area. A positive and

supportive attitude of health professionals has been

claimed to be an instrumental factor in promotional be-

haviour [32,33]. This finding is probably not surprising

given that there appears to be a natural synergy between

physical activity assessment and promotion and the po-

diatric role, as maintaining or improving mobility and

enhancing the independence of individuals is considered

core to podiatry practice. It is therefore interesting that

seven of the participants considered that the role of po-

diatrists in physical activity assessment and promotion

was limited. It was also revealing that the practice of

physical activity assessment and promotion was not uni-

versal amongst podiatrists and lacked any real structure.

This may be a consequence of there being limited infor-

mation available to alert them to the role nor is there

much in the way of any educational opportunities to give

them the knowledge and skills to perform this role. In

addition there are no physical activity promotion guide-

lines or policies for podiatry and furthermore there is a

distinct lack of clarity around the role of all health pro-

fessionals, in relation to the promotion of physical activ-

ity and related health behaviour.

The enablers of physical activity promotion specific to

podiatry come from the unique podiatric interaction and

relationship with patients. Problem nails, corns, callus

and toe deformities are conditions that commonly re-

quire regular routine core podiatry care [34], the per-

formance of which appears to provide an opportunity to

counsel patients on their physical activity behaviours. It

was interesting whilst some participants felt time was a

barrier others were of the view that there was time dur-

ing routine consultations to enable them to counsel pa-

tients. This highlights the need for further assessment of

the feasibility and capacity of the delivery of promotional

activities during consultations. Many of the presenting

conditions often require regular six to eight week con-

sultations over a lifetime which not only builds rap-

port with the patient but also offers the chance for

ongoing physical activity counseling that could be

targeted, tailored and combined with continued sup-

port. This approach has been shown to be effective in

increasing physical activity levels, particularly in the

short term [35,36].

Many factors identified as potentially influencing phys-

ical activity assessment and promotion in podiatry, are

similarly identified in studies of other health profes-

sionals. In particular, the targeting of particular patients

and taking an opportunistic approach to assessment and

promotional efforts has been noted in many studies

[9,10,32,37]. Studies have also shown that patients with

particular characteristics, notably those who are over-

weight and those with chronic conditions, are more

likely to receive physical activity counseling (13,28). This

contrasts with recommendations that physical activity

promotion be provided to all patients routinely by health

professionals [38]. The description of current practice

suggests a lost opportunity for podiatrists to potentially

contribute to public health efforts to reduce the burden

of chronic diseases by assessing, promoting or following-

up physical activity with all patients rather than simply

“as required” as in the case of the annual diabetic assess-

ment or when it is only relevant to the presenting condi-

tion. Our data suggests that the reasons for this are

diverse, ranging from podiatrist beliefs about their role

and their effectiveness at physical activity promotion, to

a lack of skills and educational opportunities.

The suggestion in the data that public sector podia-

trists are more likely to document or be influenced by

other health professionals’ promotion should be consid-

ered carefully. It is possible that public sector podiatrists

in Australia do have more stringent documentation pol-

icies and procedures, and do collaborate with a more di-

verse spread of health professionals as compared with

private practicing podiatrists. This observation may be

useful in the future studies.

Once a patient has been targeted for physical activity

promotion, the tailoring of advice towards patients’ char-

acteristics and preferences reported by participants in this

study has also been shown to be a common occurrence
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amongst primary care physicians [37]. However, the

practice of tailoring advice as opposed to adhering to a

standard message has been associated with increases in

physical activity levels in the short-term [35], so such

tailoring may be desirable. The tailoring of advice to the

patient has also been advocated in diabetic education

[39,40] and foot health education for patients with

rheumatoid arthritis [41].

Barriers to physical activity promotion perceived by the

participants are common amongst other health profes-

sionals including the lack of time, knowledge and skills,

resources and perceived lack of effectiveness of their ef-

forts and limited patient receptiveness [8,10,11,42]. These

inhibiting factors could potentially be addressed though a

number of measures including:

1. Training that improves skills, knowledge,

effectiveness and consequently confidence.

2. Improved access to resources including written

education material and knowledge of local activity

options.

3. Development of a systematic approach to podiatric

physical activity assessment.

4. An evidence-based formalised strategy for physical

activity promotion that is designed to give guidance

to podiatrists whilst maximising the effectiveness

and efficiency of their promotional efforts.

In support of this, studies with primary care physicians

have shown that interventions that include written mate-

rials for patients, considered behaviour change strategies,

and provide training and materials, have been shown to

be effective at increasing levels of physical activity [43].

It is important that consideration be given to the issues

of clinical governance [44] of physical activity promotion

practices in light of comments made by the participants

regarding giving physical activity advice, prescribing exer-

cise, exercise counseling and the lack of education and

training. If physical activity promotion by podiatrists is to

be encouraged, then podiatry organisations may need to

provide podiatrists with appropriate educational and train-

ing opportunities to ensure that physical activity promo-

tion is performed safely and in an evidence-based way. As

with any other aspect of their professional practice, podia-

trists themselves also need to ensure that they have suffi-

cient knowledge and skills in this area and are aware of

the potential risks of and responsibilities associated with

physical activity promotion.

While this study is limited to one Australian state, we

included participants with a diverse range of demograph-

ics and of different physical activity levels from various

areas of the state and our findings were consistent with

previous research, making us confident that our results

are broadly generalisable to Australian podiatrists. As with

other physical activity promotion studies involving self-

reports [13,45] there is the possibility of social desirability

bias, however we believe that this may not be an issue

with this study as there was a wide range of reported levels

of promotional behaviour and no podiatrist reported high

levels of promotion.

Conclusions
The podiatrist’s unique patient-practitioner relationship

appears to provide a significant opportunity for the pro-

vision of physical activity assessment, promotion and

monitoring during regular routine clinical care. Partici-

pants were receptive to their role in physical activity

promotion and the profession is well placed, given the

appropriate level of training, guidance and support, to

play an important role in positively impacting the health

behaviours of their patients. However, while physical

activity promotion appears feasible in podiatry practice

there is scope for improvement in promotion behaviour.

Strategies to improve promotion need to consider the

major issues, barriers and opportunities as well as pro-

vide a more structured approach to physical activity pro-

motion by podiatrists. In addition more work needs to

be done to ascertain the actual capacity and feasibility of

podiatrists being able to carry out physical activity as-

sessment, promotion and monitoring as part of their

clinical role as well as to measure the efficacy and im-

pact of their promotional efforts with patients.
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