
Welcome to the first electronic 

newsletter of Footscape. In my 

working career as a Podiatrist, I 

have witnessed and grown frus-

trated by the burden of foot and 

lower limb trauma encountered 

by disadvantaged populations. 

Accordingly, I have helped estab-

lish a non-profit organisation to 

assist with this predicament: 

Footscape.  

Footscape recognises that disad-

vantaged communities are pre-

disposed to debilitating foot pa-

thology and endeavours to make 

available resources to address 

contributing social and medical 

determinants for affected individ-

uals to sustain quality of life and 

wellbeing.  

Our newsletters aim to inform, ed-

ucate and motivate by presenting 

stories from those who have 

made, and continue to make, in-

spiring contributions to the care of 

feet and lower limbs in less fortu-

nate communities.  It‟s our way of 

keeping you in the loop about our 

ongoing projects and partnerships 

with like-minded Australian organi-

sations.  

We hope you enjoy our inaugural 

newsletter and encourage you to 

subscribe, via our website, to re-

ceive future Footscape electronic 

newsletters free-of-charge.   

Anthony Lewis  
Public officer 

Footscape 

In This Edition 

In this edition, we look at political governance and the socio-

environmental determinants influencing the development of foot and 

lower limb pathology in disadvantaged populations. We welcome con-

tributing articles from: 
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From The Public Officer 

1. Associate Professor Hylton Menz, LaTrobe University, Melbourne. 

Hylton reports of his visitation to the Bombay Leprosy 

Project in 2000. Leprosy sufferers have cruelly encoun-

tered longstanding prejudice around the world.  Hylton 

highlights the scientific approach employed by the Bom-

bay Leprosy Project to eradicate the disease and result-

ant peripheral complications. 
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left and we had arranged a 
program for our visit, which 
would involve us providing a 
seminar on management of 
the neuropathic foot at Sion 
Hospital, conducting a small 
pilot study on offloading 
techniques for plantar ul-
cers, and visiting several 
leprosy hospitals. 

Leprosy is a chronic disease 
caused by the bacteria My-
cobacterium leprae, which 
primarily infects the periph-
eral nerves, resulting in per-
manent neuropathic damage 
to the limbs, eyes and skin. 
The disease is transmitted 
via nasal droplets between 
individuals following pro-
longed close contact, with 
an incubation period of ap-
proximately five years. The 
risk of contracting leprosy is 
increased in people living in 
slum areas due to inade-

In September 2000, while 
the eyes of the world were 
on Sydney for the Olympics, 
my wife and I decided to 
spend a couple of weeks 
visiting the Bombay Leprosy 
Project (BLP), Sion-
Chunabhatti, in Mumbai, In-
dia. I had made email con-
tact with the Director, Dr 
Ramaswamy Ganapati, a 
couple of months before we 

In This Edition (cont’d) 
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2.    Melissa Hando, Health Program Co-ordinator of the Asylum Seeker Resource Centre (ASRC). 

Melissa provides an insight into the broad issues impacting upon asylum 

seekers‟ health. We encourage you to contemplate the subsequent foot 

pathologies asylum seekers may exhibit. Footscape is currently devising a 

strategic plan with the ASRC to deliver clinical podiatry services and con-

duct health promotion activities. Watch this space! 

3.    Lorel Thomas, Secretary of the Australian Network to Ban Landmines. 

The use of landmines and cluster munitions in battle can cause horrific injuries, such as 

loss of limbs, which have ramifications long after conflict has ceased. Lorel outlines the on-

going campaign to ban the use of such hideous weaponry.  

In 2004 Anthony also visited the BLP. He is 

pictured here with Dr. Ganapati. 

quate bedding, contaminat-
ed water, poor diet, and oth-
er diseases such as HIV and 
tuberculosis. Although the 
Indian government‟s Nation-
al Leprosy Eradication Pro-
gram has resulted in a 
marked reduction in preva-
lence of the disease, the lat-
est figures from the World 
Health organisation indicate 
that India still has highest 
number of new leprosy pa-
tients in the world, and there 
remain very large numbers 
of people with inactive dis-
ease requiring rehabilitation.  

The BLP is a non-profit, non
-government organisation 
founded by Dr Ramaswamy 
Ganapati, a leprologist who 
has been working in the field 
for nearly three decades. 
The BLP coordinates lepro-
sy clinics in government 
hospitals and municipal dis-

4.    Olivier Jacqmain, Managing Editor of Diabetes Voice. 

This published article reviews barriers to implementing blood glucose control guidelines in 

developing countries, which has implications for affected individuals to curtail diabetic foot 

complications. We thank Olivier for permitting Footscape to reproduce this article. 
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pers in Indian and interna-
tional journals. 

During our time with the 
BLP, we conducted a small 
pilot study to see whether 
offloading of plantar ulcers 
using compressed felt, as is 
commonly practised for dia-
betic neuropathic ulcers, 
was effective in leprosy pa-
tients. Offloading was not 
widely practiced in the lepro-
sy clinics we visited – the 
focus being mostly on local 
wound care. Surprisingly, 
we observed that many 
large plantar ulcers had sub-

pensaries in Mumbai and 
admits patients in general 
hospitals for inpatient care 
with collaborating hospitals/
institutions, covering a popu-
lation of over 2 million peo-
ple. The BLP has a multidis-
ciplinary staff profile and 
conducts slum screenings to 
detect news cases of lepro-
sy, in addition to the provi-
sion of multidrug therapy 
and community-based reha-
bilitation. The BLP team also 
has a very active research 
program, and have pub-
lished over 300 scientific pa-

stantially improved over the 
course of a week, which we 
attributed to there being rel-
atively little vascular impair-
ment in leprosy compared to 
diabetes.  

However, footwear presents 
a major difficulty in India. 
Many leprosy patients did 
not wear shoes, and those 
who did tended to wear sim-
ple sandals that could not 
accommodate large 
amounts of offloading mate-
rial. Nevertheless, there may 
be some potential for cus-
tomisation of sandals to 

The Dharavi slum in Mumbai 

achieve the same goals, 
provided that such an inter-
vention can be delivered in a 
cost-effective manner. We 
did witness staff in an orthot-
ic department manufacturing 
high quality, inexpensive 
sandals from discarded rub-
ber tyres, so this could po-
tentially be the most practi-
cal way to implement of-
floading of plantar ulcers. 

Overall, we had an im-
mensely enjoyable stay with 
the BLP. The staff were ex-

tremely hospitable and gen-
erous with their time, and 
their dedication to their work 
was nothing short of 
astounding. Dr Ganapati, a 
truly Gandhian figure, has 
devoted much of his life to 
improving the lives of slum-
dwellers affected by leprosy, 
and has managed to main-
tain the project with limited 
core funding from the Ger-
man Leprosy Relief Founda-
tion and welcome, yet un-
predictable, charitable dona-
tions. We hope to return to 

India soon to reacquaint our-
selves with this inspiring 
group of people 

For more information go to 
www.bombayleprosy.org. 
Donations are always wel-
come and can be made by 
Demand Draft (Banker's 
Check) via post. 

A/Prof Hylton B. Menz 
Associate Professor and Reader 

Director, Musculoskeletal Research Centre 
Faculty of Health Sciences, La Trobe University 

http://www.bombayleprosy.org/
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Every person has the right to live free from 
persecution, or the fear of persecution, 
based on their race, religion, nationality, 
membership in a particular social group or 
political opinion.  Those who flee their coun-
try to seek these rights are termed asylum 
seekers.  Often a hot political topic in Aus-
tralia, asylum seekers‟ remain one of the 
most marginalised groups in the Australian 
community.  The Australian asylum seeker 
system is one that all too often forces peo-
ple into poverty, destitution and homeless-
ness.  This in turn impacts negatively on 
health and mental health.  Unfortunately, 
despite the increased health needs of asy-
lum seekers, eligibility for health services is 
variable, and far from comprehensive.  The 
unique and often complex health needs of 
asylum seekers are often not appropriately 
met in the current system.   

At the Asylum Seeker Resource Centre in 
West Melbourne, a five day a week asylum 
seeker health clinic operates, the only one 
of its kind in Australia.  The Centre has 
been in operation since 2001, working from 
a rights-based framework to meet the needs 
of asylum seekers in the community.  Driv-
en by a dedicated health team of staff and 
volunteers, the ASRC health programs pro-
vide pro bono services for all asylum seek-
ers from GPs, physiotherapy, massage, shi-

Experiences of the Asylum Seeker Resource Centre, West Melbourne 

atsu, diabetes education and nursing sup-
port, as well as access to pharmaceuticals.  
A thorough understanding of asylum seeker 
health issues and the needs of this popula-
tion group make this a unique service that is 
filling the gaps for asylum seekers. 

 

Issues impacting on asylum seeker health: 

The issues impacting asylum seeker health 
are multi-faceted.  Our experience at the 
Asylum Seeker Resource Centre has high-
lighted some key factors, including: 

 Effects of torture and trauma experi-
enced prior to arrival in Australia 

 Often limited access to effective or 
comprehensive healthcare in their 
country of origin, either due to limited 
health infrastructure; discrimination 
and/or persecution; and impacts of war 
or disaster. 

 Impact of immigration detention on 
health. 

 Poor health literacy 

 Access and eligibility to health ser-
vices in Australia. 

These are then often compounded by is-
sues of destitution, extreme financial hard-
ship, high levels of stress, anxiety and post-
traumatic stress disorder, coupled with a 
lack of knowledge of the Australian 
healthcare system. 

 

Don‟t asylum seekers have Medicare? 

Following a policy change in July 2009, asy-
lum seekers were granted greater access to 
Medicare and work rights, a significant shift 
from the Howard era where access to Medi-

A volunteer providing care at the ASRC health clinic 
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care was extremely limited.  However, barri-
ers remain. In particular: 

 Eligibility is linked to a person‟s visa 
status, which means Medicare access 
is often temporary and can change 
over the course of someone‟s protec-
tion visa application process. 

 Many are eligible but are not aware 
they are!  There is no automatic pro-
cess of assisting asylum seekers to 
gain Medicare if they are eligible. 

 With often limited English and a lack of 
knowledge of “the system”, navigating 
the Medicare application process for 
asylum seekers is often difficult. 

 Asylum seekers are not eligible for a 
Health Care card, meaning they can-
not access subsidised medications or 
other Health Care card entitlements.  
This means whilst an asylum seeker 
may be able to see a GP, they often 
do not have the money to pay for any 
medications prescribed. 

 

What other health services can asylum 
seekers access? 

In 2005, the Victoria State Government 
granted access to many DHS services for 
Medicare ineligible asylum seekers.  This 
included hospital services, ambulance ser-
vices in emergencies, as well as the Royal 
Dental Hospital and Community Health Ser-
vices.  This has proved a crucial initiative in 
broadening health care access for asylum 
seekers.  This is, however, a state-based 
initiative and is not necessarily replicated in 
other states. 

There also exists DIAC-funded welfare sup-
port for a limited number of asylum seekers, 
administered by the Red Cross and called 
the “Asylum Seeker Assistance Scheme”.  
This scheme provides limited health and 
welfare support for eligible asylum seekers, 
however eligibility criteria are quite narrow 

and the support is only available for those at 
the early stages of the refugee determina-
tion process. 

So what does this mean for asylum seeker 
health? 

Health care is not a right or entitlement af-
forded to asylum seekers in Australia.  Ra-
ther, they are forced to navigate a compli-
cated and confusing system of eligibility cri-
teria, limited access, and lack of knowledge 
in the community.  The complex health 
needs of this population group, coupled with 
incomprehensive health care eligibility and 
access to other essential social services 
mean that many asylum seekers are either 
“locked out” of heath care or fall through the 
gaps.  With health needs often focusing on 
acute and crisis needs, critical areas such 
as foot care often remain overlooked. 

Melissa Hando 
Health Program Co-ordinator  

Asylum Seeker Resource Centre . 

Another volunteer in the health clinic 
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Last year two young Lebanese brothers, 
Abbas Awali, 13, and Hussein Awali, 10, 
were injured by a cluster bomb when they 
were gathering wood in the southern village 
of Tulin, 10 kilometres (six miles) from the 
Israeli border. This incident is just one of the 
many tragic accidents caused daily by 
landmines and cluster munitions, ruining 
lives of children and innocent villagers in 
countries around the world. 

What is a Cluster Munition? 

A cluster munition is a bomb, artillery shell 
or rocket, which when launched or dropped, 
opens an outside canister, releasing a num-
ber of smaller bombs, submunitions, over a 
wide area. The submunitions are designed 
to explode before, on, or just after impact 
with the ground, although many fail to do so 
and in effect act as a landmine. One third of 
all recorded casualties from cluster muni-
tions are children. 

What is a Landmine? 

An antipersonnel landmine is a device 
placed under or on the ground, designed to 
explode when stepped on by a person. 

Both landmines and cluster munitions are 
indiscriminate weapons which can lie undis-
turbed for years or decades after a conflict, 
and which cause horrendous injuries when 
finally disturbed. These may range from 
blindness and deafness to loss of limbs and 
extensive burns. Sometimes this results in 
death through blood loss, shock or unavail-
ability of urgently needed medical treat-
ment. Survivors face severe pain and exten-
sive surgery, often made worse by financial 
difficulties and psychological trauma. 

In recent years landmine use and produc-
tion has decreased dramatically due to the 
Mine Ban Treaty which came into effect as 
binding international law in 1999. One hun-
dred and fifty six countries have now signed 
and ratified the treaty. Disappointingly, the 
“big three” of Russia, USA and China are 

among those countries yet to sign and hence 
are not bound by the treaty. 

Despite this great advance there is still much 
work to be done as millions of landmines still 
litter the ground in more than 75 countries 
and accidents continue to occur. 

As a result of hard work by many campaign-
ers around the world there is now also a Con-
vention on Cluster Munitions which has 104 
signatories and 30 ratifications. This last fig-
ure is significant and a cause for celebration 
as 30 ratifications were needed for the treaty 
to become binding international law. This en-
try into force took place on 1 August 2010, six 
months after Mol-
dova became the 
30th country to 
ratify. Australia 
has signed but is 
yet to ratify. 

The Australian 
Network to Ban 
Landmines has 
been actively 
campaigning 
since before the 
existence of the 
Mine Ban Treaty. There is still much work to 
be done in universalising the treaties, in pub-
lic awareness of the problem and in lobbying 
for funds and assistance programs for mine 
survivors. If you are interested in receiving 
our quarterly newsletter, being a campaign 
supporter, or donating, contact Lorel Thomas: 
lorelt@optusnet.com.au or visit our website: 
http://australia.icbl.org. 

For more information you could also go to the 
websites of the International Campaign to 
Ban Landmines: http://www.icbl.org  and the 
Cluster Munition Coalition: http://
www.stopclustermunitions.org.  The Australi-
an Network is a member of both these organi-
sations. 

Lorel Thomas    
Secretary  

Australian Network to Ban Landmines 

Photo by John Rodsted 
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Diabetes Monitoring in Developing Countries 

Diabetes Voice: November 2006 Volume 51 Special Issue, pp 28-31 

Blood glucose self-
monitoring is rarely used in 
developing countries. For 
example, in Chennai, India, 
only one in 1000 (0.001%) 
of people with diabetes in 
the city carry out any form of 
blood glucose self-
monitoring. This is likely to 
be the situation in most de-
veloping countries, and con-
trasts with countries like the 
USA, where a substantially 
higher proportion of people 
monitor their own glucose 
levels. 

There are many reasons for 
the existence of this dispari-
ty. Unfortunately, the gov-
ernments of the majority of 
developing countries do not 
regard diabetes as a priority 
and therefore allocate lim-
ited resources for diabetes 
healthcare. In many of these 
countries, all outpatient 
costs, including medication 

There is unequivocal evi-
dence that diabetes compli-
cations can be prevented 
and their progression de-
layed by good blood glucose 
control. It is also recognised 
that any improvement in 
blood glucose control is ben-
eficial and that regular moni-
toring plays an important 
role in achieving this goal. 
Current guidelines recom-
mend that blood glucose self
-monitoring form part of the 
care plan of people with type 
1 diabetes, gestational dia-
betes, women who wish to 
become pregnant, newly di-
agnosed people with type 2 
diabetes, and those with 
type 2 diabetes who receive 
insulin.  

Despite the existence of 
such knowledge and/or evi-
dence-based guidelines, a 
number of barriers may pre-
vent their implementation, 
and result in poor health out-
comes. These challenges to 
effective care are greater in 
developing countries. 

and monitoring, are the re-
sponsibility of individual peo-
ple with diabetes. It is not 
surprising that the major 
concern for many people 
with diabetes and their loved 
ones is to pay for essential 
medication – in many cases 
placing an excessive strain 
on household budgets. Glu-
cose meters and test strips 
are expensive, putting them 
beyond the reach of all but 
the relatively few who are 
wealthy and/or have private 
medical insurance.  

 
 
 
 
 

In some countries, glucose 
meters are unavailable even 
for people who can afford to 
buy them; in many cases, 
family members living in 
wealthy countries purchase 
glucometers and have them 
sent home. Often, however, 
people living in developing 
countries cannot access the 
necessary strips – rendering 
the imported meters use-
less. It is not unusual to see 
the sale of glucometer strips 
that are expired or improper-
ly stored. Furthermore, test 
strips for visually assessing 
blood glucose – which do 
not require a glucose meter 
– were previously relatively 
widely available; this is no 
longer the case. 
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Blood glucose self-
monitoring is not always 
used as prescribed, even in 
settings where it is available. 
There are many reasons for 
this. Physical pain of prick-
ing the finger is a major de-
terrent. This is particularly 
so in most developing coun-
tries, where people are re-
quired to use old-fashioned 
lancets to prick their fingers. 
When these are not readily 
available, it is not uncom-
mon for people to use ordi-
nary injection needles. This 
is a painful process, rather 
than the modern multi-depth 
finger-pricking devices used 
in more affluent settings.  
 
In many countries, low litera-
cy is an important issue. 
This is compounded by the 
widespread lack of trained 
educators with knowledge 
and understanding of the 
relevance and techniques of 

In South Africa, unlike many 
developing countries, the 
Government provides free 
primary healthcare and sub-
sidised secondary and ter-
tiary care for people without 
private medical cover. How-
ever, it is only during the 
past year that glucose me-
ters have been provided free 
of charge to selected people 
with diabetes attending ter-
tiary care hospitals in the 
larger cities. These include 
children, pregnant women 
and adults with type 1 diabe-
tes or those with type 2 dia-
betes who are on at least 
two insulin injections a day.  
 
 

There is a restriction on the 
provision of monitoring 
strips. In one of the large 
urban areas this is limited to 
100 strips per month for 
people on at least twice-
daily insulin. Those on one 
injection per day are allowed 
50 (single) strips every 4 
months. No strips are made 
available to people on oral 
medication. The majority of 
people attend primary care 
clinics; blood glucose self-
monitoring is not available 
for these people. As in most 
developing countries, there 
is a stark contrast between 
public and private 
healthcare; in the private 
sector, meters and monitor-
ing strips are provided.  

blood glucose self- monitor-
ing, resulting, unsurprisingly, 
in low levels of awareness of 
self- monitoring among peo-
ple who would benefit from 
it. Some glucometers are 
not user-friendly and may be 
too complicated for people 
to use, even when they have 
received instructions. An ad-
ditional barrier to self-
monitoring is the preference 
of people in some cultures 
for traditional or alternative 
medicine, and suspicion of 
modern medicine and its 
tools. 

Ideally, resources should be 
made available to ensure 
that people who qualify for 
blood glucose self-
monitoring, as detailed 
above, receive the appropri-
ate meters, strips and edu-
cation free of charge. Unfor-
tunately at this stage, such a 
goal is unrealistic in many 

One of the barriers to self-monitoring is the suspicion of 

people on some cultures of modern medicine and its tools 
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culturally appropriate materi-
al. It is essential that this is 
done in a culturally appropri-
ate manner and using local 
language. People should be 
encouraged to ask ques-
tions and exchange person-
al testimonies. This will not 
only help to ensure greater 
familiarity with blood glucose 
self-monitoring, but will ena-
ble people to reach a deeper 
understanding of diabetes 
management techniques. 

Until the 1970s, before the 
advent of blood glucose 
monitoring, people with dia-
betes were restricted to 
urine glucose self-
monitoring. Nowadays, if 
blood glucose self-
monitoring is not accessible, 
urine glucose monitoring is 
the only option. Urine testing 
has many advantages. A 
painless procedure, it in-
volves merely passing urine 

countries due to competing 
priorities for very limited 
health budgets, particularly 
in the context of the HIV/
AIDS and TB epidemics 
sweeping sub-Saharan Afri-
ca.  
One alternative is that gov-
ernments be lobbied to pro-
vide free glucometers and 
strips for children and preg-
nant women with diabetes. 
Another complementary op-
tion is that, in keeping with 
the way in which insulin 
pens are often free to the 
user, who only pays for the 
insulin itself, an arrange-
ment might be made with 
industry whereby glucome-
ters are provided free of 
charge and the strips paid 
for by users. 
 
Where meters are already 
available, information on the 
importance of blood glucose 
self-monitoring and tech-
niques should be passed on 
via educational events and 

onto a test strip, or using re-
agent compounds. Urine 
test strips are inexpensive 
and do not require an ex-
pensive meter and match-
ing, calibrated strips. 
 
However, to be of any value, 
this option must be made 
available. Healthcare work-
ers need to receive training 
on its role, limitations, and 
appropriate use. The urine 
glucose test has particular 
properties that need to be 
understood and appreciated.  

Urine testing provides a 
measurement of glucose 
levels since the person last 
passed urine; this does not 
reflect the current blood glu-
cose level. In order to as-
sess this measurement, 
„double voiding‟ of urine is 
necessary. Results do not 
distinguish between slightly 
and markedly raised blood 
glucose levels. If the urine is 
free of glucose, this does 
not necessarily mean that 
the blood glucose level is 
normal; the appearance of 
glucose in the urine de-
pends on the threshold at 
which a person‟s kidneys 
begin clearing sugar.  
 

Information on blood glucose self-monitoring 

should be passed on via educational events 

and culturally appropriate material.  
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of the individual‟s kidney 
threshold for glucose and 
can be done at a routine 
clinic visit. 

It is imperative that govern-
ments of the developing 
world are made aware of the 
enormous dimensions of the 
diabetes epidemic and its 
human and economic im-
pact on individuals and soci-
eties. Glucose monitoring 
must be highlighted and pri-
ority given to improving ac-
cess to education and sup-
plies. Only in this way will 
people with diabetes receive 
the care they require.  

This usually occurs at a 
blood glucose level of 10m-
mol/L (180 mg/dl) but may 
be higher or lower. In preg-
nancy, the kidney threshold 
for glucose is often much 
lower, resulting in the ap-
pearance of glucose in the 
urine at normal blood glu-
cose levels. In elderly peo-
ple, the threshold may be 
higher. Consequently, even 
when blood glucose is well 
above 10mmol/L, there may 
be no glucose in the urine. 
Ideally, when a decision is 
taken to use self-monitoring 
of urine glucose, the urine 
should be tested for glucose 
when blood glucose is ele-
vated. This will give an idea 
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