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From The Public Officer
In the coming months Footscape
shall commence clinical services
for homeless and asylum seeker
populations. I extend an invitation to Podiatrists wishing to contribute their time for these projects to download and complete
the Volunteer Application Form
on the How You Can Help page
of the Footscape website.
Anecdotal evidence indicates
that powerless marginalised
groups such as the homeless are
predisposed to preventative nail
and skin pathologies of the feet
that consequently prohibit the
capacity for affected individuals
to achieve equitable health. Painful podiatric conditions affecting
the homeless are further accentuated as individuals are forced
to walk long distances, often in

poor fitting/second hand footwear,
which may restrict lifestyle opportunities that enhance social inclusion.
Homeless people have difficulty
accessing podiatry services, even
for those with complex medical
issues such as diabetes. Individuals are unable to afford private podiatry whilst Community Health
podiatry services have extensive
waiting lists. In such circumstances homeless people have commonly „moved on‟ by the time an
available appointment has finally
been offered. Consequently, the
medical needs for individuals‟ feet
are frequently unattended..

In This Edition
In this newsletter, we explore diabetic foot complications with particular
emphasis upon adapting to the unique presenting circumstances of a
population group and their environment. We welcome contributing articles from:

anthonylewis@footscape.com.au

1. Robyn Short and Dr. Graham Ogle, Life for a Child

www.footscape.com.au

Anthony Lewis
Public officer
Footscape

Robyn and Graham report of the activities of Life for
a Child, an International Diabetes Federation program, which seeks to advance youth diabetes services in developing countries.
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In This Edition (cont’d)
2.

Rebecca Matthews, Podiatrist

Rebecca recounts her incredible experiences whilst volunteering with the Royal Victoria
Teaching Hospital, The Gambia. She elaborates on the confronting difficulties of providing
wound care in an under-resourced environment.
3.

Ainslie Davies, Podiatrist, Buderim Podiatry Centre.

Ainslie illustrates associated risk factors and circumstances of diabetes in the Australian
aboriginal community before describing the efforts of her Podiatry service to alleviate this
burden in the remote Northern Territory.

Life For A Child
In developing countries,
many children and adolescents with diabetes die very
quickly. Other young people
struggle to survive with insufficient access to insulin
and without access to monitoring supplies or trained diabetes healthcare providers.
Unable to control their blood
glucose, they often develop
devastation
complications
such as eye damage and
kidney failure early in life.
The International Diabetes
Federation (IDF) Life for a
Child Program is an exciting
and innovative program that
seeks to support the provi-

sion of the best possible
health care, given local circumstances, to children and
youth with diabetes in lowerincome countries, through
the strengthening of youth
diabetes services in these
countries. We work directly
with the key hospital and/or
diabetes association – we
do not start our own centres.
The support provided depends on local needs, what
the Government can do, and
the resources available to
Life for a Child. Insulin is the
first priority but assistance is
also provided as needed in
other key areas including:















blood glucose monitoring
(meters and test strips)
syringes
HbA1c testing
diabetes education for
children and youth, their
families
health professional education and training – provision of clinical advice,
relevant
diabetes guidelines and
textbooks; review of clinic
systems and outcomes;
training
by expert health professionals; twinning with developed country centres
strengthening infrastructure and capacity building
advocacy and ensuring
sustainability of local centres and the Program itself

Support is closely monitored
and supported centres provide rigorous financial and
clinical feedback, including
an individual annual clinical
data sheet on all the children receiving assistance.
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Operating since 2001, the
Program currently supports
about 6,000 children and
youth (up to the age of 25)
in over 30 developing countries across the globe and is
steadily expanding. Since
late 2010 Guyana, Liberia
and Vietnam have joined the
Program, and discussions
are underway with Togo,
Haridwar (India), Uganda
and Eritrea.

Two countries new to the
program are Bangladesh
and Ethiopia. The Diabetic
Association of Bangladesh
was founded in 1956, and
now impacts hundreds of
thousands of people all over
the country through a wide
range of extensive, carefully
targeted activities. The Association‟s BIRDEM Hospital
in the capital, Dacca, is one
of the largest diabetes medi-

cal centres in the world.
LFAC is now supporting
1,000 children and youth
cared for at BIRDEM,
providing donated insulin,
technical advice, and introducing point-of-care HbA1c
testing.
The fast-growing Ethiopian
Diabetes Association (EDA)
made contact with LFAC in
late 2009, and signed onto

Pictures
Page 1: Daniel (Ethiopia), 14 years old, is
currently at Technical School studying
General Metal Fabrication. He developed
diabetes when he was four and has no
blood glucose meter. Thanks to Life for a
Child and Lilly, he now has a secure
insulin supply and for the first time will be
able to monitor his blood sugar levels at
home.
Page 2: Children and youth supported by
Life for a Child at the Ethiopian Diabetes
Association Office in Addis Ababa
Page 3: Children in the paediatric diabetes
ward at BIRDEM, Dacca, Bangladesh

the Program in April 2010.
Over 3,000 children are now
being enrolled in the Program through the EDA, and
LFAC has been able to supply insulin and some test
strips for all registered children/youth and a shipment
of syringes is expected to
reach Ethiopia in March.
At present Life for a Child is
working on two new projects:
1. A diabetes education
website of resources in various world languages, targeting the developing world.
The site will be available in
the Life for a Child section of

the
IDF
website
(www.idf.org) and commence with English, French,
Spanish, Arabic, Vietnamese and Tagalog, gradually
adding more languages as
resources come to hand.
2. A web-based patient database has been developed
and is currently undergoing
ethical review in Australia.
Once approved, Life for a
Child plans to make the system available to diabetes
centres participating in the
Program. Centres will need
to obtain local Ethics board
approval before utilising the
database.

Whilst inroads are being
made, estimates suggest
there are some 70-100,000
very needy young people
with diabetes around the
world. Further support is required to reach them all.
There are many needs, the
greatest at present is the
cost of blood glucose meters
and strips – we are unable
to provide them to all the
children and youth that we
assist.
Support is always welcome!
Please see our website
www.lifeforachild.org
Robyn Short and Dr. Graham Ogle
Life For A Child
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Diabetes In Indigenous Communities
The rates of diabetes diagnoses and prevalence of
disease have been described
as
being
of
„epidemic‟ proportions in
„western‟ nations by the
World health Organisation
(WHO). The numbers of
people diagnosed in China
and India are staggering, at
20.7 million and 31 million
respectively, and are predicted to grow by more than
100% by 2030. Health services and governments are
straining to maintain services and plan for the immediate health needs of people
with type 2 diabetes and its
complications of cardiovascular disease, kidney disease, foot infection and amputation.
The issues of health planning and service delivery are
amplified in indigenous communities, who have additional problems such as access
to health care, poor food
choices and availability of
fresh fruit and vegetable diets, as well as more specific
cultural pressures of housing standards and cultural
conflict between traditional
and European ways of life.
The prevalence of diabetes
in some indigenous communities is estimated at 30% of
the population, with another
20% diagnosed are prediabetic.
The rates and ages for diagnoses are different between
indigenous and non- indigenous Australians. A popula-

tion-based study in New
South Wales found diagnoses rates six times higher in
10-18 year old indigenous
populations. The mortality
rate using age-standardised
figures for Indigenous Australians is 85 per 100 000
compared
with
8
per
100,000 in non-indigenous.
This disparity is echoed in
other indigenous communities in New Zealand, Canada and USA, but not to the
same extent.
Knowledge of this disparity
and work already undertaken to relieve diabetes risk
factors has done little to reverse the trends of diabetes.
One of the little known but
important risk factors is maternal nutrition. The health
of the mother during pregnancy has a bearing on the
child‟s risk of developing
type 2 diabetes. This area
of epigenetics, where genetic phenotypes interact with
current environmental factors such as diet and exercise, is the underlying cause
of the Australian indigenous
people‟s diabetes epidemic.
The paradigm of underweight /malnourished women during pregnancy and
obesity in teenage and early
adult life reflects the conflict
between the traditional bush
food diets and modern convenience foods with high fat
and sugar contents. The
rapid changes in a few generations of European settlement have played out with
devastating consequences

for Australian
people.

indigenous

Reversing the upward trend
of diabetes complications is
fraught with political and social danger, as analysis of
recent „interventions‟ reveals
Federal government initiatives assisted with access to
health care, fresh fruit and
vegetables, and water. Restrictions on alcohol have
been extremely controversial, with large fines for repeat offences in communities that traditionally had no
need for money. Signage is
confronting, written in English language and small print
only, in areas with poor literacy.
Education is paramount to
encourage healthy eating
choices and increasing nonsedentary lifestyles. There is
increasing evidence that not
only exercising for 30
minutes a day has health
benefits but also that reducing long periods of sitting,
whether in front of electronic
devices or around the camp
fire, could benefit us all.
Ainslie Davies
Buderim Podiatry Centre
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Remote Area Health Helps ‘Close The Gaps’

On location in
Elcho Island

Picking up the phone and making a doctors
appointment can be very simple in the
South East corner of Queensland. Access
to allied health, let alone a general practitioner is even more difficult for those who
live in rural and remote areas. The podiatrists at Buderim Podiatry are doing their bit
to help „close the gap‟ for the people of Elcho island and the Aboriginal Homelands of
the Yolngu people at the „Top End‟ of the
Northern Territory.
Aboriginal people are more at risk of developing diabetes so delivering a specialised
podiatry service is important for their overall
wellbeing. “The whole team is behind this
project,” said Buderim podiatrist Ainslie Davies “It was an adventurous opportunity,
with mutual benefit, now each podiatrist
from the practice will travel up north for a
couple of weeks a year.”
We take it for granted that when we have
health problems, a health worker is only a
phone call away. In remote areas, the doctor may only visit every few months and allied health practitioners rarely attend.
Providing podiatry services to these outlying
areas means people who would otherwise
be walking in pain have now had foot treatment which improves their mobility. The service is an attempt to „close the gap‟ be-

tween most Australians and aboriginal peoples in remote areas - their standard of
health, access to care and life expectancy.
Foot pathologies are different in these populations: pressure areas on the boney prominences on the side of the foot from sitting
cross legged on concrete is an area of concern. Similarly the human parasite Strongyloides is prevalent. Even though the prevalence
rates of diabetes are higher in indigenous
populations, I did not find foot ulcerations.
Working in these remote areas at times is
slow and at other times you‟ll experience rare
conditions and have a great cultural experience that you‟ll never get if you don‟t leave
the comforts of home.
Remote area health involves a lot of travel
time, light aircraft and four-wheel driving, and
a lot of searching for people who‟ve gone
„walkabout‟. The experience is rewarding
and there is opportunity for other health carers to offer their services.
Ainslie Davies
Buderim Podiatry Centre
Suite 3 Buderim Medical & Dental Centre
Cnr King & Box Streets
Buderim Q. 4556
Ph: 5445 1376
Mob: 0413 334421
e-mail: ainslie@buderimpodiatry.com.au
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Wounds In The Wild West (Africa)
When people think of Africa certain key images come to mind - wildlife reserves and
safaris featuring the „big 5‟, tribal drumming,
ancient animistic ceremonies, refugees and
communities afflicted by civil war, AIDS and
famine.

destination for visitors from all over the
world, particularly Europe. A former British
colony, it has now been left high and dry
and is faced with great poverty (as one has
grown to expect in any post-colonial African
nation).

What most people don‟t think of is diabetes.
However, diabetes is fast emerging as a
major health concern on the African continent. According to the United Nations World
Health Organisation (WHO), an estimated
seven million Africans currently suffer from
the disease, including 3.3 million West Africans (2006).

Although my main mission was to study the
music of the region and have a holiday, I
had anticipated some degree of volunteer
health work during my stay. I had already
forwarded several parcels of out of date and
donated wound and medical supplies to myself. This would turn out to become particularly handy in a place of resources so
scarce that to have a piece of gauze meant
it was a good day!

And where one finds diabetes one will invariably find wounds.
In November 2006 I packed my bags and
headed to the „smiling coast‟ of West Africa,
The Gambia. The Gambia is a tiny country
(Africa‟s smallest) nestled within Senegal,
on the Atlantic Ocean. Its postcard perfect
beaches, incomparably friendly people, rich
culture, exotic cuisine, exquisite music and
relative political stability make it a popular

Rebecca
with RVTH
staff

I started out following up a contact I had
with a recently established private clinic in a
suburb very close to a number of large hotels and resorts. The clientele were a mix of
tourists with malaria and locals with a range
of afflictions including a nine-year-old boy
who had previously been involved in what
was described to me as a soccer accident in
which he broke his legs. Two years on he
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was in a wheelchair with several open discharging wounds on his legs and impaired
cognitive function as a result of numerous
septic emboli to the brain.
One particular foot wound which I was
asked to review revealed an exposed talar
head and in other wounds pieces of his femur were starting to protrude through the
skin. His family had declined ablation and
instead he was attending this private fee
paying clinic twice weekly for dressings of
peroxide, gauze and antibiotics if they were
available. This treatment was an adjunct to
various forms of traditional remedies facilitated by the local Marabou (witch doctor),
who was also heavily involved in his care
and advised on the giving of charities and
slaughtering of animals to assist his recovery. As I was to find out later, many locals
would spend copious amounts of money,
not to mention time attending such Marabou‟s, in order to find a spiritual cure to their
ailment, often believing that their illness was
the result of a Juju (curse) placed on them
by a jealous rival. Often these people would
present to a clinic far too late for anything to
be done to help them medically.
At this time I started to feel that I might not
be able to do a lot to help in this setting.
Fresh from the wealth of wound knowledge
that is the Royal Melbourne Hospitals
(RMH) Diabetic Foot Unit (DFU) my skills
were slightly out of place and I was well out
of my depth. At around the same time I met
some local junior doctors, the first graduates
from The Gambia‟s own school of medicine.
They informed me of a weekly diabetic clinic
that was running out of the Royal Victoria
Teaching Hospital (RVTH) in the nation‟s
capital Banjul. Like the sound of distant tribal drums, the call of the public health system and its endless supply of mayhem and
wounds beckoned my return.
On my first day at the RVTH, after having
waited one hour for a bus to get there I was
met by one of the hospitals nursing staff for
a brief tour. As we entered the building I

stepped over a puddle of blood and observed it trailing off down a corridor. „This
place is a zoo.‟ chuckled the male nurse. It
was Wednesday, diabetic clinic! Hundreds
of diabetics were queuing on a footpath and
I recognised some of my in-laws amongst
them. I was in shock, so many people with
diabetes! When I thought about it more it
made sense, a staple diet of white rice,
white bread, tropical fruit and copious
amounts of the highly potent and sickly
sweet green tea „ataya‟ (to which I was now
hopelessly addicted), it was a high GI hell.
With most people‟s budgets limiting their
diet to these basics, diabetes management
was going to be near impossible.
I decided that the best way to start off would
be to run some group education sessions
with clients waiting in the queue. I was assigned a translator and began my spiel,
which was then interpreted into three different local languages. I was then taken to the
director of nursing, a devoutly religious man.
I held out my hand to shake his and he
gave me an uncomfortable look and hid his
hand in his pocket. Although immediately
offended and embarrassed I hid my reaction. This man became one of the people at
RVTH I admired the most, having stayed
behind in The Gambia while most of his
peers had travelled abroad to work. His
generosity and dedication to his work accompanied by his eagerness to develop and
expand new programs and up-skill staff
working in the most adverse conditions was
profound.
To my surprise my timing could not have
been better, the hospital was in the early
stages of starting a diabetic foot unit and I
was going to assist with its planning and execution. I suggested an early morning ward
round, reminiscent of my RMH days, I forgot that it would actually take me at least an
hour of travel to secure a place in a bus and
make my way through road blocks and ID
checks (I did not always make it through unapprehended).
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The team was a mix of Gambian, Cuban
and Indian doctors and nursing staff from all
over West Africa. With the comparatively
high nursing pay in the UK and US, most of
the Gambian nurses had left at the first opportunity, leaving a massive skills shortage
back home. As we commenced our rounds
of the patients, who were in separate male
and female open wards, the first thing that
came to my attention was the distinct lack of
hand washing between patient contacts.
When I drew this to the team‟s attention,
querying wound infection rates, one of the
doctors actually reported that he „didn‟t like
to wash his hands‟, while the nurses just
raised their eyebrows. From then on, our
ward rounds were accompanied by an infection control manual, a bottle of Dettol, a
plastic basin and my incessant reminders.
The wounds were hideous! Poorly controlled BSL‟s, tropical heat, limited access to
medical care and wound care products, no
access to health education, bad shoes, not
to mention cigarette companies sponsoring
soccer teams, meant that people usually
had no idea that there was a problem, let
alone diabetes, until they were in theatre
having gangrenous toes removed, or worse
still, a whole leg. In many cases the operating theatre involved the surgeons first donating their own blood for the procedure to
take place. Now began my task, the delicate
manoeuvre of diplomatically asserting myself enough to be taken seriously by the
staff and to be accepted by the patients,
who were usually quite happy to be treated
by a foreigner although considered my scalpel with some apprehension.
As I mentioned, gauze was considered a
luxury, so you can imagine what the extent
of other resources were. With barely
enough federal funding to pay the electricity
bill let alone its minimalist wages, the hospital seemed to survive on foreign aid, donations and a handful of extremely dedicated
local staff who were willing to stay there and
work towards a better future at home. A

Doppler ultrasound to check peripheral
blood supply was definitely out of the question. With darkly pigmented skin it is extremely difficult to determine certain aspects
of wound assessment, including the extent
of infection and in many cases the presence
of gangrene. With limited imaging and pathology available developing a clear clinical
picture can take some time.
Surgery is often carried out with no accurate
information about quality of blood supply
and capacity to heal, leading to some less
than ideal outcomes. One such patient, a 40
year old nurse of slim build who discovered
his diabetes when he required a distal amputation, was given a „trans-tarsal‟ amputation, leaving him with an awkward peg leg
type arrangement. Obviously little thought
had been given to what weight bearing
pressures would do to the tiny surface area
of his stump post procedure. I was highly
dubious that the wound would even heal,
the only pulse I could find was a weak popliteal, however with time and attention (and
hand washing) the wound eventually began
to close over, only problem was that after 4
months in hospital and extensive deconditioning the gentleman was no longer moving
around as much and pressure injury was
starting to occur. This emerged as a common problem on the wards with lengthy admissions due to the difficulties following
people up as outpatients and a general lack
of education regarding pressure injury. To
resolve this I set to work with pillows, lifting
heels off mattresses, rolling and repositioning and above all educating staff.
These education sessions were gratefully
received, however, finding the time to conduct them was rare in such a reactive environment with staff shortages and constant
emergencies. No sooner would we sit down
then the team would be called out to assess
a client out on the footpath, in a state of delirium rolling around on a trolley surrounded
by a swarm of flies. When the drape over
his foot was removed, hundreds of maggots
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spilled out of his foot and began crawling off
into the bushes. He was cellulitic to the
thigh and being a Wednesday, hundreds of
mortified diabetics watched on, some in horror, some in the knowledge that this could
be any of them at any time. Another equally
memorable occasion was witnessing the
waiting area of the emergency department
on a particularly bad day where another
gentleman on a trolley with an exposed dehisced and septic trans-femoral amputation
was waiting to be seen by doctors. By that
stage I doubt whether my home made mixture of paw paw jelly and betadine, about
the only resource I had left, would do the
trick!
Something that really affected me during
this time were the occasions during my hour
long trip home from the hospital where the
President would close the roads, bringing
the country to a stand still so that his convoy
could pass. I sat squashed into my over
crowded nine seater minibus on the side of
the road whilst the President‟s stretch hummer with ten car convoy hooned by. It always reduced me to tears. How could this
man direct so many resources into his own
greedy selfish interests when his people
were dying in droves un-necessarily and virtually unheeded by his government? The
President‟s dodgy agendas really shouldn‟t
have surprised me at all by this stage, considering this is a man who claims to be able
to cure Aids and broadcasts this on national
television every day BUT to see such little

funds being directed to health care and
probably an equivocally small amount to education never failed to break my heart.
Despite all this when my time came to depart I must say that I was very sad to be
leaving such an amazing workplace. Despite the obvious adversity, everyone working at the hospital was still trying hard to
achieve the best results possible with what
little resources they had, human, material
and otherwise. In an environment where access to up to date information is limited, particularly in an area as specific and fast
evolving as wound care, the staff followed
what best practice principals they had access to and were truly grateful for any external offers of expertise. Given the high material costs of wound care, staff were very
thrifty and resourceful using whatever was
available to the best of their ability. Still,
they could always use an extra helping
washed hand or two.
Thankyou to staff at Insulin for Life, Coloplast and Smith and Nephew for their kind
donations without which this work would not
have been possible.
If you are interested in learning more about
volunteering in West Africa or would like to
donate any resources to the Royal Victoria
Teaching Hospital please feel free to contact me.
Rebecca Mathews

rebecca.matthews@rocketmail.com
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