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Abstract

Background: Previous research shows considerable variation in pre-registration paediatric podiatry curricula, and
thus the clinical skills realised prior to graduation. Whilst pre-registration training is guided by regulatory bodies, these
high level principles only refer briefly to standards in paediatric practice. An estimated 9% of podiatry caseloads in the
United Kingdom (UK) and Australia are dedicated to paediatric service provision. Therefore, it is imperative that cur-
ricula support the consistent development of paediatric practice enabling newly registered podiatrists to work safely
and effectively with children. Given that the global healthcare work force provides unique opportunities to explicitly
align international curricula, the aim of this study was to determine the priorities for a UK and Australian binational
pre-registration paediatric podiatry curriculum.

Methods: A four round modified Delphi design was employed to ascertain consensus and agreement of a panel
of experts with a special interest in paediatrics working in the UK and Australia. Round 1 contained open questions
designed to promote diverse responses on the broad topics of lecturer experience and curriculum organisation and
delivery. The answers from Round 1 were developed, through content analysis, into a series of statements presented
to the panel for agreement in Rounds 2, 3 and 4.

Results: Of the 297 statements generated following Round 1, 183 were accepted and 114 rejected by the end of
Round 4. 109 of the accepted statements related to curriculum content. Participants also agreed on areas relating to
lecturer experience, clinical education, and assessment of paediatric skills.

Conclusions: This study is the first of its kind to describe elements of a curriculum for pre-registration podiatry train-
ing. The recommendations highlight opportunities that education providers can work towards during curriculum
design. They also emphasise the collaboration that is needed between professional bodies, clinicians and higher
education institutions when defining guidelines and expectations for paediatric specific skills.
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Background

Children and young people represent one fifth of the

United Kingdom’s (UK) population and nearly one third

of the Australian population [1, 2] and clearly the health
- of this population will affect future healthcare needs of
]%?:;iig%flgE?CAeméaR:%@JPSjgﬁCdeZZEE, University of Salford, Room each country. Lower limb p ain is the most common
PO49, Brian Blatchford Building, University of Salford, M6 6PU, Manchester, paediatric musculoskeletal problem presenting to UK

UK and Australian general practitioners (GPs) [3-5]. These
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problems occur in up to 6.2% of young people in the UK
yearly, and account for 5% of paediatric presentations
to Australian GPs [5, 6]. The real prevalence of paediat-
ric musculoskeletal complaints is likely to be higher, as
young people may also present directly to allied health
professionals where incidence based data is not pub-
lished. Access to paediatric health services is therefore,
undoubtedly, essential and the overall aim is to resolve
short term conditions, thus preventing chronicity, and
manage long term problems to limit future impact. In the
UK/Australia, podiatrists work in the public or private
sectors providing care for people of all ages [7, 8]. Up to
9% of podiatry caseloads are devoted to paediatric work
where podiatrists partner with families and other health
care providers to prevent and support paediatric foot and
lower limb conditions [7-9].

High quality podiatry service provision is underpinned
by appropriate education. ‘Pre-registration education’
refers to the specific training, usually organised by a
higher education institution and lasting between two and
four years, that leads to a professional and academic qual-
ification allowing an individual to become a registered
podiatrist and able to practice independently. ‘Post-regis-
tration education’ refers to continuous professional devel-
opment and qualifications undertaken as a registered
professional. Whilst pre-registration podiatry standards,
curricula and expected competencies are informed by
documents produced by quality assurance and statutory
regulatory bodies, these only refer briefly to competency
standards in paediatric podiatry practice [10—15]. This
general guidance leaves much open to interpretation and
choices made at specific Higher Education Institutions
may not have kept pace with developments in practice.
It follows that it is important to provide a practice led
interpretation of curriculum priorities. Indeed, evidence
of variation, both nationally and internationally, in some
areas of the paediatric pre-registration podiatry curric-
ula have been demonstrated by Williams et al. [16]. For
example, in the UK, whilst consistent curriculum updates
are carried out, there are inconsistencies in the expertise
of lecturers, course content and the time devoted to top-
ics. With regards to the educational landscape in Aus-
tralia, the number of hours devoted to specific paediatric
content is mostly consistent, however there are inconsist-
encies in staff background and the time at which paedi-
atric content is introduced during the course. There are
also additional international inconsistencies.

Podiatry remains on the skilled profession shortage list
to encourage migration to Australia [17]. It is similarly
under ongoing scrutiny within the UK with an increas-
ing number of vacancies [18]. Clear processes on how
to register and practice as a podiatrist when moving to
the UK from Australia (and vice versa) are defined by the
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Health and Care Professions Council (UK) and Podiatry
Board of Australia with mutual recognition of curricula,
delivering equivalent skills and qualifications across each
country. This highlights the importance of considering a
binational UK-Australian curriculum given that global
workforce competencies are key to future consistent evi-
dence-based practice and quality care [19].

Inconsistencies in paediatric training can impact newly
registered podiatrists and their patients as they may be
responsible for the management of children from the day
they work independently. Therefore it is essential that
this area is explored further. The aim of this study was to
determine the priorities for a binational UK and Austral-
ian pre-registration paediatric podiatry curriculum.

Methods

Overview

The study design was a modified Delphi technique.
Consensus and agreement were gained via a four round
modified Delphi online survey. This method congre-
gates expert opinion through a series of iterative ques-
tionnaires. This approach was chosen due to its validity
in collecting and synthesising expert opinion, suitability
across geographically dispersed participants, and because
it permits complete anonymity between experts, allow-
ing free expression of opinions [20]. Ethical approval was
provided by the University of Salford (HSR1920-005).

Participants

Participants were eligible to take part if they met two
inclusion criteria. Firstly, participants had be registered
and working in the UK/Australia at the time of the study.
Secondly, participants had to be practicing at level 4 or
above of the Paediatric Podiatry Clinical Framework
[21], as these levels require high levels of autonomy and
self-reflection.

Recruitment

Recruitment was purposive and undertaken via promo-
tion of written and video-recorded information dis-
seminated on social media (Facebook, Twitter) and via
email to professional bodies for advertising or paediat-
ric podiatry special interest groups for dissemination to
members. Podiatrists expressed an interest through the
project lead (JR) and were provided with a link to estab-
lish their eligibility to participate and provide informed
written consent. All podiatrists (nineteen in total) who
met the inclusion criteria were subsequently invited to
participate.

Procedure
All data were collected via ‘Online Surveys’ (Jisc, Bristol
UK). Participants were identifiable to the project team via
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their participant code, but all data were fully anonymised
to other participants. Participants were given four weeks
to complete Round 1 and two weeks for subsequent
rounds. At the start of each round participants received
feedback (through the survey) on the consensus or agree-
ment achieved during the previous round.

Round 1 design

Round 1 contained 75 open questions supported by
background information and references, to capture a
large breadth of opinions (Appendix 1). Questions were
designed by the project team comprising four academics/
clinicians (three podiatrists CW [Australia], CN [UK],
SM [UK]; one physiotherapist JR [UK]). The team has
extensive expertise in higher education and research with
a focus on podiatry and paediatrics.

Round 1 questions focussed on common themes iden-
tified following a literature review on; podiatry curricula
standards; pre-registration standards for healthcare;
prevalence of childhood lower limb conditions; podia-
try practice standards of competency and proficiency;
national healthcare drivers; post-registration paediatric
podiatry guidance; and a recent study on podiatry cur-
ricula [16]. Round 1 themes are presented in Fig. 1.

Round 1 analysis

The qualitative open ended response data were exported
into Excel 2010 (Microsoft Corp, Redmond Washington)
and were analysed (JR, checked by SM) using inductive
content analysis to group answers into statements [22].
Ambiguous answers were discussed and a decision made
as to how they were incorporated into Round 2 state-
ments (JR and SM). Where 70% (or over) of participants
recorded a similar answer it was deemed consensus for
that statement [20]. All other answers were formed into
closed statements for Round 2.

Rounds 2, 3 and 4 design

Participants were asked to rate the statements generated
through Round 1. A Likert scale was used to gain agree-
ment where: 1 = Very unimportant, 2 = Unimportant, 3
= Neither important nor unimportant, 4 = Quite impor-
tant, 5 = Very important. Round 2 Likert scale answers
were analysed and agreement was achieved when 70% (or
more) of participants rated statements as ‘4’ or ‘5. State-
ments rated by less than 50% of participants as ‘4’ or ‘5’
were removed. Statements rated by 50-69% of partici-
pants as ‘4’ or ‘5’ were put through to Round 3. Rounds 3
and 4 followed the same process as Round 2.

Subsequent round analysis
The quantitative data from Rounds 2, 3 and 4 were
exported from Online Surveys (Jisc, Bristol, UK) into
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Excel 2010 (Microsoft Corp, Redmond Washington)
and agreement for each statement was ascertained using
descriptive statistics. It had been agreed a priori that the
Delphi would close following Round 4, irrespective of
consensus and agreement achieved. Where a participant
missed a round, they were excluded from subsequent
rounds.

Results
Figure 2 summarises the study process including num-
ber of participants and statements associated with each
round. Nineteen participants responded and were invited
to participate as all met the inclusion criteria. Of these, 13
participants completed Round 1. One participant failed
to respond following Round 1 and was withdrawn. There-
fore 12 participants completed all subsequent rounds.
Table 1 summarises key participant demographics.
Thematic analysis of Round 1 open questions generated
297 statements of which 14 reached consensus during
Round 1 (>70% participants responded similarly). Of the
283 statements reviewed during Round 2, 139 reached
agreement (>70% rated statement as ‘4’ or ‘5’), 111 were
rejected (<50% rated statements as ‘4’ or ‘5’) and 33 were
included for consideration in Round 3 (between 50 and
69% rated statements as ‘4’ or ‘5’). Out of the 33 state-
ments progressing to Round 3, 30 reached agreement,
none were withdrawn and three progressed to Round 4
(between 50 and 69% of participants rated statements as
‘4’ or a ‘'5’). All Round 4 (n=3) statements were rejected.
By the end of the Delphi process, 183 (62%) statements
were accepted and 114 (38%) rejected.

Statements relating to overarching themes

Background of lecturers / current modes of delivery

Table 2 denotes all of the statements that reached con-
sensus and agreement, whilst Appendix 2 provides a
summary of the status of all 297 statements included in
the study (whether accepted or rejected). Participants
agreed that a lecturer delivering the paediatric curricu-
lum should have a minimum of two years paediatric spe-
cific clinical experience.

Curriculum content

During Round 1, consensus was obtained for nine pro-
posed themes appropriate for the curriculum (100% of
participants recorded a similar answer for 6/9 themes).
Over the course of the Delphi rounds there was agree-
ment on 109/110 (99%) statements relating to curricu-
lum content associated with each of the nine themes. The
only statement that did not reach agreement related to
the impact of smoking and alcohol on wellbeing, physical
and mental health.
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Fig. 1 Themes for Round 1 questions

Curriculum delivery / structure

Few participants responded similarly on how much time
should be devoted to curriculum topics, with only 6/38
(16%) statements reaching agreement. Likewise, fewer
participants responded similarly on when to introduce
topics into programmes, with agreement on 3/45 (7%)
statements. However, there was consensus that organ-
ising paediatric concepts using a spiral approach [23],
where topics are re-visited throughout a course with
deepening complexity, was preferable to self-contained
modules (77%, Round 1).

A greater number of participants provided similar
responses to statements focussing on clinical place-
ments. There was consensus (92%, Round 1) that a
mandatory paediatric clinical placement should be
embedded in the paediatric podiatry curriculum, but,
acknowledged that this is not always possible. It was
agreed that it should be acceptable to rely on suit-
able alternatives (92%), all of which reached agreement
(Table 2). No agreement was reached on the minimum
hours dedicated to paediatric practice attached to clini-
cal placements. Instead, exposure to a set number of
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Table 1 Participant demographics (based on the 13 participants who contributed to Round 1)
Frequency (%) of
participants [n
=13]
Gender (Female) 7 (54%)
Time since registration as a podiatrist < 10 years 1 (8%)
10 years or greater 12 (92%)
Country of qualification Australia 6 (46%)
UK 7 (54%)
Highest qualification PhD 2 (15%)
MSc or postgraduate qualification 5 (38%)
Bachelor degree 4 (31%)
Bachelor degree and currently studying postgraduate qualification, MSc or 2 (16%)
PhD
Current country of work Australia 6 (46%)
UK 7 (54%)
Current job title Academic and clinician 2 (15%)
Clinician 9 (70%)
Team leader / Head of podiatry 2 (15%)
Primary work setting Private practice and public sector 4 (31%)
Public sector 7 (54%)
Private practice and university 2 (15%)
Percentage of weekly work devoted to paediatrics  Between 20 and 39% 2 (15%)
Between 40% and 79% 6 (46%)
Between 80 and 100% 5 (38%)
Paediatric current caseload < 60% 2 (15%)
60% or greater 11 (85%)
Contact with podiatry students (hours per month) 0 5 (38%)
Less than 10 4(31%)
10 or greater 4 (31%)

Additional information

Experts reported their involvement in the following roles:

Clinical educator, co-authorship of paediatric podiatry framework, delivery of casual workshops
for university, provider of training for public sector podiatrists

paediatric specific presentations (92%) was suggested
but a minimum number of cases could not be defined.
It was agreed that this needs to be balanced between
exposure to common paediatric podiatry presentations
and a focus on the ability to assess and recognise atypi-
cal presentations.

Participants agreed that the paediatric curriculum
should be included in assessments contributing to the
final pre-registration award (100%) and this could be
assessed via; a logbook (84% agreement), a nationally
defined set of pre-registration paediatric competencies
(100%) or formal assessment (100%). There was agree-
ment that competencies should be designed by podia-
trists working in higher education (100%), podiatry
special interest groups (84%), clinical educators (84%) or
national/international experts (75%). Common clinical
presentations (33 statements) were identified as key areas
that should be understood prior to registration (Table 2).

Curriculum review

Agreement was reached on which professional groups
should be involved with curriculum review; podiatrists
working in higher education (92%); paediatric podiatry
special interest groups (83%); clinical educators (75%);
and national or international experts (92%). However,
there was no agreement on the timing for review of
contemporary paediatric practice.

Discussion

This unique study sought consensus and agreement on
key areas within a binational pre-registration paediatric
podiatry curriculum. These key areas were determined
by a Delphi panel composed of registered podiatrists
working in the UK/Australia in the public sector, pri-
vate practice or academia.
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Table 2 Statements that reached consensus or agreement (All
rounds)
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Background of lecturers

Previous work indicates that paediatric podiatry course
content is typically delivered by lecturers with paediat-
ric experience approximately 50% of the time [16]. This
is in contrast to the expectations of the experts within
this present study who agreed that paediatric curricula
should be delivered by lecturers with a minimum of two
years paediatric clinical experience. Paediatric practice
is a specialist topic area, and, whilst adults and children
share some common clinical presentations, managing
the care of children requires a specific understand-
ing of physical and psychosocial development, family/
carer dynamics, the impact of health conditions on a
growing body and conditions specific to childhood [24,
25]. Therefore, in order to successfully facilitate learn-
ing in paediatrics, lecturers must have a contempo-
rary and evidence-based knowledge and grounding in
the theoretical frameworks of paediatric-centred care,
facilitating correct, contextualised, holistic and stimu-
lating learning drawing on lived experience. This is
more likely to promote an interest in the subject matter,
positively influencing student engagement and learning
[26]. Studies in medical education highlight that role
modelling, such as excellence in teaching and demon-
strating enthusiasm and high standards, plays a key role
in the professional development of students [27, 28]. A
role model for paediatric podiatry practice surely must
be built on similarly solid foundations.

Curriculum content

There appears to be a mismatch between current prac-
tice and the recommendations from the Delphi panel in
terms of curriculum content. This is demonstrated by
Williams et al. [16], who reported that between 15 and
40% of surveyed universities did not include key topics
in their curricula, such as general paediatric conditions,
embryology and foetal development. However, in this
present study, statements relating to curriculum con-
tent reached the most agreement, resulting in a specific
set of recommendations. It should be noted that agreed
statements in this area represent the panel’s beliefs on
what pre-registration students should encounter, as a
minimum, in order to develop the skills, knowledge and
understanding that underpin safe practice. In light of
this, designing a pre-registration curriculum is a balanc-
ing act [29, 30]. It is essential that core areas of practice
must be covered during training and experience, and this
can leave training that relates to special populations, such
as paediatrics, competing for space in a busy curriculum
[19]. However, whilst this study aimed to gain consensus
on the priorities of a binational paediatric podiatry cur-
riculum, it did not aim to limit the number of statements
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generated or establish the feasibility and practicality of
embedding these into a curriculum.

Many of the statements in Table 2 are not specific to
podiatry practice. Given that podiatrists may work in
multidisciplinary settings [31, 32], this offers the oppor-
tunity for interprofessional pre-registration education,
embedding the benefits of teamwork, collaboration,
family centred care and social and professional learning,
whilst possibly easing pressure on curriculum resources
(33, 34].

Curriculum delivery and structure

Curriculum structure

The panel could not agree on how much time should be
devoted to paediatric topics and when they should be
introduced during the course. As such, many statements
in this area did not reach agreement (42/45, 93%). This
lack of agreement could reflect the background of the
Delphi panel, with participants leaning more to clinical
practice than academia, but is also likely to be compli-
cated by factors such as the varying length of pre-regis-
tration podiatry programmes (from 2-4 years), curricula
organisation, availability and timing of paediatric clinical
placements and timing of other curriculum topics. The
panel agreed that a spiral approach to organising the pre-
registration paediatric podiatry curriculum was recom-
mended, allowing students to embed and deepen their
learning by revisiting themes [35].

Clinical paediatric experience

Increased demand for healthcare has resulted in the need
to train more health professionals, necessitating more
clinical placements [36, 37]. This has been a challenge
across many health professions, also reflected in this pre-
sent study [36, 37]. Participants agreed that mandatory
paediatric clinical placements are necessary, but unfeasi-
ble, stating that the number of placements falls short of
student demand (Appendix 1, Question 68). Similarly,
participants were challenged to set a minimum number
of paediatric cases. However, participants agreed that
there are several alternatives to clinical placements and
exposure to paediatric cases including: university clinics,
reflective tutorials, practical sessions with ‘real’ patients,
simulated inter-disciplinary learning, practical skills ses-
sions, symptom focussed problem based learning and
tutorials focussing on case studies (Table 2). With care-
ful planning, these may be used creatively to enhance
the paediatric curriculum, especially virtual sessions
which are rapidly gaining popularity and credibility in the
higher education sector. Simulated learning, which has
been integrated into medical curricula for several years
[38], can support knowledge acquisition and confidence
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in learning during pre- and post-registration podiatry
education [39, 40].

Assessment, competencies and curriculum review

The recommendations of the panel to integrate paediat-
rics into summative assessments that contribute to the
final pre-registration award contrasts with recent find-
ings [16]. Currently there appears to be no trend when
assessing students’ understanding of paediatric presen-
tations, suggesting that, in some instances, students may
not be required to demonstrate competency in paediat-
rics prior to qualification [16].

Recommendations

Whilst post-registration paediatric podiatry benefits
from clear and progressive learning and development
milestones [21], pre-registration frameworks lack detail,
resulting in large curricula and a likely difference in pre-
paredness for working independently with children. If all
newly registered podiatrists could access the level of sup-
port offered by the post-registration paediatric podiatry
clinical framework [21] immediately upon registration,
there is an argument that podiatry students need not
be exposed to the level of detail described in this study.
However, post-registration career pathways can be incon-
sistent, and the routes from registration to varied settings
are poorly understood. Whilst it is hoped that all new
registered podiatrists work to their clinical competen-
cies, at present there is nothing to preclude unmonitored
independent working from the day a podiatrist registers.
Therefore, it is imperative that pre-registration training
prepares podiatrists for the safe and effective manage-
ment of children. Key recommendations from this study
are presented in Fig. 3 and future action is required to
embed these within local curricula. Professional bodies,
higher education institutions and paediatric experts need
to address whether pre-registration frameworks should
be more explicit.

Limitations
Study limitations relate to design, sample size, and panel
composition. Expert consensus is accepted as the low-
est level of evidence but an appropriate starting point
where no other study exists. The sample size was limited
by the relatively small number of podiatrists who work
with children, compounded by niche characteristics
required to meet the inclusion criteria. Recruitment was
also impacted by the effects of the coronavirus pandemic
when podiatrists were under additional strain. The com-
position favoured clinicians, with some limitations to
academic depth.

The expertise and dedicated paediatric focused work
of participants may influence their opinions on what new



Reay et al. BMC Medical Education (2022) 22:125

Page 9 of 11

MINIMUM OF TWO YEARS EXPERIENCE

Paediatric podiatry teaching and learning should always be delivered by staff who have a minimum of the equivalent of two years full time experience
that is contemporary and evidence based

CAREFUL CURRICULUM CONTENT MAPPING

The content of all paediatric podiatry curricula should be carefully mapped to the 109 statements described by figure 3

ASSESSING PAEDIATRIC KNOWLEDGE AND UNDERSTANDING

At least one assessment that contributes to the final degree award should include a component that relates to paediatrics

SYNCHRONOUS INTER-PROFESSIONAL TEACHING AND LEARNING

Each higher education institution should look for opportunities to deliver synchronous inter-professional paediatric teaching and learning activities to
complement their unique combination of health programmes

PROVIDING PAEDIATRIC CLINICAL EXPERIENCE

In the absence of paediatric clinical placements, institutions should explore alternatives; University paediatric clinics; Practical sessions with ‘real’
paediatric patients; Face to face / online simulated sessions; Practical skills sessions with peers; Face to face / online tutorials based on case studies or
symptom based problem based learning

Fig. 3 Study recommendations

registered podiatrists need to understand for general day
to day practice. It may be argued that this resulted in an
unrealistic number of curriculum content specific state-
ments being agreed, given that curriculum time must be
balanced between different areas. Moving forwards, it
seems imperative that to safeguard children’s care there
must be collaboration between experts, professional bod-
ies, clinical educators and higher education institutions.
This should aim to define overarching guidelines and
expectations for paediatric specific skills that UK/Aus-
tralian podiatry students should meet prior to registra-
tion. Depending on the outcome, curricula documents
may need to be enhanced and mentorship of newly quali-
fied podiatrists encouraged.

Conclusions

This research is the first to describe elements of paedi-
atric curricula for pre-registration podiatry training. The
recommendations highlight the opportunities that edu-
cation providers can work towards during curriculum
design. This research also provides the opportunity for
benchmarking paediatric podiatry practice. Every child
deserves the best health care experience and outcome,
and this study provides a unique opportunity to start
conversations on the future design of a binational cur-
riculum focussing on paediatric podiatry care. It is hoped
that this will inform wider, international discussions.

Abbreviations
GP: General practitioner; UK: United Kingdom.

Supplementary Information

The online version contains supplementary material available at https://doi.
0rg/10.1186/512909-022-03138-8.

Additional file 1: Appendix 1.
Additional file 2: Appendix 2.

Acknowledgements
Not applicable.

Authors’ contributions

JR, SM, CN and CW were involved in designing the study, drafting the study
protocol and ethics application and designing the study surveys. JR coordi-
nated the study. JR and SM analysed the data before sharing with CN and CW.
JR, SW, CN and CW all reviewed the data and shared key discussion points. JR
prepared the first draft of the manuscript. SM, CW and CN reviewed the draft
manuscript and, through discussion, JR edited this to produce the final manu-
script. All authors have read and approved the final version of the manuscript
before submission.

Funding
This study was part of a wider project that was funded by the William Scholl
Endowment Fund - SMALL STEPS project (no reference number).

Availability of data and materials
All data generated or analysed during this study are included in this published
article [and its supplementary information files]. Any queries about the data



https://doi.org/10.1186/s12909-022-03138-8
https://doi.org/10.1186/s12909-022-03138-8

Reay et al. BMC Medical Education (2022) 22:125

or requests for further data should be sent to the corresponding author (Julie
Reay).

Declarations

Ethics approval and consent to participate

Ethical approval was granted by the University of Salford (HSR1920-005). Al cli-
nicians provided written electronic informed consent prior to being contacted
to take part in the study. All methods were performed in accordance with the
relevant guidelines and regulations.

Consent for publication
Not applicable - the manuscript does not contain individual personal data nor
reveal information that could be used to reveal participants’identities.

Competing interests
The authors declare that they have no competing interests.

Author details

"Directorate of Allied and Public Health, University of Salford, Room PO49,
Brian Blatchford Building, University of Salford, M6 6PU, Manchester, UK.
2Monash University, School of Primary and Allied Health Care, 47-49 Moo-
rooduc Hwy, Frankston, VIC 3199, Australia. *Directorate of Allied and Public
Health, University of Salford, Room PO32, Brian Blatchford Building, University
of Salford, M6 6PU, Manchester, UK. “School of Health Sciences, University

of Brighton, Brighton, UK.

Received: 18 June 2021 Accepted: 26 November 2021
Published online: 24 February 2022

References

1. NHS England: Children and young people. https://www.england.nhs.
uk/cyp/ (No date). Accessed 25 May 2021.

2. Australian Government: A statistical picture of Australia’s children: Who
are Australia’s children? https://www.alrc.gov.au/publications/2-stati
stical-picture-australias-children/who-are-australias-children (2021).
Accessed 25 May 2021.

3. Fuglakjaer S, Dissing KB, Hestbaek L. Prevalence and incidence of
musculoskeletal extremity complaints in children and adolescents A
systematic review. BMC Musculoskeletal Disorders. 2017;19:1-18.

4. Tan A, Strauss VY, Protheroe J, Dunn KM. Epidemiology of paediatric
presentations with musculoskeletal problems in primary care. BMC
Musculoskeletal Disorders. 2017;19:1-6.

5. Bhayankaram NP, Lacey RJ, Barnett LA, Jordan KP, Dunn KM. Muscu-
loskeletal consultations from childhood to adulthood: a longitudinal
study. J Public Health. 2020;42:428-34.

6. Henshke N, Harrison C, McKay D, et al. Musculoskeletal conditions in
children and adolescents managed in Australian primary care. BMC
Musculoskeletal Disorders. 2014;15:1-8.

7. The College of Podiatry / Sheffield Teaching Hospitals: To determine
the current patient population managed by UK podiatrists and the evi-
dence available to support the effectiveness of podiatric contributions
to health and wellbeing. No longer available (2015). Accessed 2020.

8. Davies A, Bennett P, Nancarrow S, Cuesta-Vargas A. Specialisation ver-
sus special interest — the Australian podiatry experience. J Foot Ankle
Res. 2015;8:1-8.

9. The College of Podiatry: Podiatry ... What's it all about? https://cop.
org.uk/become-a-podiatrist/what-is-a-podiatrist (2021). Accessed 25
May 2021.

10. Australian Podiatry Association: Paediatrics curriculum. https://www.
podiatry.org.au/documents/item/2355 (No publication date). Accessed
25 May 2021.

11. Health & Care Professions Council: The standards of proficiency for
chiropodists / podiatrists. https://www.hcpc-uk.org/standards/stand
ards-of-proficiency/chiropodists-podiatrists/ (2018). Accessed 25 May
252021,

20.

21.

22.
23.
24.

25.

26.

27.

28.

29.

30.

31

32.

33.

34.

35.

36.

Page 10 of 11

The Quality Assurance Agency for Higher Education: Subject benchmark
statement Podiatry. https://www.gaa.ac.uk/quality-code/subject-bench
mark-statements (2001). Accessed 25 May 2021.

The College of Podiatry: Core curriculum for podiatric medicine version 5.
Retrieved from members only area (2016). Accessed 25 May 2021.
Australian and New Zealand Podiatry Accreditation Council: Podiatry
competency standards for Australia and New Zealand. https://www.
podiatryboard.gov.au/Registration-Endorsement/Podiatry-competency-
standards.aspx (2015). Accessed 25 May 2021.

Podiatry Board of Australia: Approved Programs of Study - Podiatry Board
Ahpra Web site. https://www.podiatryboard.gov.au/accreditation.aspx
(2019). Accessed 25 May 2021.

Williams CM, Nester C, Morrison SC. International approaches to pae-
diatric podiatry curricula: It's the same, but different. J Foot Ankle Res.
2019;12:3-7.

Australian Government, National Skills Commission. Skills Priority List.
https://www.nationalskillscommission.gov.au/sites/default/files/2021-06/
Skills%20Priority%20List%200ccupation%20List_0.pdf. (2021). Accessed 7
October 2021.

Migration Advisory Committee. Review of the Shortage Occupation List:
2020. https://assets.publishing.service.gov.uk/government/uploads/
system/uploads/attachment_data/file/927352/SOL_2020_Report_Final.
pdf. Accessed 7 October 2021.

Mistry K, Yonezawa E, Milne N. Paediatric Physiotherapy curriculum: an
audit and survey of Australian entry-level Physiotherapy programs. BMC
Med Educ. 2019;19:1-18.

Keeney S, Hasson F, McKenna H. The delphi technique in nursing and
health research. Oxford: Wiley-Blackwell; 2010.

Davies N, ed. The College of Podiatry: Paediatric Podiatry Clinical Frame-
work. file:///C:/Users/HLS367/Downloads/Paediatric%20Podiatry%20
Clinical%20Framework%202019%20final.pdf. (2017). Accessed 25 May
2021,

Elo S, Kyngas H. The qualitative content analysis process. J Adv Nursing.
2007;62:107-15.

Harden RM. What is a spiral curriculum? Medical Teacher. 1999,21:141-3.
World Health Organization: International classification of functioning,
disability and health — Children and youth version. https://apps.who.int/
iris/handle/10665/43737 (2007). Accessed 25 May 2021.

Evans AM, Mathieson I. The pocket podiatry guide: Paediatrics. Edin-
burgh: Churchill Livingstone Elsevier; 2010.

Ramsden P. Learning to teach in higher education. 2nd ed. London:
Routledge Falmer; 2003.

PassiV, Johnson S, Peile E, Wright S, Hafferty F, Johnson N. Doctor role
modelling in medical education: BEME Guide No. 27. Medical Teacher.
2013;35:1422-36.

Stenfors-Hayes T, Hult H, Dahlgren LO. What does it mean to be a good
teacher and clinical supervisor in medical education? Adv Health Sci
Educ Theory Pract. 2011;16:197-210.

Sanson-Fisher R, Rolfe I. The content of undergraduate health profes-
sional courses: a topic largely ignored? Medical Teacher. 2009,22:564-7.
Edirippulige S, Brooks P, Carati C, et al. It's important, but not important
enough: eHealth as a curriculum priority in medical education in Aus-
tralia. J Telemedicine Telecare. 2018;24:697-702.

Davies K, Cleary G, Foster H, Hutchinson E, Baildam E. BSPAR Standards
of Care for children and young people with juvenile idiopathic arthritis.
Rheumatology. 2010;49:1406-8.

Dodd C, Trivelli A, Stephenson D, Evans G, Foord M. Outcome of a com-
bined physiotherapy and podiatry haemophilia clinic: patient percep-
tions and the effect on ankle bleeds and joint health. J Haemophilia
Practice. 2020;7:37-44.

Van Wyk H, de Beer M. Inter-professional education: Healthcare students’
experiences. South African J Occup Therapy. 2017;47:35-40.

Olson R, Bialocerkowski A. Interprofessional education in allied health: a
systematic Review. Medical Education. 2014;48:236-46.

Howe A, Campion P, Searle J, Smith H. New perspectives — approaches
to medical education at four new UK medical schools. BMJ.
2008;329:327-31.

Rodger S, Webb G, Devitt L, Gilbert J, Wrightson P, McMeeken J. Clinical
education and practice placements in the allied health professions: An
international perspective. J Allied Health. 2008;37:53-62.


https://www.england.nhs.uk/cyp/
https://www.england.nhs.uk/cyp/
https://www.alrc.gov.au/publications/2-statistical-picture-australias-children/who-are-australias-children
https://www.alrc.gov.au/publications/2-statistical-picture-australias-children/who-are-australias-children
https://cop.org.uk/become-a-podiatrist/what-is-a-podiatrist
https://cop.org.uk/become-a-podiatrist/what-is-a-podiatrist
https://www.podiatry.org.au/documents/item/2355
https://www.podiatry.org.au/documents/item/2355
https://www.hcpc-uk.org/standards/standards-of-proficiency/chiropodists-podiatrists/
https://www.hcpc-uk.org/standards/standards-of-proficiency/chiropodists-podiatrists/
https://www.qaa.ac.uk/quality-code/subject-benchmark-statements
https://www.qaa.ac.uk/quality-code/subject-benchmark-statements
https://www.podiatryboard.gov.au/Registration-Endorsement/Podiatry-competency-standards.aspx
https://www.podiatryboard.gov.au/Registration-Endorsement/Podiatry-competency-standards.aspx
https://www.podiatryboard.gov.au/Registration-Endorsement/Podiatry-competency-standards.aspx
https://www.podiatryboard.gov.au/accreditation.aspx
https://www.nationalskillscommission.gov.au/sites/default/files/2021-06/Skills%20Priority%20List%20Occupation%20List_0.pdf
https://www.nationalskillscommission.gov.au/sites/default/files/2021-06/Skills%20Priority%20List%20Occupation%20List_0.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927352/SOL_2020_Report_Final.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927352/SOL_2020_Report_Final.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/927352/SOL_2020_Report_Final.pdf
https://apps.who.int/iris/handle/10665/43737
https://apps.who.int/iris/handle/10665/43737

Reay et al. BMC Medical Education

37.

38.

39.

40.

(2022) 22:125

Leo J, May K, Bird A. Evaluation of a pilot model of clinical placement for
expanding podiatry student capacity within a public hospital. MedEd-
Publish. 2014;3:1-13.

Health Education England: Enhancing UK core medical training through
simulation-based education: an evidence-based approach - A report
from the joint JRCPTB/HEE expert group on simulation in core medical
training. https://www. jrcptb.org.uk/sites/default/files/HEE_Report_FINAL.
pdf. (2016). Accessed 25 May 2021.

Grollo A, Morphet A, Shields N. Simulation Improves Podiatry Student
Skills and Confidence in Conservative Sharp Debridement on Feet: A Pilot
Randomized Controlled Trial. J Am Podiatr Med Assoc. 2018;108:466-71.
Lazzarini PA, Mackenroth EL, Régo PM, et al. Is simulation training effec-
tive in increasing podiatrists’confidence in foot ulcer management? J
Foot Ankle Res. 2011;4:1-13.

Publisher’s Note
Springer Nature remains neutral with regard to jurisdictional claims in pub-
lished maps and institutional affiliations.

Page 11 of 11

Ready to submit your research? Choose BMC and benefit from:

fast, convenient online submission

thorough peer review by experienced researchers in your field

rapid publication on acceptance

support for research data, including large and complex data types

gold Open Access which fosters wider collaboration and increased citations

maximum visibility for your research: over 100M website views per year

K BMC

At BMC, research is always in progress.

Learn more biomedcentral.com/submissions



https://www.jrcptb.org.uk/sites/default/files/HEE_Report_FINAL.pdf
https://www.jrcptb.org.uk/sites/default/files/HEE_Report_FINAL.pdf

	A step in the right direction: Delphi consensus on a UK and Australian paediatric podiatry curriculum
	Abstract 
	Background: 
	Methods: 
	Results: 
	Conclusions: 

	Background
	Methods
	Overview
	Participants
	Recruitment
	Procedure
	Round 1 design
	Round 1 analysis
	Rounds 2, 3 and 4 design
	Subsequent round analysis

	Results
	Statements relating to overarching themes
	Background of lecturers  current modes of delivery
	Curriculum content
	Curriculum delivery  structure
	Curriculum review


	Discussion
	Background of lecturers
	Curriculum content
	Curriculum delivery and structure
	Curriculum structure
	Clinical paediatric experience
	Assessment, competencies and curriculum review

	Recommendations
	Limitations

	Conclusions
	Acknowledgements
	References


