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Background: The prevention and care of foot problems in diabetes begins with a risk classification.
Today, the prosthetists and orthotists (CPO) and other health care professionals assess the risk of
developing foot ulcers more or less subjectively. The objective of the study was to describe the
construction of an eHealth tool, the D-Foot, which generates a risk classification. The reliability of
the D-Foot was tested.
Methods: The D-Foot includes 22 clinical assessments and four self-reported questions. The content
validity was assured by expert group consensus and the reliability was assessed through an empirical
test-retest study. Inter- and intra-rater reliability was calculated using patients referred to four
departments of prosthetics and orthotics (DPO).
Results: The agreement for the risk classification generated using the D-Foot was 0.82 (pooled kappa
0.31, varying from 0.16 to 1.00 at single DPOs). The inter-rater agreement was > 0.80 regarding the
assessments of amputation, Charcot deformity, foot ulcer, gait deviation, hallux valgus/hallux varus
and risk grade. The inter- and intra-rater agreements for the discrete measurements were > 0.59 and
> 0.72 respectively. For continuous measurements, the inter- and intra-rater correlation varied
(0.33-0.98 and 0.25-0.99 respectively).
Conclusion: The D-Foot gave a reliable risk foot classification. However, there was a variation in the
inter- and intra-rater reliability of the assessments included and refinements are needed for variables
with low agreement. Based on the results, the D-Foot will be revised before it is implemented in
clinical practice.
Keywords: diabetic foot, screening, risk factor, eHealth, orthotics, diabetic foot ulcer, foot
deformity, neuropathy, plantar pressure
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isk classification as a result of a structured foot
assessment is a prerequisite to prevent the
development of diabetic foot ulcers (DFU) [1-4].
An accurate risk assessment is crucial for effective DFU
prevention, as well as for promoting good foot health,

in order to enhance quality of life and reduce
health-care costs [5, 6]. The interventions for patients
running an increased risk of diabetic foot ulcers is
podiatry, assistive devices (insoles, shoes), regular
checks, education and multidisciplinary service [1, 3, 7].
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The results from a recent survey performed in the
Nordic countries shown an urgent need for
improvement of the risk classification systems to be
used in the clinic. The survey included 601 responses
from hospitals and foot clinics in the Nordic countries
and questioned whether guidelines in diabetes care were
implemented in everyday clinical practice [8]. The
results showed that 24% answered they did not
routinely examine the patients’ feet (144/601) and that
61% did not use the current guidelines in their
prevention and care of foot problems in diabetic
patients. The need for an improved assessment routine
is therefore obvious and immediate. However, it should
be noted that national and regional differences exist in
terms of the need is for improvement of the risk
classification systems that are used in the clinics.
Information from the Swedish Board of Health and
Welfare show large regional differences regarding the
number of amputations in patients with diabetes in
different parts of the country [9], ranging from 180 –
395 persons per 100,000 patients with diabetes
(age-specific values for first-time amputees per 100,000
patients with diabetes in 2008-2012 for patients > 40
years old and under medical treatment for diabetes.)
These numbers, considered as quality indicators, put a
demand on politicians and decision-makers to offer
health care givers valid and reliable methods to assess
the foot ulcer risk. Moreover, it has been reported that
76% of the patients registered in the Swedish National
Diabetes Register in 2013 were classified as risk group
1, indicating no risk of developing foot ulcers [10]. This
implies that the majority of patients with diabetes have
no risk factors. This number contrasts with an expected
prevalence of 50-67% of diabetic patients having
neuropathy and they should consequently be classified
as risk group 2 or more [1, 11, 12].
The responsibility for the prevention and/or treatment
of diabetic foot complications rests with all medical
staff and should preferably begin with a regular foot
assessment performed in primary care or at the
medicine clinics at the hospitals [1]. The presence of an
acute DFU should lead to rapid action with a referral to
the multidisciplinary team [1, 3]. Moreover, when a
health-care provider identifies a patient with an
increased risk of developing DFU, a referral to a
department of prosthetics and orthotics (DPO) and to
podiatry is strongly recommended [1]. At the DPO, a
certified prosthetist and orthotist (CPO) is responsible
for classifying the risk of DFU based on a foot

assessment. The CPO then provides the patient with
optimised footwear, insoles, orthoses or prostheses. To
determine “optimised” treatment, factors such as a) the
aim of the device, b) the general recommendations
regarding DFU prevention and treatment and c) the
patient’s preferences need to be considered. The
prescription of assistive devices in Sweden (including
insoles/shoes) is regulated by national law and regional
recommendations [1, 13-17]. The current study was
initiated because a) many referrals to the DPO did not
include the patient’s risk stratification and b) as a
reaction to the current lack of any structured
assessment tool to be used by CPOs in Sweden.
The purposes of the study were to:
a) describe the construction of an eHealth tool for risk
classification and foot assessment in diabetes and
b) assess the inter- and intra-rater reliability of the tool.
Methods
The D-Foot, an eHealth tool [18] for risk classification
and foot assessment in diabetes, primarily intended for
CPOs, was developed and tested during 2011-2015. A
multicentre expert group in the Västra Götaland Region
(VGR),
consisting
of
CPOs,
pedorthists,
physiotherapists and orthopaedic surgeons, was created.
A leader (UT) was designated to manage the project at
four DPOs. Collaboration with diabetes patient
associations was established. The software, called the
D-Foot (vers. 2014.01), was programmed for tablets
(Samsung Galaxy TAB 2 (10.1) and TAB 4 (10.0)). A
manual was produced to assist the CPOs with the
assessments, Figure 1.

Figure 1 Some examples of the instructions in the D-Foot
eHealth tool.
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Reliability

Figure 2 Risk classification 1-4, symptoms and
recommended treatment displayed in the D-Foot eHealth
tool.

Content validity
The content validity of the D-Foot was assured through
continuous discussions and revisions in combination
with a systematic literature review [19-21]. The
algorithm giving the risk classification (1-4) followed
regional guidelines (Figure 2). The risk classification
corresponds to the classification in the Swedish
National Diabetes Register [1, 22]. Some variables
(self-perceived pain; inappropriate footwear; insufficient
function of the toes and metatarsophalangeal joints, gait
deviation affected from hip/knee, foot length and foot
width) not identified as risk factors in the regional
guidelines, were also included, as they were found to be
clinically relevant and of interest in future research. The
criteria for the D-Foot were a) to include the most
important risk factors for DFU and b) that the
assessment procedures should be easy to learn and
quick to perform.
For the measurement of foot length and width, a
calliper was used (Brunngård, Borås, art # 500210) and
maximum toe height and navicular drop were measured
using a ruler. The validity when measuring foot length
using a calliper has previously been found to be high
[23]. A new method for measuring maximum toe height
in a weight-bearing position, using a ruler, was
introduced (Figure 1). A plastic goniometer (full length
36 cm) was used to measure the ankle angle and
metatarsophalangeal joint dorsiflexion. The techniques
used to measure foot width, foot length and maximum
ankle dorsiflexion angle have been described previously
in detail [10]. Measurements of peripheral angiopathy
was not included in the first version of the D-Foot.

The reliability of the D-Foot was assessed by two CPOs
at each of four DPOs. Inter-rater reliability was tested
by comparing the results of the foot assessments made
by two different observers on the same day. All patients
were initially examined by the first CPO, called
“Observer 1”, using the D-Foot web program, followed
by an independent examination by “Observer 2” on the
same occasion. Each observer used his/her own tablet
throughout the study. Intra-rater reliability was assessed
by comparing the results obtained by the same observer
on two different occasions (the second appointment
approximately two weeks after the first) [24]. A
two-week interval was chosen, as it was judged to be
short enough to ensure stable foot status but long
enough to ensure that the observer would be free from
memory bias [25].
Prior to the study start, all eight observers (two
observers at each DPO) were instructed on how to
examine the feet using the D-Foot. The practical
instructions followed a structured protocol and the
observers tested using the web-based software on a
tablet. After study completion, all the observers were
asked to answer the System Usability Scale (SUS) [26].
The SUS is a survey used to collect ten subjective
answers about how users rate the use of an interactive
technology (Table 4). To compare the risk classification
made by the referring health-care provider with the risk
classification generated by the D-Foot, an additional
analysis of agreement was made between the two.
Patients
Informed consent was obtained from the patients who
agreed to participate and met the following inclusion
criteria: being diagnosed with diabetes, having the
ability to read and understand written instructions in
Swedish, age ≥ 18 and referred to the DPO for the
provision of assistive devices to prevent and treat
diabetic foot complications. All the patients answered a
survey on a tablet, including questions on height,
weight, duration and type of diabetes, use of nicotine
products and medication for treating high blood
pressure or cardiac diseases. The patients also estimated
whether they a) had the ability to walk normally, b) had
good balance and c) perceived that they had normal
sensations in their feet. In addition, the use of walking
aids was reported. Ethical approval was given by the
Gothenburg Regional Ethical Board (Dnr 1041-13).
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Statistical analysis
The D-Foot comprises 16 discrete measurements (e.g.
amputation yes/no) and six continuous measurements
(e.g. foot width). For the discrete measurements, interand intra-rater reliability was analysed with an estimate
of the proportion of patients on whom the observers
agreed [27, 28]. A value of 1.00, complete inter-rater
agreement means that the two observers registered
measurements such as hallux valgus as being the same
for all patients in the study. Using the assumption of
independent and identically distributed observations, a
confidence interval (CI) for this probability was
constructed (p < 0.05, two-sided, Bernoulli distribution
assumption). Poor reliability is present if the agreement
is close to 0 while values close to 1 represent excellent
reliability and values close to 0.5 reflect moderate
reliability [24].
Cohen’s kappa analyses the “additional” agreement that
was observed compared with the agreement that would
be expected due to pure chance [29]. It has been
suggested that a kappa value between 0.41-0.60 shows
moderate strength of agreement, 0.61-0.80 (substantial)
and 0.81-1.00 (almost perfect) [30]. First, a calculation
of the kappa of each of the DPOs was made and,
second, the obtained values were combined into an
estimated pooled value, with the weights reflecting the
number of patients at each DPO. When the distribution
is zero (only one alternative is chosen) at a single DPO,
the kappa value was set to 1 (e.g. observer 1 classified
the patients foot as “no foot ulcer” and observer 2 did
the same.
For the continuous variables, the mean (± SD) and
mean difference (± SD) between observations were
calculated. A variation of Pearson’s correlation
coefficient and the intra-class correlation coefficient
(ICC) were used, beginning with a calculation of
Pearson’s correlation coefficient and the ICC of each of
the DPOs and the obtained values were then combined
into an estimated pooled value, with the weights
reflecting the number of patients at each DPO [28].
Finally, Student’s t-test and the chi-square test (p <
0.05) were used to analyse whether age and gender were
similar between the groups of included patients
compared with those who refrained from participating
in the study. The results for the right foot are presented,
as the exploratory analysis revealed that there was
dependence between the feet.

The SUS score was calculated per person and per
question respectively [31]. Each question could be
answered with a score (strongly disagree = 1 to strongly
agree = 5). First, from the responses with an odd
number, “one” was subtracted. Second, from the
responses with an even number, subtract their value
from "five". The value obtained for each question and
person ranged from 0-4, with four as the highest
response. By multiplying the sum of the converted
responses by 2.5, a score for all 10 questions, ranging
from 0-100, was obtained. By multiplying the total score
for each question by 3.125, a score ranging from 0-100
was obtained for the eight observers. The mean and SD
for the total scores were then calculated.
Results
Table 1 (see supplement) presents the D-Foot tool
including four patient-reported questions, 16 discrete
foot assessments and six continuous foot assessments.
In the same table, the risk category for each assessment,
e.g. neuropathy, foot deformity, skin pathology and
anamneses is presented, together with a brief
description of the reason for each assessment being
included and with references to existing evidence in the
literature. Finally, in the last column, the expert group
states the improvements made to the D-Foot version 2.
Examples of assessments included in the D-Foot are
presented in Figure 1.
The study population consisted of 102 patients at four
sites: DPOA-DPOD. No statistical difference was
observed, regarding gender, between the 13 women and
13 men who declined participation compared with
those who agreed, 42 women and 55 men, p = 0.434.
The estimated mean age of those who declined
participation was 66 ± 16 years vs. 64 ± 13 years for the
included participants, p = 0.187.
After excluding incomplete assessments (n = 5
inter-rater tests, n = 20 intra-rater tests), the data set
consisted of 97 inter-rater measurements (DPOA (n =
38), DPOB (n = 14), DPOC (n = 23) and DPOD (n =
22)) and 82 intra-rater measurements. The inter-rater
measurement patient group consisted of 33 patients
with diabetes type 1 and 64 patients with type 2. The
mean duration of diabetes was 17 ± 14 years, the
HbA1c was 60 ± 15 mol/mmol (6.7 ± 1.5%) and the
BMI was 28 ± 5. The survey revealed that 26 (27%)
used nicotine products (15 cigarettes, 11 snuff), 74
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(76%) were taking medicine to treat high blood pressure
and 31 (32%) were being treated for cardiac diseases.
Moreover, 62 (64%) reported that they walked normally
and experienced good balance, 20 (21%) used a walking
aid and 54 (56%) reported having normal foot
sensation. Seventy-five (77%) of the patients had signs
of neuropathy when assessed by Observer 1 at the first
examination (having tingling/numbness, less sweaty
feet and/or a positive Ipswich Touch Test). The time
interval between the first and the second assessment
was 20 ± 11 days.
In Table 2 (see supplement), the inter- and intra-rater
agreement for the discrete variables for the right foot is
presented, as well as the prevalence of each risk factor,
as assessed by Observer 1 at the first appointment. An
inter-rater agreement of > 0.80 was found for the risk
factors: presence of amputation, Charcot deformity,
foot ulcer, gait deviation, hallux valgus/hallux varus and
risk grade. The intra-rater agreement revealed that 13
measurements had a pooled kappa of > 0.50 and four
inter-rater measurements had a kappa of > 0.50. The
sub-analysis revealed that the kappa value differed
between sites (inter-rater kappa < 0.05 at a single
DPO), i.e. with regard to insufficient function in the
toes and metatarsal phalangeal joints.
The agreements for the continuous variables are
presented in Table 3 (see supplement), exemplified with
a scatter plot of maximum dorsal flexion at the hallux
joint, Figure 3. The scatter plot revealed site-dependent
differences, indicating systematically lower values at
different sites, e.g. DPOB and DPOD measured
maximum dorsal flexion at the metatarsophalangeal
joint as smaller (20-50 degrees) compared with DPOA
and DPOC (50-150 degrees).
Forty-one of the 97 referrals (42%) to a DPO included
a risk classification made by a medical doctor. The
agreement (± CI width) between their risk classification
and the risk classification generated by the D-Foot was
0.41 ± 0.11 and Cohen’s kappa was 0.06.
All eight observers answered the SUS and scored the 10
questions with regard to the usability of the D-Foot as
70 ± 16 (45-95), Table 4 (see supplement). An SUS
score (78) for a separate question was: “I would imagine
that most people would learn to use this system very
quickly” and “I found the system very cumbersome to
use”. An SUS score (75) was “I thought the system was
easy to use” and “I found that the various functions in

this system were well integrated”. The question “I think
that I would need the support of a technical person to
be able to use this system“ had an SUS score of 84.

Figure 3 Inter-rater agreement in the assessment of
passive range of dorsiflexion at metatarsophalangeal joint
1. Scatter plots visualizing the variation in inter-rater
agreement at the four departments of prosthetics and
orthotics (DPO). DPOA: red triangle; DPOB: black circle;
DPOC: green plus sign; DPOD: blue cross.

Discussion
The most important issue in the current study is the
presentation of a novel eHealth tool, the D-Foot aimed
to be used by CPOs. The results of the current study
show a high level of agreement for the risk classification
(inter-agreement 0.83, pooled kappa 0.31, varying from
0.16 to 1.00 at single departments), (Table 2). The
corresponding intra-rater agreement was 0.88 (pooled
kappa 0.63, varying from 0.42 to 1.00) at single
departments. A high degree of inter- and intra-rater
reliability was found for the presence of Charcot foot
deformity and amputation (agreement of > 0.90, kappa
> 0.73) [30]. These risk factors are easy to detect by
visual inspection. The agreement between the observers
was adequate when it came to the Ipswich Touch Test
and hallux valgus/varus, all of which showed an
agreement between 0.79-0.86 and a kappa of > 0.56. As
expected, the intra-rater agreement was generally higher
than the inter-rater agreement.
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Measurements of foot length and width (Table 3) using
a foot calliper were shown to be highly reliable (pooled
correlation > 0.92) [32]. The low agreement when
measuring toe height and navicular drop test (pooled
correlation < 0.33; pooled ICC < 0.32) led to a decision
to exclude the navicular drop test in the next version of
the D-Foot. Moreover, the navicular drop test was
found to be a time-consuming assessment.
The scatter plot (Figure 3) revealed site-dependent
differences when measuring the passive motion of the
big toe. For this measurement, the correct body
position (hip, knee and foot joint) is important, as it
affects the hallux dorsiflexion. Moreover, several
registered values relating to the big toe and ankle joint
motion were found to be extreme and were excluded in
the analysis. One explanation for these extreme values
might be uncertainty among clinicians about how to use
and read a goniometer.
In some patients, the time interval between the
assessments was longer (20 days) compared with the
recommended 14-day interval. This was due to personal
reasons or technical problems at the DPO. With a
prolonged interval, there is a greater possibility that the
foot status will change, thus reducing the level of
intra-rater agreement. The results of the study
emphasise the importance of using a structured clinical
assessment and underline the challenge involved in
making a reliable foot assessment, even though a
structured tool and a manual are available [24].
The D-Foot captures essential risk factors that need to
be assessed, i.e. neuropathy, foot deformities, skin
pathologies, history of ulcers/amputation, ongoing foot
ulcers and osteoarthropathy (Charcot deformity) [1, 3].
To capture and identify the risk factor of “foot
deformities”, several assessments (Charcot deformity,
maximum toe height, hallux valgus/varus, calcaneus
valgus/varus, abduction/adduction of the forefoot,
dorsiflexion at the metatarsal joint, dorsiflexion at the
ankle joint, prominent superficial bony structures in the
plantar area, navicular drop test, gait deviation and
insufficient function of the toes and metatarsal
phalangeal joints) were included. Moreover, areas with
excessive pressure on the foot and inspection of the
alignment of the shoes were included in the D-Foot.
Several of these risk factors have been found to be
related to high peak pressure, thereby contributing to an
increased risk of developing pressure-induced foot
ulcers [33].

A new measurement of maximum toe height, as a sign
of hammer toe deformity, was introduced. The accuracy
of assessing biomechanical abnormalities, such as
hammer toe deformity, by visual inspection and clinical
assessments has been reported to be limited [34, 35]. In
the current study we introduced a quantitative measure
of hammer toe deformity “the measure of maximum
toe height”. By using this new method a ruler was used
and the assessment was demonstrated in Figure 1. The
measurement error, of toe height measurement using a
ruler, has been reported to be good (± 0.18 mm) [36]. A
hammer toe height exceeding 25 mm was set as the
threshold value. The relevance of setting 25 mm as a
threshold was based on commonly used toe-box
heights of 22-26 mm for off-the-shelf shoes (for adults)
[36, 37].
Among the included assessments, the Ipswich Touch
Test [38] and measuring foot length [23] have
previously been tested for validity and/or reliability,
with good results. However, the present study shows
that there is a need to validate the remaining
assessments.
Neuropathy, one important risk factor, was registered
as being present in 77% of the patients. Neuropathy
was considered to be present if any of the following
three tests/questions produced a positive result: 1)
numbing/tingling sensation in the feet, 2) less sweaty
feet nowadays compared with recent years and 3) a
positive Ipswich Touch Test [38, 39]. That is, peripheral
neuropathy was assessed in three ways. Moreover, the
Ipswich Touch test was by the consensus group
regarded as a better test to be performed by
health-providers at department of prosthetics and
orthotics than the monofilament. Less sweaty feet, one
cause of dry skin, was included as a sign of autonomic
neuropathy [40]. The prevalence of neuropathy in the
present study is similar to the prevalence of 67%
reported by Kärvestedt et al. [12]. It is noteworthy that
56% of the patients, as shown in the self-report
questions, perceived that they had normal sensitivity in
their feet, indicating that some patients are not aware of
the neuropathy. The reasons to include questions
whether the patients perceived that they had 'normal
sensation' and 'walked normally' were to describe
in-depth the cohort of patients.
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Improvements to D-Foot

Risk stratification

Based on the current results, the main improvements to
the next version of D-Foot will be: 1) to add a test of
peripheral angiopathy, 2) to exclude the navicular drop
test, the assessment of areas of excessive pressure with
callosities, the assessment of insufficient function in the
metatarsal joints/toes and the assessment of gait
deviation. Finally clarifications of the instructions will
be made.

A variety of foot assessment forms and routines have
been developed. None of them, to the best of our
knowledge, has been tested for reliability [1, 21, 44-49].
The fact that health care professionals use methods that
are more or less tested for validity/reliability in foot
screening procedures has previously been demonstrated
by Formosa et al. [49]. These authors made a literature
review that evaluated current guidelines for foot
screening in diabetes. The authors found a great
variability in terms of the evidence-based methods used
to achieve the set targets. These authors concluded that
more attention should be paid to the limitations in
current guidelines, the underlying evidence and the
recommendations for everyday clinical practice [49].

In the next version, both acute Charcot foot and
manifest Charcot foot will be assessed (Table 1), based
on the fact that the presence of acute Charcot foot
leads to risk grade 4 and manifest Charcot foot leads to
risk grade 3. Moreover, a validation of the input data
will be made in the D-Foot version 2 with the aim of
increasing the quality of the data. An example of the
programmed help text: when a value of (e.g. toe height
> 44 mm) is registered, the CPO will read the following
help text on the display: “is the value of 40 mm
correct?”
Limitations
The lack of measurements of peripheral angiopathy in
the current version of the D-Foot is a weakness that has
been thoroughly discussed in the expert group. Even if
the palpation of foot pulses is not a robust method an
addition of this test will improve the risk classification
[41, 42]. There are limitations to the kappa statistic
appearing when the result is unbalanced (the observers
are likely to choose one of the alternatives). This leads
to a low kappa value, even though the agreement is high
[29, 43]. In these cases, it is more informative to
consider the kappa value for each separate DPO in
combination with the information obtained from the
percentage of agreements. A kappa value below zero
means that the agreement is less than what can be
expected due to chance. The expert group thought that
this occurred in single assessments because the
description of the assessment was unclear and was
therefore misinterpreted by the observers. As described,
two techniques were used to reflect the level of
reliability among the discrete variables. However, the
percentage of agreement has the limitation that it does
not consider the possibility that the agreement was
made by chance and the limitations in the kappa
statistics have been stated above.

In current study, poor agreement (0.41) and a low
kappa (0.06) were found when comparing the risk
classification made by the referring health-care
providers and the D-Foot classification. The mismatch
indicates that health-care providers need guidance to
identify the “true” objective, risk grades 1-4. Using
digital tools, such as the D-Foot, a more objective and
consistent assessment of the risk level can be made [21,
47]. With modifications, such as adding assessments of
peripheral angiopathy and excluding some of the tests
identifying foot deformities, the D-Foot will hopefully
be useful as a decision support for health-care providers
other than CPOs. The reason for excluding
measurements of peripheral angiopathy in the current
version of the D-Foot was that the CPOs, in general,
are unskilled in performing these assessments.
Moreover, the validity and reliability when palpating
foot pulses have been shown to be weak [41, 42].
Usability
Using a tablet was a new experience for all eight
observers. In their ratings of the usability of the
D-Foot, there was some variation (45-95), indicating
that some users found the D-Foot less useful and some
found it excellent [26]. The observers had a strong
belief that they would need technical support when
using the D-Foot in clinical practice. When introducing
the D-Foot in clinical practice, an introductory course
designed to explain the basics of the D-Foot, thereby
facilitating its use, should be available. Naturally, there
was a great deal of variety in the observers’ opinions
when it came to their thoughts about using the D-Foot
frequently.
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The D-Foot software generates a complete report,
including all foot assessments and the risk classification.
This report should preferably be automatically linked to
the medical record system to save time, improve the
quality of documentation and simplify and enhance
treatment evaluation.
Several patients made positive comments when their
feet were assessed using the D-Foot program. The risk
level classification, displayed during the session, and the
illustrative interface inspired a motivational discussion
in terms of the patients’ self-care, the need for podiatry
and footwear.
Clinical relevance
Patients at risk of developing diabetic foot ulcers are
more likely to be identified if health-care professionals
use structured routines [20, 21]. The D-Foot was
constructed to provide a consistent examination of the
feet. A revised D-Foot would give a reliable risk
classification, with the aim of reducing the risk of
developing diabetic foot ulcers. The plan is to
implement and evaluate the D-Foot in clinical practice
during 2017. The evaluation will examine: a) patients’
opinion of how they experience being examined using
the D-Foot, b) the CPOs’ opinion of what it is like to
use the D-Foot in clinical practice and c) how meta-data
generated by the D-Foot can be used in the prevention
and care provided by the DPO. Continuous
improvements to the D-Foot are planned, based on
structured evaluations of the experience of patients and
personnel when the D-Foot is implemented and used in
clinical practice.

orthotist, VGR; Västra Götaland Region, CI;
confidence interval, ICC; intraclass correlation
coefficient
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