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Abstract
Background: People experiencing homelessness are known to suffer from poor health and can be reluctant to
seek healthcare except in crisis. Foot and ankle problems are a concern; as well as causing discomfort and pain,
they may escalate from a minor problem to a very serious one without timely and appropriate treatment. Little is
known about the foot and ankle problems of people experiencing homelessness.
This paper describes a podiatric service specifically for people experiencing homelessness, which includes a fixed
site as well as outreach services. The service operates as part of the Homelessness Team program at Cohealth, a
large community health service in Melbourne.
Methods: The study used routinely collected data. Every person who was seen by the podiatrist in the Cohealth
Homelessness Team in 2019, whether on site or on outreach, was included in the study (n = 295). Of these, 156
were attending for the first time and 139 were returning clients. People who used the service were predominantly
rough sleeping (45.2%), with 32.2% in unstable or insecure housing and 22.6% recently housed.
Results: Skin and nail pathologies (68.1%), inadequate footwear (51.9%) and biomechanical issues (44.1%) were the
most common presentations. People sleeping rough were particularly likely to present with biomechanical issues
(50.8%), acute wound care needs (17.4%) or traumatic injury (10.6%). Most people presented with more than one
issue (mean = 2.4), and new clients (mean = 2.53) and those rough sleeping (mean = 2.69) had more issues than
others.
Outreach was the most effective way to reach clients in the most difficult circumstances (48.9% of those in unstable
housing, 34.8% of rough sleepers). Most of the clients (81.4%) had connections with other services offered by
Cohealth, such as social work or physiotherapy.
Conclusions: This study demonstrated that reaching and intervening on foot and ankle problems of people
experiencing homelessness who may not seek care on their own could be achieved through a publicly funded
health service, using simplified pathways to care including outreach. In addition to the long- and short- term
benefits of the immediate podiatric treatment, building trust and connections through footcare may provide an
entry point into accepting other health and welfare services.
Keywords: Homelessness, Foot complaints, Podiatry, Rough sleepers, Community health

* Correspondence: Rebecca.Mannix@cohealth.org.au
2
cohealth Melbourne, 53 Victoria St, Melbourne, VIC 3055, Australia
Full list of author information is available at the end of the article
© The Author(s). 2022 Open Access This article is licensed under a Creative Commons Attribution 4.0 International License,
which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long as you give
appropriate credit to the original author(s) and the source, provide a link to the Creative Commons licence, and indicate if
changes were made. The images or other third party material in this article are included in the article's Creative Commons
licence, unless indicated otherwise in a credit line to the material. If material is not included in the article's Creative Commons
licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will need to obtain
permission directly from the copyright holder. To view a copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.
The Creative Commons Public Domain Dedication waiver (http://creativecommons.org/publicdomain/zero/1.0/) applies to the
data made available in this article, unless otherwise stated in a credit line to the data.

Mullins et al. Journal of Foot and Ankle Research

(2022) 15:15

Background
Homelessness and health

It is well established that experiencing homelessness is
associated with poor physical health, even in affluent
countries with universal health care such as Australia
[1]. People experiencing homelessness are more likely
than others to suffer from physical issues, including infectious diseases, musculoskeletal disorders, chronic disease and skin and foot problems, as well as having issues
with mental health and problems with drugs and alcohol
[2]. Poor health outcomes can be exacerbated by seeking
help late, after a crisis occurs. Davies and Wood identify
three types of barriers to health care: personal barriers
such as giving priority to immediate needs such as food
and shelter, practical barriers such as getting to appointments, and relationship barriers such as being judged by
health professionals [2]. In this paper we look at a podiatry service which aims to overcome barriers to improve
the foot and ankle health of people experiencing homelessness in Melbourne, Australia.
Homelessness in Australia

There is no consensus on a definition of what constitutes
“homelessness”, which is dependent on cultural and historical factors. In Australia, it is acknowledged that homelessness goes beyond not having a roof over one’s head, or
“houselessness”, to not having a “home”. In 2012, the Australian Bureau of Statistics (ABS) adopted a statistical definition of six categories of homelessness ranging from
“improvised dwellings, tents or sleeping out” (sleeping
rough) through to severely overcrowded dwellings [3].
Based on this definition, 2016 Census data identified
nearly 25,000 people experiencing homelessness, including
1123 who were sleeping rough [4].
In this paper, we have not utilised this statistical definition and measurement of homelessness but have
adapted the broader cultural definitions first proposed
by Chamberlin and MacKenzie [5] which classifies
homelessness as primary (no conventional accommodation), secondary (unstable) and tertiary (insecure) accommodation (described in the Method section).
Foot and ankle health and homelessness

Foot and ankle health is an important component of
overall health, and podiatric issues range from acute issues to chronic conditions. Foot and ankle problems are
of concern not only because of the discomfort they can
cause, but also because of the potential for an issue to
escalate from a minor problem to a serious one if appropriate treatment is not accessed early enough. As one
example, a simple abrasion which is not cared for appropriately may develop into cellulitis, which accounts for
an estimated 11% of preventable hospitalisations in
Australia [6].
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Expected common presentations for podiatric care
include skin and nail pathologies, foot infection, foot
pain, ulceration, and diabetes-related foot concerns;
however, there is little data available on the overall
prevalence of foot conditions in the general population, or about conditions seen by podiatrists. Given
this, it is not surprising that there is also little information about podiatric conditions in specific disadvantaged populations, such as people experiencing
homelessness. A systematic review of the foot and
ankle problems of people experiencing homelessness
identified 17 studies, although these dated back to
1979 and some were described as methodologically
weak [7]. This review found estimates of the prevalence of specific conditions among homeless populations varied greatly in different studies, which is not
surprising given the differences in study methods and
design. In some instances, study participants had presented specifically for foot care, but other studies
involved screening in settings such as shelters. Additionally, some methods were based on self-report,
while others included a clinical examination. Overall,
the reviewed studies pointed to high levels of corns
and calluses, nail pathologies and infections in homeless populations, as well as higher levels of tinea
pedis, foot pain and difficulties walking than in comparison groups that were housed.
A number of studies have considered causal risk factors for poor foot and ankle health. Correctly fitted footwear is important to prevent friction, trauma, and
musculoskeletal injury, but it has been demonstrated
that many adults in the general population (63–72%) do
not wear correctly fitted shoes [8]. The potential impacts
of this are exacerbated amongst people experiencing
homelessness who lack the resources to access appropriate footwear even if they would like it. For example,
people using a specific homeless health service in the
United States (the Bowery, New York city) were more
likely than clients at a private clinic to be wearing shoes
up to 1.5 sizes wrong for their feet [9]. The benefits of
correctly fitted footwear have been documented. A small
study has shown that people experiencing homelessness
reported a reduction in pain as well as improved walking
speeds six weeks after being provided with correctly fitted sports shoes [10]. Well-fitted footwear is particularly
important for anyone with diabetes as they may be unaware of ulceration if it occurs due to peripheral neuropathy [11]. The International Working Group on the
Diabetic Foot recognises the importance of preventing
foot ulcers, given their very high prevalence and risk of
recurring, and the negative impact on individuals and
health systems [12]. Foot ulceration has been reported
as a major risk factor for hospital admission and amputation in individuals with diabetes [13].
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Use of podiatry

In Australia, which has a population of approximately 25
million, there were 3.3 million publicly funded podiatric
visits [14] and 2.8 million privately funded ones [15] in
the financial year 2017–2018. This points to a high level
of demand for podiatric care across the community.
However, many people report that podiatry is too expensive and that they would go to a general practitioner if
they had a problem with their feet [16]. Foot pain in itself is not enough to motivate most people to attend a
podiatrist, and men and young people may be least likely
to act on their pain [8, 17]. Even among a group with a
chronic health condition known to cause foot problems,
rheumatoid arthritis, the decision to see a podiatrist was
not seen as a priority [18]. These findings suggest that
those who are marginalised for a variety of reasons including precarious housing status, may be reluctant to
attend mainstream health services for foot care.
A podiatry service for people experiencing homelessness

This study reports on a no cost podiatric service offered
by a large community health service to people experiencing any type of homelessness, whether they be sleeping
rough, in crisis accommodation, couch surfing or other
inadequate accommodation. Care is also provided to
those who have been recently housed, but who are still
considered to be at risk of experiencing homelessness
again unless appropriate supports are in place.
Cohealth is one of Australia’s largest community
health services, operating at multiple sites across 10 local
government areas in Melbourne. It offers a wide range
of low-cost health and welfare services including general
practice, nursing, dental, physiotherapy, social work, occupational therapy, dietetics, diabetes nurse educators
and counselling [19]. Podiatry services are offered at
seven sites as part of an integrated, multi-disciplinary
primary health care model. The types of services offered
at each site are tailored to the local community needs.
The Homeless Team operates from a site in central Melbourne and specifically targets people experiencing issues with accessing and maintaining adequate housing.
As well as fixed site services, the Homelessness Team
also operates an assertive outreach model, offering a
drop-in health service at places where people experiencing homelessness gather. One podiatrist works as a sole
practitioner within a multidisciplinary team and can
refer clients to services at any Cohealth site. People can
self-refer to the homelessness podiatry service or be referred there by Cohealth practitioners working in other
areas, other homelessness organisations, or other health
services.
The Cohealth homelessness podiatry service operates
four days per week, partly in a central city location and
partly through outreach. People experiencing any type of
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homelessness as well as those who are recently housed
but still considered to be at risk of homelessness--due to
recent experiences of homelessness, or the presence of
complex mental health and/or substance abuse issues-are able to make an appointment to see the podiatrist.
Care is taken to ensure that appointments are wellspaced out to allow time for some of those who are
sleeping rough to be seen opportunistically, rather than
being expected to make and attend an appointment. As
well as allowing for immediate treatment, this can help
build rapport and assist in improving health literacy. No
appointment is required when the podiatrist conducts
outreach at other services.
Cohealth works collaboratively with other not-for-profit
organisations providing health care and support to people
experiencing homelessness. Bolton Clarke (formerly the
Royal District Nursing Service) is one of Australia’s largest
not-for-profit providers of community nursing services,
and operates a Homeless Person’s Program (HPP), working collaboratively with a range of providers [20, 21].
Accessing adequate quality footwear can be challenging
for Cohealth’s clients. In order to provide good quality
sports shoes (mainly second-hand) and new socks to clients in need, Cohealth partners with Footscape, a local
charity founded by a podiatrist to address footwear inequality [22].
Aim

The purpose of this paper is to describe the types of clients who received help from the homelessness podiatrist,
and the conditions for which they sought help. Any link
between the type of homelessness they were experiencing at the time of presentation and the presenting conditions was explored. Additionally, given existing reports
of barriers to healthcare seeking among people experiencing homelessness, the way people first came to access
the service is explored.

Method
Setting

The study was conducted at the podiatry clinic in an
inner-city community health service specifically for
people experiencing homelessness. Data was also collected when the podiatrist conducted outreach at other
homelessness services.
Participants

Routinely collected data from everyone who was seen by
the podiatrist in the Cohealth Homelessness Team in
2019, either on-site or on outreach, was included in this
study. Data were taken from the first visit by new clients,
and from the first visit in 2019 for returning clients.
Thus, each client is only represented in the data once.
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Design and data collection

Information is collected from all attendees at the community health service as part of routine data collection
to allow for service evaluation and research. All clients
are asked at the time of registration to consent to their
deidentified data being used for service provision, and
for quality improvement and research. The project had
ethical approval from both La Trobe University
(HEC21028) and Cohealth (HEAG2101).
All data collected at the podiatry clinic in 2019 were
analysed to develop a profile of the clients using the service, look at the types of problems clients presented
with, how they found out about the podiatry service and
whether they had connections with other parts of the
community health service. The podiatrist who has provided the clinical care in the homelessness service for 10
years (REM) reflected on her experience in response to
the question “What would you tell someone who wants
to set up a similar podiatry service?”
Two Cohealth podiatry staff (REM and NJM who is
the Practice Excellence Coach for the podiatrists
across all Cohealth sites) reviewed clinical notes and
coded the presenting complaints. Table 1 describes
the categories used.
Categorisation was cross-checked and uncertain data
were resolved through discussion between the clinically
qualified authors and de-identified data were entered into
an Excel spreadsheet by the Cohealth staff (NJM, REM).
The source of referral to the podiatry service was classified as:





Specialist nurse
Internal Cohealth staff
External homelessness support service
Self or a friend
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 Outreach by the Cohealth podiatrist

Additionally, whether clients had connections with other
programs or services in Cohealth was recorded as “yes, had
connections” or “no, did not have other connections”.
University staff (RMM) assigned codes to housing status
and to source of referral. Housing status was classified
based on the cultural definition of homelessness first proposed by Chamberlain and MacKenzie in 1992 [5].
 Primary homelessness describes those without

conventional accommodation, such as sleeping
rough or squatting
 Secondary homelessness is unstable housing, such as
emergency accommodation and couch surfing
 Tertiary homelessness describes below standard
housing, without security of tenure, such as
boarding houses
People who have been recently housed (less than 6
months) are also eligible to use this podiatry service, so
this was added as a fourth housing status category (Recently housed).
The categories of secondary and tertiary housing each
include a range of types of accommodation; for example, a person who is experiencing secondary homelessness may be temporarily staying with relatives or
could be accommodated in a boarding house with
shared facilities. Thus experiencing either secondary or
tertiary homelessness is unlikely to affect foot health in
a consistent way. Additionally, the number of people in
the secondary and tertiary categories was relatively
small, so there were too few to analyse reliably. Consequently, these two categories have been combined into
one category for most analyses and the housing groups

Table 1 Classification of presenting issues
Condition

Description

Skin and nail pathologies

hyperkeratosis (callous), heloma durum (corn) and all other skin and nail pathologies),

Biomechanical

all musculoskeletal lower limb presentations

Acute wound care

including blisters and all stages of acute wounds

Chronic wound care

not progressing through normal wound healing stages, and/or present for more than four weeks

Fungal

including tinea pedis of skin or nail

Infection (excluding Pitted
keratolysis)

Diagnosed on clinical visual signs only

Pitted keratolysis (PK)

categorised separately from infection as it is perceived to be more common among those sleeping rough than in the
rest of the population [23] and is preventable if treated appropriately

Traumatic injury

including lacerations, grazes, scratches, glass, injection site trauma and self-harm

Diabetes care

Type 1 and Type 2

Vascular conditions

including peripheral arterial disease, peripheral venous disorders

Footwear

provided when possible if the client attended lacking footwear altogether, or with footwear which was inadequate
due to either the fit or condition
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described here are: rough sleeping, insecure/unstable
housing, recently housed.
Data analysis

Variables available for analysis were sex, age (< 30, 31–
50, 50+), date of presentation, presenting issue, new or
returning client, how the client found out about the
service, whether the client was referred on to any other
Cohealth service. Data were then analysed by the university staff (RMM, VJL) using SPSS 27 [24] Basic demographics including frequencies and means were
calculated. Comparisons of distributions of nominal variables (demographics, presenting issues) across different
groups (housing situation, new or returning client) were
undertaken using chi-square. Welch’s one-way analysis
of variance (for variables with unequal variances) was
used to compare the mean number of issues (continuous
variable) for three independent categories (housing situation), with Games-Howell post hoc comparisons. An
independent t-test was used to compare the mean number of issues for new and returning clients.
Four people who did not identify as male or female
(two intersex, one transgender, one did not disclose)
have been excluded from analyses of effects of sex but
are included in all other analyses. Their exclusion from
these analyses by sex is required for the statistical analyses, and to ensure that respondents are not identifiable.
Three people’s housing situation did not fit any classifications, so they are also excluded from the analyses of
patterns of housing data but included in all others.

Results
In 2019, 295 individuals received care from the homelessness podiatrist, and there were 765 visits in total. Of
the clients, 156 were attending for the first time and 139
were returning clients.
Profile of service users

The service users were predominantly male (79%), and
very few clients were under the age of 30 (8.1%, mean
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age = 47.8). There was no significant association between
the age and sex of clients (χ2 = 1.39, df = 2, p = 0.5).
As the data in Table 2 demonstrate, nearly half the clients (45.2%) were sleeping rough and almost onequarter (22.6%) were recently housed. The others were
in unstable (16.1%) or insecure housing (16.1%).
Age, sex, and new/repeat visit were all associated with
the type of homelessness clients were experiencing.
Men, new clients, and those aged 30–49 years were most
likely to be sleeping rough.
Presenting issues

The issues clients presented with at their first visit in
2019 were coded into 11 categories, as described above.
As the data in Table 3 indicate, more than two-thirds
of clients presented with skin and nail pathologies, and
more than half attended without adequate footwear, having footwear that fit poorly or was in poor condition, or
lacking footwear altogether. Biomechanical issues and
fungal infections were also quite prevalent, with nearly
half presenting with biomechanical issues and nearly
one-quarter with fungal issues. There were some significant associations between particular presenting issues
and whether the client was new or returning. New clients presented with more acute wounds, vascular issues,
and traumatic injury. Returning clients presented with
more skin and nail pathologies, and diabetes. There was
a tendency for more new clients to need adequate footwear, but the difference was not significant.
There were no significant differences in the conditions
with which men and women presented. A high proportion of those seen by the podiatrist on outreach had fungal problems (34.9%, χ2 = 10.95, df = 4, p = .027),
however there were no other differences for those who
came to the service in different ways.
The need for care for skin and nail pathologies increased with age (χ2 = 7.87, df = 4, P = .02), with nearly
three-quarters of the oldest group (74.2%) requiring help
in this area. The youngest clients were more likely to
present with traumatic injury (20.8%) than either of the

Table 2 Demographics by housing status
Rough Sleeping

Unstable

Insecure

Recently Housed

N=

132

47

47

66

45.2%

16.1%

16.1%

22.6%

24

41.7%

37.5%

16.7%

4.2%

Total
30 or under
31–49

141

53.2%

14.9%

19.9%

12.1%

50+

127

37.0%

13.4%

11.8%

37.8%

Male

228

48.7%

16.7%

16.2%

18.4%

Female

60

30.0%

13.3%

16.7%

40.0%

New client

153

48.4%

20.9%

15.0%

15.7%

Return client

139

41.7%

10.8%

17.3%

30.2%

χ2

P=

38.45

.001

13.61

.003

12.76

.006
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Table 3 Presenting conditions for new and returning clients (percentages)

Skin and nail pathologies

Number with condition

Total %
N = 295

New client
N = 156

Return client
N = 139

χ2=

P=

201

68.1

62.8

74.1

4.31

.038

Footwear

153

51.9

57.1

46.0

3.57

.059

Biomechanical

130

44.1

48.1

39.6

2.16

.142

Fungal

69

23.4

27.6

18.7

3.22

.073

Diabetes

45

15.3

8.3

23.0

12.27

.001*

Acute wound care

34

11.5

16.0

6.5

6.56

.01*

Vascular

25

8.5

11.5

5.0

4.01

.045*

Traumatic injury

17

5.8

8.3

2.9

4.03

.045*

Chronic wound care

14

4.7

2.6

7.2

3.49

.062

3.16

Infection

13

4.4

6.4

2.2

Bacterial infection (PK)

7

2.4

3.8

0.7

.076
Too small to test

*Significant at p < 0.05; Bonferroni correction applied to z-tests for independent proportions

older groups (χ2 = 11.05, df = 4, p < .004), and the need
for chronic wound care was very low in those aged 30–
49 years (χ2 = 6.9, df = 4, p = .032). There were few clients who presented for traumatic injury (17 clients) or
chronic wound care (14 clients) so although these differences are significant, they may not be very meaningful.
The presenting conditions of people in different housing situations were also considered (Table 4).
There were four conditions which affected people in
one housing situation more than those in other situations, and in three cases it was those sleeping
rough who were most impacted. They were more impacted by biomechanical issues, traumatic injury and
the need for acute wound care. It was also notable
that the only cases of PK were among those sleeping
rough. In contrast, those who were recently housed
were more likely to need treatment for skin and nail

pathologies, with 83.3% of this group presenting for
this reason.
Mean number of issues

The majority of those who attended the clinic presented
with multiple issues, with only 19.3% having a single
issue and the rest having up to six. Of those who had a
single issue, mostly commonly it was skin and nail pathologies (47.4%), followed by biomechanical issues
(26.3%) or inadequate footwear (15.8%).
The mean number of issues overall was 2.4, with most
people having more than two issues and less than three.
New clients presented with more issues than returning
clients (2.53 cf. 2.26, t(292.4) = 2.16, P = .031), and those
sleeping rough had more problems on average than
those in unstable/insecure housing or those who were
recently housed (2.69 cf. 2.18 or 2.14, F(2,173.76) = 9.14,

Table 4 Presenting conditions for clients by housing status (percentages)
N

Total %
N = 292

Rough Sleeping
N = 132

Unstable/ insecure
N = 94

Recently housed
N = 66

χ2

P=

Skin and nail pathologies*

199

68.2

68.9a,b

56.4b

83.3a

13.0

.001*

Footwear

151

51.7

51.5

58.5

42.4

4.02

.134

a

a,b

b

Biomechanical

129

44.2

50.8

43.6

31.8

6.42

.04*

Fungal

69

23.6

25.8

23.4

19.7

.89

.64

Diabetes

44

15.1

15.9

13.8

15.2

.186

.91

Acute wound care

33

11.3

17.4a

6.4b

6.1a,b

9.01

.01*

Vascular

25

8.6

10.6

6.4

7.6

1.36

.51

Traumatic injury

17

5.8

10.6a

3.2a,b

0b

10.78

.005*

Chronic wound care

14

4.8

5.3

3.2

6.1

–

–

Infection

13

4.5

6.8

3.2

1.5

–

–

Bacterial infection (PK)

7

2.4

5.3

0

0

–

–

-Cells too small to analyse
* Significant difference p < .05; Bonferroni correction applied to z-tests for independent proportions - each subscript letter denotes a subset of housing categories
whose column proportions do not differ significantly from each other at the .05 level
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Table 5 How the client found out about the service, by housing status (percentages)
Total
N = 292

Rough Sleeping
N = 132

Unstable
N = 47

Insecure
N = 47

Recently Housed
N = 66

Specialist nurses n = 47

16.1

13.6

21.3

25.5

10.6

Internal Cohealth n = 67

22.9

22.0

14.9

29.8

25.8

External service n = 49

16.8

14.4

2.1

19.1

30.3

Self/friend n = 46

15.8

15.2

12.8

14.9

19.7

Outreach n = 83

28.4

34.8

48.9

10.6

13.6

p = <.001). The difference between those in unstable/insecure housing and those who were recently housed was
not significant.
How clients found out about the service

Although there is no need for clients to have a formal
referral to the service, many are sent there either from
other parts of the community health service or by other
homeless services including specialist nurses. Housing is
reported in four categories in Table 5, to illustrate the
referral pathways in more detail.
More than a quarter of clients were from the podiatrist’s outreach (28.4%), and just under a quarter were
referred from other parts of Cohealth (22.9%). Selfreferrals, nurses and external services each accounted
for around 16%. As the data in Table 4 indicate, there
were differences in the types of clients reached by different services (χ2 = 41.65, df = 12, p < .001). Outreach was
particularly effective in reaching people in unstable
housing and those who were sleeping rough.
Clients’ connection with other services at Cohealth

Overall, four in five (81.4%) of the Cohealth podiatry clients had other connections with cohealth services. There
was no difference in the connection to other Cohealth
services for men and women, people of different age
groups, or clients living in different types of housing.
Clients who were new to the podiatry service in 2019
were less likely to have connections with other services
in Cohealth (73.7%) than returning clients (89.9%) (χ2 =
11.47, df = 1, p < .001).
Table 6 Clients’ connections to other services at cohealth, by
referral to podiatrist
Source of referral to podiatrist

Uses other Cohealth services
Yes

No

Specialist nurses n = 48

68.8

31.3

Internal Cohealth n = 67

100

0

External service n = 50

82.0

18.0

Self/friend n = 47

93.6

6.4

Outreach n = 83

66.3

33.7

As the data in Table 6 show, the way in which clients
were referred to the podiatry service made a difference
to whether or not they had other connections (χ2 =
34.65, df = 4, p < .001). Around one-third of podiatry clients referred by specialist nurses and one-third of those
seen on outreach did not have other Cohealth
connections.
Reflections by the podiatrist

Attending a fixed site service can be very intimidating
for some clients, especially if they have experienced
trauma, and/or have had bad experiences receiving
health care in the past. Many will be experiencing a lack
of sleep and possibly a lack of food and drink. Creating a
calm welcoming physical environment, possibly with tea
and coffee available, can reduce the intensity of the experience of approaching a service.
Ensuring that there is adequate time between appointments also contributes to creating a safe space for clients. This means the interaction between podiatrist and
client does not need to be rushed which contributes to a
calm treatment environment for both parties. If the podiatrist is overworked and stressed this can affect people
who have experienced trauma in particular, as they are
often hyperaware of surroundings. More relaxed spacing
of appointments also allows potential clients who
present at the service to be seen promptly, rather than
being expected to come back for an appointment in the
future. It can also be helpful to offer special sessions for
groups such as women or young people who may be uncomfortable sharing spaces with a wide range of others.
Developing relationships with other services and programs offered to people experiencing homelessness is
vital as case workers and other service providers can be
very reluctant to send their clients to a health professional they do not know. Building trust is a time consuming but crucial step in encouraging referrals.
Providing outreach at other services can help the service to reach a new group of clients, and the visible presence of “the foot girl” prompted action on issues which
may otherwise be neglected, such as clients who are
limping. Additionally, the podiatrist’s presence at a site
can help identify issues which maybe specific to that site
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– for example, a high level of tinea pointed to the need
for improvements to the showering facilities in one
service.
Podiatry can provide a gentle easing into physical
touch and additional care for clients who are very reluctant to accept either of these. One client is known to
have attended the podiatric service 19 times before being
willing to accept any other assistance. The client had pitted keratolysis and would not shower at any of the services but did consent to footcare. Treatment by the
podiatrist prevented the worsening of the pitted kerotolysis but also enabled other staff at the site to develop
the client’s trust. Ultimately the client reached the point
where he could be housed in supported accommodation.

Discussion
This study identified that the most common presenting
conditions in an inner-city podiatry service for people
experiencing homelessness were skin and nail pathologies, the need for adequate footwear, biomechanical issues, and fungal infections. There were some differences
in the presenting conditions of clients living in different
housing situations, providing insights into the links between living conditions and podiatric issues.
Those who were sleeping rough were particularly
prone to biomechanical problems, traumatic injury, and
acute wounds, and although there were very few cases of
pitted keratolysis, which is sometimes regarded as a disease of the past, they all occurred in this group [25].
People sleeping rough have many issues which can affect
their foot health, including being constantly on their
feet, difficulty showering or maintaining foot hygiene,
and are exposed to bacterial, viral, and fungal infections
[23, 26]. Some of their foot issues would be simple to
address with antiseptic and dressings; however, it can be
difficult for clients to carry wound care equipment, and
they may experience their possessions being lost, stolen
or even confiscated due to strict regulations to manage
belongings left on the street [27, 28].
A lack of storage facilities and the risk of having their
belongings confiscated means that many people sleeping
rough need to keep their possessions with them at all
times [28]. Frequently carrying heavy loads without
proper footwear and equipment has been shown to have
negative biomechanical impacts in military and other
service populations, where footwear and training are
provided to ameliorate the problems [29], and we have
demonstrated that biomechanical problems are prevalent
among those sleeping rough. The cohealth podiatrist
was able to advocate successfully for some hiking backpacks to be distributed to try to alleviate this issue in the
short-term; additionally, as a community health centre
[30] Cohealth works with other organisations to advocate for changes to policies and systems that affect
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communities’ health and wellbeing, particularly for vulnerable populations.
The findings suggested that presentations for skin and
nail pathologies were particularly prevalent among those
who been recently housed. This may reflect one of the
underlying benefits argued for a “Housing First” model
to address homelessness [31]. It is beyond the scope of
this paper to describe the Housing First model, except
to note that, if clients are housed, they may then be better equipped physically and emotionally to address some
of the issues which had not taken priority for them previously, including their foot and ankle health. This also
highlights how important it can be to provide continuity
of healthcare as someone transitions through different
housing, as they will still have health issues which require support [32]. Publicly funded podiatry and other
health services need to be accessible to a person as they
transition to secure housing, including recognising that
the goal of sustaining secure appropriate housing is not
always achieved the first time it is experienced [33, 34],
With its integrated services and links to other key providers in the sector, Cohealth is able to provide and support wrap-around continuous healthcare that is familiar
to the person as they experience housing transitions.
There are limits to the type of care that can be provided in a homelessness podiatric service, given the living conditions of clients, particularly those sleeping
rough. This means that treatments and interventions
that might be commonplace in private or facility-based
health services may not be practical. For example, strapping a client’s feet is not appropriate in cases where it is
almost impossible for the client to keep their feet clean
and dry, and they often get confused about when and
how to remove the strapping. Heat packs are also impossible for clients who do not have access to a microwave,
as are icepacks for those without freezers. Even recommending rest can be difficult, as people need to move to
access food or support services.
More than half of the people who attended this service
needed assistance to access adequate footwear, including
42% of those who were recently housed. Adequate footwear is vital for people experiencing homelessness, as
walking is often the primary mode of transport, with
many people regularly carrying heavy loads; proper footwear can help to prevent overuse injuries, acute wounds,
falls and chronic injuries [35, 36]. Shoes may wear out
or be lost or stolen, but (anecdotally) some clients are
reluctant to accept additional footwear if it means adding to what they need to carry. Accessing some form of
housing may remove this barrier.
A key role of the Cohealth Homelessness Team approach is to offer a primary healthcare outreach service,
going out to where people are located, and assertively
reaching those who may otherwise never receive primary
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health care, including podiatry. This study found that
outreach work was particularly effective at engaging
those who were either sleeping rough or in the most difficult housing conditions. The presence of the podiatrist
was a prompt to both clients and staff to have issues addressed which may otherwise be neglected, and additionally, the podiatrist could identify some systemic issues at
specific services which could be addressed.
The importance of partnerships and networks of providers working to support the health and wellbeing of
people experiencing homelessness and insecure housing
is highlighted in the findings. As well as long-term primary healthcare programs delivered by Bolton Clarke
HPP and Cohealth, other service connections are supported by formal and informal agreements between a
range of government and non-government organisations.
Some of these organisations can provide resources to enable Cohealth to respond to the needs of clients where it
has no funding available. For example, Cohealth is associated with Melbourne-based charity Footscape, which
has a mission to “assist disadvantaged individuals and
communities predisposed to debilitating foot pathology”
[22]. The material aid arm of this charity supplies some
of the shoes and socks needed for distribution by
Cohealth [37].
Podiatry is an essential component of primary healthcare for people experiencing homelessness and insecure
housing. Problems with the feet cause discomfort or
pain, and in some cases can lead to sepsis, amputation,
or mortality. Given walking is the prime mode of transport for most people experiencing homelessness, podiatric problems can compound all the other difficulties
they face. Additionally, many foot conditions can lead to
serious problems if left untreated, which impacts negatively on the individual, as well as increasing costs to the
health system. The decision to access podiatric care can
be complicated for anyone; as for any health behaviour,
it requires people to perceive a problem, believe it can
be helped by podiatry and know how to access podiatric
care [38]. People experiencing homelessness self-report
fewer foot conditions than are detected clinically [39],
and it has been suggested that some people are reluctant to attend a podiatrist in particular because of
embarrassment about the state of their feet which
may be exacerbated those who are experiencing
homelessness [23]. This makes simplifying pathways
to seeing a podiatrist critical. In this study fewer than
one in seven people indicated that they had sought
out the podiatry service themselves (or via a friend).
All others attributed their attendance to either a
health/welfare service recommendation or outreach by
the podiatrist, further reinforcing the importance of
creating a strong network collaborative service system
for this population.
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The podiatric service described here operates solely to
address the needs of those experiencing homelessness
and insecure housing. As well as a possible reluctance to
seeking podiatric care, those experiencing homelessness
are also known to seek help late for medical complaints.
Many people experiencing homelessness have suffered
previous trauma and it has been suggested that general
practitioners should not conduct a physical exam at a
first visit unless it is completely necessary, as it may exacerbate trauma [2]. Making podiatric care easy to access, including through assertive outreach to people
sleeping rough or residing in unstable or insecure housing as well as via services and programs offered at other
organisations, is essential to reach those who may not
seek care on their own. Once people have accepted and
experienced this care positively, it may smooth the way
for them to access other health and welfare services that
are available to them. If people who are experiencing
homelessness can be introduced to podiatry as health
care which can offer immediate interventions and positive outcomes, this may serve as a gentle introduction to
physical treatment for those who are cautious about
medical care. Cohealth staff, including the podiatrists,
adopt a trauma-informed approach, as priority populations for services are people who experience inequity in
health and access to care through their experiences of a
range of social determinants of health [40]. All interactions with the podiatry service are aimed at building clients’ confidence to seek care for other needs, including
introducing clients to other staff and facilitating appointments with other services.

Strengths and limitations
The key strength of the study was that it provided
insight into the foot and ankle health care needs of
people who are often not recognised in health services
research. The study was able to report on a large number of clients because the service is located in the central
business district where many people sleeping rough live.
Due to the nature of this group we did not use a specific
existing scale to classify their presenting complaints. In
some instances we wanted to look in detail at the type of
condition – for example, traumatic injury was coded separately from “wounds”, as it was perceived to be of particular concern for those who were rough sleeping. On the
other hand, all biomechanical issues are presented as one
category, as the specific nature of the issue is not of concern. This may limit the comparability of our data to other
studies conducted with other populations.
The categorisation of a client’s homelessness (rough
sleeping, insecure or unstable housing/newly housed)
was based on what was recorded at the time of their
presentation at the podiatrist. People who are homeless
are known to cycle through different types of
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accommodation [34], so some may have acquired their
problem while living in different conditions. However,
where there are significant differences in the presentations by clients in different categories they fit with what
would be expected of those living conditions, so this
may not have impacted the results.
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