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ORIGINAL

ABSTRACT
Introduction: Annual foot examination reduces diabetic foot ulcers and amputations, yet coverage is low across Latin America and has not 
been quantified nationally in Argentina. Methods: This cross-sectional analysis used the 2018 National Survey of Risk Factors of Argentina, 
restricted to adults aged 18 years and over with self-reported diabetes. The outcome was a foot examination by a health professional 
in the last 12 months. Weighted prevalence and design-based 95% confidence intervals were estimated with survey expansion factors 
and 200 bootstrap replicates; crude and adjusted odds ratios were obtained by weighted logistic regression adjusting for sex and age. 
Results: Among 3,908 adults with diabetes, 31% (95% CI 28.50-33.50) reported a foot examination in the last 12 months. After adjustment, 
education, health coverage and region were not associated with the outcome, whereas women had lower odds than men (OR 0.67; 95% CI 
0.53-0.85) and older age increased the odds (OR 1.24 per 10 years; 95% CI 1.14-1.35). Conclusions: Foot examination coverage among adults 
with diabetes in Argentina is low and, contrary to expectation, does not differ by education, health coverage or region after adjustment; 
the shortfall is broadly distributed, with women and younger adults least examined.
Keywords: diabetes mellitus; diabetic foot; physical examination; self care; health surveys; Argentina.

RESUMEN
Introducción: El examen anual de los pies reduce las úlceras y amputaciones del pie diabético, pero su cobertura es baja en América Latina 
y no se ha cuantificado a nivel nacional en Argentina. Métodos: Análisis transversal de la Encuesta Nacional de Factores de Riesgo 2018 
de Argentina, restringido a adultos de 18 años y más con diabetes autorreportada. El desenlace fue el examen de pies por un profesional 
de la salud en los últimos 12 meses. Se estimaron prevalencias ponderadas e intervalos de confianza del 95% con factores de expansión y 
200 réplicas bootstrap; las razones de posibilidades (OR) crudas y ajustadas se obtuvieron mediante regresión logística ponderada ajus-
tando por sexo y edad. Resultados: Entre 3908 adultos con diabetes, el 31% (IC 95% 28,50-33,50) refirió un examen de pies en los últimos 12 
meses. Tras el ajuste, la educación, la cobertura de salud y la región no se asociaron con el desenlace, mientras que las mujeres tuvieron 
menores odds que los varones (OR 0,67; IC 95% 0,53-0,85) y la mayor edad incrementó las odds (OR 1,24 por 10 años; IC 95% 1,14-1,35). Con-
clusiones: La cobertura del examen de pies en adultos con diabetes en Argentina es baja y, contra lo esperado, no difiere por educación, 
cobertura de salud o región tras el ajuste; el déficit está ampliamente distribuido, con menor cobertura en mujeres y adultos jóvenes.
Palabras clave: diabetes mellitus; pie diabético; examen físico; autocuidado; encuestas de salud; Argentina.
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INTRODUCTION

Diabetes mellitus ranks among the leading causes of morbidity and premature mortality 
worldwide, and its prevalence continues to rise, particularly in low-income and middle-income 
countries, where most of the affected population lives.(1)Among the most feared and costly conse-
quences of the disease is pathology of the foot, which progresses from peripheral neuropathy and 
deformity to ulceration, infection and lower-extremity amputation.(2)Foot ulceration precedes the 
large majority of diabetes-related amputations, and a history of ulceration or amputation is itself 
the strongest predictor of a subsequent event.(3,4) The incidence of diabetes-related amputations 
remains high and geographically unequal, and it is widely regarded as an indicator of the failure 
of preventive foot care rather than of the underlying disease.(5,6) Because most of these lesions 
can be avoided when risk is detected early, clinical practice guidelines recommend that every per-
son with diabetes undergo a structured examination of the feet at least once a year.(3,7,8)In the 
Americas, the rise in cardiometabolic risk factors over recent decades has been documented by 
pooled analyses of national surveys, which show slow or stalled improvement in several countries 
of the region.(9,10)

The rationale for this recommendation rests on strong pathophysiological and intervention 
evidence. Loss of protective sensation and peripheral arterial disease convert trivial mechanical 
injuries into chronic wounds, and once ulceration is established the pathway to infection and am-
putation is short.(2,4) Structured programmes that detect the at-risk foot and assign preventive 
measures have repeatedly been shown to lower the incidence of ulceration and major amputation, 
which makes the examination itself a high-yield intervention.(3,4) Because the examination is 
simple and can be performed in any setting, the gap between the recommended annual scree-
ning and its observed coverage is best understood as a failure of care organisation rather than of 
technical capacity.(11)

The annual foot examination therefore functions as a sentinel process measure of the qua-
lity of diabetes care, and its omission is a modifiable contributor to preventable amputations.(4)
Population surveys nonetheless document large shortfalls in coverage. In a pooled analysis of 
nine national health surveys in Latin America and the Caribbean, fewer than half of adults with 
self-reported diabetes reported a foot examination in the preceding year in every country, and the 
proportion fell as low as 12% in Ecuador.(12)A nationwide Brazilian survey found that 52.1% of adults 
with diabetes had never had their feet examined by a health professional.(13)Outside the region, 
analyses of the United States Behavioural Risk Factor Surveillance System show that annual foot 
examination remains incomplete and unevenly distributed across population groups defined by 
mental health and health behaviour.(14)Disparities by socioeconomic position, ethnicity and place 
of residence are a recurrent theme of this literature.(15,16)

Argentina carries a substantial burden of diabetes and of its vascular complications. In the 
fourth National Survey of Risk Factors (Encuesta Nacional de Factores de Riesgo, ENFR), con-
ducted in 2018, 12.7% of adults reported a diagnosis of diabetes or elevated blood glucose.(17)The 
prevalence of diabetes follows a socioeconomic gradient that has widened over successive survey 
waves,(18)and access to care is shaped by a fragmented health system in which contributory social 
insurance, private prepaid schemes and a public network coexist without a unified pathway for 
the person with diabetes.(19)The contributory social insurance sector, financed through payroll 
contributions, covers the majority of formally employed workers and their families, whereas the 
public sector serves the uninsured and the poor and private prepaid schemes cover a smaller, 
higher-income segment.(19)This tripartite structure produces different incentives and different 
degrees of continuity for preventive care, and it is the natural axis along which to test whether 
financing arrangements translate into differences in foot screening.(19)Urban social environments 
and educational attainment modify the distribution of several cardiometabolic risk factors across 
Argentine provinces,(20,21) and vascular complications are common in the clinical population with 
diabetes in the country and in comparable settings of the region.(22)Foot disease is no exception: 
diabetic foot among people on dialysis has been described in Argentine series, which indicates 
that the end stage of the complication is already visible in the local health system.(23)

What remains unmeasured is the preventive step that should precede those complications. 
The Argentine ENFR includes a specific item on foot examination in the last 12 months within its 
diabetes module, but the published reports have not used this variable to describe coverage or its 
social patterning.(17)This omission is notable because the item mirrors the indicators used in the 
pooled regional analyses, so an Argentine estimate would complete the regional picture without 
any additional data collection.(12)National estimates are needed because the pooled regional evi-
dence excluded Argentina,(12)because the configuration of the Argentine health system differs 
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from that of its neighbours, and because the response of a fragmented system to a preventive re-
commendation cannot be assumed from studies conducted under other financing arrangements. 
For the podiatric and diabetes care community, a national denominator of screening coverage is 
the first step toward benchmarking services and toward evaluating the effect of the foot care pro-
grammes that regional scientific societies are currently promoting.(24)This study therefore aimed 
to estimate the proportion of adults with diabetes in Argentina who report a foot examination by 
a health professional in the last 12 months and to examine how this outcome is associated with 
education, health coverage and region, adjusting for sex and age.

METHODS

This cross-sectional study analysed the fourth ENFR, a nationally representative household 
survey conducted by the Instituto Nacional de Estadística y Censos (INDEC) together with the 
Ministry of Health of Argentina between September and December 2018. The survey was organi-
sed in three steps: a self-reported interview on behavioural and biological risk factors, a physical 
examination in a subsample, and biochemical measurements in a further subsample. The present 
analysis used only the self-reported module of the first step, which contains the diabetes and foot 
examination items. The survey employed a probabilistic, multistage, stratified sample of dwellings 
in urban localities of 5,000 or more inhabitants and is representative of adults aged 18 years and 
over residing in those localities, with provinces and large agglomerates as the main estimation 
domains. The sample was allocated across provinces and agglomerates to guarantee estimates 
with acceptable precision in each estimation domain, dwellings were selected in successive sta-
ges, and one eligible adult was then selected within each household for the individual interview.
(25)The sampling design, expansion factors and estimation of sampling errors are described in 
the official technical note,(25)and the definitive results have been published elsewhere.(17)The 
manuscript follows the Strengthening the Reporting of Observational Studies in Epidemiology 
(STROBE) recommendations.(26)

The microdata of the ENFR 2018 were obtained from the open repository of INDEC.(27)The 
ENFR 2018 is the most recent edition of the survey whose microdata are publicly downloadable; 
the fifth edition, fielded in 2023, had not released open microdata at the time of access, so the 2018 
edition was used. The Argentine survey belongs to a family of harmonised national health surveys in 
Latin America whose comparability has been described in a dedicated data resource profile.(28)The 
ENFR has been fielded in successive editions since 2005 and follows the WHO STEPwise approach 
to surveillance of non-communicable disease risk factors, which is why its diabetes module, inclu-
ding the foot examination item, is comparable across waves and with neighbouring countries.(17)

The analytical sample comprised all adults with self-reported diabetes, defined as an affirma-
tive answer to the question of whether a doctor, nurse or other health professional had ever told 
the respondent that they had diabetes or high blood sugar. Respondents who answered that they 
did not know or did not answer this item were excluded. Among respondents with diabetes, those 
who did not know or did not answer the foot examination item were excluded from the outcome 
analyses; this removed 16 of the 3,924 adults with diabetes, leaving an analytical sample of 3,908 
for the outcome models.

The outcome was self-reported foot examination, defined as an affirmative answer to the 
question of whether, in the last 12 months, a health professional had examined the respondent’s 
feet to detect wounds or irritations. The three exposures of interest were education, health cove-
rage and region. Education was grouped into three categories: incomplete primary education, 
incomplete secondary education, and complete secondary education or more. Health coverage 
distinguished respondents affiliated to a contributory social insurance scheme, a prepaid plan or 
an emergency service from those with public coverage only. Region corresponded to the six INDEC 
statistical regions: Metropolitana, Pampeana, Noroeste, Noreste, Cuyo and Patagonica. Sex and age 
in completed years were treated as covariates, with age expressed in 10-year units in the regression 
models. Education, coverage and region were selected as the exposures because they represent 
the three standard axes of inequality in the Argentine health literature and because each is actio-
nable by a different policy instrument: schooling, financing and territorial organisation of services.
(18,20) The outcome and exposure items were taken verbatim from the survey questionnaire and 
are coded in the official record dictionary of the ENFR 2018.(27)

All estimates accounted for the complex survey design. Point estimates were obtained with 
the expansion factor of the first step of the survey. Design-based variances were estimated with 
the 200 bootstrap replicate weights supplied by INDEC, applying the variance formula of one 
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over 200 times the sum of squared deviations of each replicate estimate from the point estimate.
(25)The weighted prevalence of foot examination was computed overall and by sex, age group, 
education, health coverage and region, with 95% confidence intervals obtained on the logit scale 
and back-transformed, which avoids intervals that extend beyond zero or one in sparse strata.(25)
Associations were quantified with weighted logistic regression fitted by iteratively reweighted least 
squares. Crude odds ratios were estimated for each exposure separately, and adjusted odds ratios 
were obtained from a single model that included education, health coverage, region, sex and age 
expressed per 10 years, with age centred on the sample mean. Wald-based 95% confidence inter-
vals and p-values were derived from the bootstrap variance of each coefficient, using the same 
replicate procedure. Two-sided tests used a significance level of 0.05. No covariate values were mis-
sing. The 16 respondents with a missing outcome were excluded rather than imputed because the 
fraction was small and the outcome is binary, so imputation would have been unlikely to change 
the estimates materially. Analyses were performed in Python 3.14 with pandas and numpy, and 
figures were drawn with matplotlib; the complete analysis script and the metric files it generates 
are available with the underlying data. The analysis script was executed twice from scratch and 
produced identical metric files, which confirms the reproducibility of every figure reported here.

RESULTS

Characteristics of adults with diabetes
A total of 3,924 adults with self-reported diabetes were included, representing 3.55 million 

adults nationwide after weighting (Table 1). Women predominated, and the two oldest age groups 
accounted for more than half of the sample, which is consistent with the increasing prevalence of 
diabetes with age. Most participants reported contributory, prepaid or emergency coverage rather 
than public coverage alone, and just over half had not completed secondary education. The largest 
regional share corresponded to the Metropolitana region, followed by the Pampeana region; the 
remaining four regions contributed smaller fractions of the sample. This distribution reflects the 
underlying population weights of the survey rather than any differential sampling of people with 
diabetes across regions.

Table 1. Characteristics of adults with diabetes in Argentina, ENFR 2018.

Variable Category n %

Sex Men 1529 43.6

Sex Women 2395 56.4

Age group 18-24 192 7.1

Age group 25-34 414 10.5

Age group 35-49 881 25.8

Age group 50-64 1208 29.7

Age group 65 and over 1229 26.9

Education Incomplete primary 562 13.2

Education Incomplete secondary 1579 40.3

Education Complete secondary or more 1783 46.5

Health coverage Obra social, prepaid or emergency service 2965 72.7

Health coverage Public coverage only 959 27.3

Region Metropolitana 441 37.4

Region Pampeana 1309 32.0

Region Noroeste 689 10.2

Region Noreste 515 7.4

Region Cuyo 382 7.3

Region Patagonica 588 5.7
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Prevalence of foot examination by sex and age
Foot examination in the last 12 months was reported by 31% of adults with diabetes (95% CI 

28.50-33.50), which corresponds to roughly one in three affected adults (Table 2). The prevalence 
was higher in men than in women, and it rose steadily with age, from the youngest to the oldest 
age group (Table 2). These two gradients were confirmed in the regression models: women had 
0.67 times the odds of men (95% CI 0.53-0.85), and each additional 10 years of age increased the 
odds by 1.24 (95% CI 1.14-1.35) (Table 3).

Table 2. Weighted prevalence of foot examination in the last 12 months among adults with diabetes.

Group Category n % (95% CI)

Overall 3908 31.0 (28.5-33.5)

Sex Men 1523 36.9 (32.9-41.1)

Sex Women 2385 26.3 (23.5-29.3)

Age group 18-24 188 20.9 (11.8-34.1)

Age group 25-34 413 15.2 (10.0-22.3)

Age group 35-49 877 24.0 (19.4-29.4)

Age group 50-64 1203 37.2 (32.6-42.1)

Age group 65 and over 1227 39.4 (34.8-44.1)

Education Incomplete primary 558 37.4 (30.3-45.1)

Education Incomplete secondary 1574 31.2 (27.4-35.2)

Education Complete secondary or more 1776 29.0 (25.4-32.9)

Health coverage Obra social, prepaid or emergency service 2959 32.6 (29.8-35.5)

Health coverage Public coverage only 949 26.5 (21.9-31.7)

Region Metropolitana 435 30.5 (25.2-36.4)

Region Pampeana 1301 33.6 (29.8-37.7)

Region Noroeste 687 27.7 (23.6-32.2)

Region Noreste 515 23.9 (19.6-28.8)

Region Cuyo 382 34.2 (27.5-41.6)

Region Patagonica 588 29.7 (25.2-34.7)

Note: CI = confidence interval.

Foot examination by education, health coverage and region

Figure 1. Foot examination in the last 12 months by education and health coverage.

Note: Bars show weighted prevalence; error bars indicate 95% confidence intervals.
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The crude prevalence of foot examination was highest in the least educated group and lowest 
in the group with complete secondary education or more, whereas coverage was higher among 
adults with contributory, prepaid or emergency coverage than among those with public coverage 
only (Table 2; Figure 1). Within each educational category, the grouped bars showed a gap favouring 
contributory, prepaid or emergency coverage, and that gap narrowed among those with comple-
te secondary education or more (Figure 1). By contrast, the regional pattern was flatter, with the 
lowest crude prevalence in the Noreste region and the highest in Cuyo and Pampeana (Figure 2).

Figure 2. Foot examination in the last 12 months by INDEC region.

Note: Bars show weighted prevalence; error bars indicate 95% confidence intervals.

In the crude models, incomplete primary education showed higher odds than complete 
secondary education or more (OR 1.46; 95% CI 1-2.15), contributory, prepaid or emergency coverage 
showed higher odds than public coverage (OR 1.34; 95% CI 1.01-1.78), and the Noreste region showed 
the lowest odds relative to the Metropolitana region (OR 0.72; 95% CI 0.49-1.04) (Table 3). These 
crude differences largely disappeared after mutual adjustment and adjustment for sex and age 
(Table 3). Education showed no independent association, with adjusted odds ratios of 1.10 (95% CI 
0.74-1.65) for incomplete primary education and 0.96 (95% CI 0.74-1.26) for incomplete secondary 
education, both relative to complete secondary education or more. The crude advantage of contri-
butory, prepaid or emergency coverage over public coverage also vanished after adjustment (OR 
0.99; 95% CI 0.73-1.33). Compared with the Metropolitana region, no region differed significantly; 
the Noreste region showed the lowest adjusted odds (OR 0.77; 95% CI 0.52-1.13).

Table 3. Crude and adjusted odds ratios of foot examination in the last 12 months.

Variable Category Crude OR 
(95% CI) p Adjusted OR 

(95% CI) p

Education Incomplete primary (vs complete secondary or 
more) 1.46 (1.00-2.15) 0.053 1.10 (0.74-1.65) 0.629

Education Incomplete secondary (vs complete secondary or 
more) 1.11 (0.87-1.42) 0.416 0.96 (0.74-1.26) 0.792

Health coverage Obra social, prepaid or emergency (vs public only) 1.34 (1.01-1.78) 0.043 0.99 (0.73-1.33) 0.927

Region Pampeana (vs Metropolitana) 1.15 (0.83-1.61) 0.396 1.18 (0.85-1.66) 0.325

Region Noroeste (vs Metropolitana) 0.87 (0.62-1.23) 0.432 0.96 (0.67-1.37) 0.819

Region Noreste (vs Metropolitana) 0.72 (0.49-1.04) 0.079 0.77 (0.52-1.13) 0.178

Region Cuyo (vs Metropolitana) 1.19 (0.79-1.78) 0.412 1.22 (0.78-1.92) 0.378

Region Patagonica (vs Metropolitana) 0.96 (0.67-1.39) 0.845 1.06 (0.72-1.55) 0.779

Sex Women (vs men) 0.61 (0.49-0.77) <0.001 0.67 (0.53-0.85) 0.001

Age Per 10 years 1.26 (1.17-1.37) <0.001 1.24 (1.14-1.35) <0.001

Note: Adjusted model includes education, health coverage, region, sex and age (10-year units).
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DISCUSSION

The expectation that foot examination would be more frequent among adults with greater 
education, contributory coverage and wealthier regions was not confirmed. Only three in ten adults 
with diabetes in Argentina reported a foot examination in the last 12 months, and after mutual 
adjustment for education, health coverage, region, sex and age, none of the three exposures re-
mained associated with the outcome. The shortfall was not concentrated in a single disadvantaged 
group but was broadly distributed, with lower coverage among women and younger adults as the 
only independent correlates.

The observed coverage places Argentina within the low end of the Latin American range, 
well below the coverage that guidelines envision. Carrillo-Larco et al.(12)reported that foot exami-
nation in the preceding year remained below 50% in every one of the nine Latin American and 
Caribbean countries they pooled, with values from 12% in Ecuador upward; the Argentine estima-
te falls within that interval and far below the near-universal target implied by annual screening 
recommendations.(3,8) The twelve-month recall window is the appropriate metric because the 
recommendations specify examination at least annually; the observed 31% therefore means that 
the guideline interval is not being met for roughly seven of every ten adults with diabetes, rather 
than merely that recall is imperfect. The Brazilian figure is not directly comparable because it me-
asured ever having had the feet examined rather than examination in the last year, yet the 52.1% 
who had never been examined conveys the same message of systematic under-screening.(13)The 
methodological heterogeneity of prevalence estimates across surveys has been highlighted as a 
source of apparent international variation,(29)which cautions against reading small differences 
between countries as meaningful.

These deficits carry concrete clinical consequences. Diabetes-related lower-extremity am-
putation rates in the Americas remain substantial, and hospitalisation for diabetes-related foot 
complications has been rising in settings comparable to Argentina.(5,6) Within Argentina, diabetic 
foot among people on dialysis has been described in clinical series,(23)and vascular complications 
are prevalent in the treated diabetic population of the country.(22)The one-in-three screening co-
verage observed here is therefore not a statistical curiosity but a plausible upstream contributor 
to a visible downstream burden of ulceration and limb loss.

The absence of an educational gradient after adjustment contrasts with the broader literature 
on diabetes self-care, in which lower education consistently predicts poorer foot care practices.
(16,30) The crude pattern in these data was actually inverse, with the least educated group showing 
the highest coverage; this reversal is explained by confounding through age, because older adults 
with diabetes have completed fewer years of schooling and simultaneously have more contact with 
health services. Once age was held constant, education contributed nothing. Gagliardino et al.(30)
observed that structured education improves foot-related outcomes, which suggests that the flat 
gradient here reflects an under-provision of examinations to all groups rather than a behavioural 
failure specific to the least educated. The inversion of the crude gradient is itself informative: it 
shows that unadjusted comparisons of preventive coverage by schooling can be seriously mislea-
ding when age is not accounted for, a caution that applies to descriptive reports from other surveys 
in the region.(28)The same phenomenon has been documented for other preventive practices in 
Argentina, where socioeconomic gradients in chronic disease risk are steeper than gradients in 
the uptake of specific examinations.(31,32)

Health coverage reproduced the same logic. Adults with contributory, prepaid or emergen-
cy coverage showed a crude advantage over those with public coverage only, but the association 
vanished after adjustment, indicating that the two coverage groups differ in age and sex compo-
sition rather than in the likelihood of receiving a foot examination once those characteristics are 
equalised. This finding is consistent with evidence that recommended diabetes care processes 
are met incompletely in both the public and the social security subsystems of Argentina and of 
Central and South America more generally.(11,19) The fragmentation of the Argentine system, in 
which continuity of diabetes care depends on the particular provider, may homogenise the deficit 
across coverage types rather than protect any single group.(19)

The regional contrast was also muted. The Noreste region displayed the lowest crude and 
adjusted odds, and Cuyo and Pampeana the highest, but the confidence intervals overlapped 
widely and no regional difference was statistically significant. This contrasts with the marked geo-
graphic inequalities documented for the prevalence of diabetes and of other cardiometabolic risk 
factors across Argentine provinces(18,20) and with regional disparities in amputation and foot care 
reported elsewhere in the Americas.(5,6) A screening shortfall that is spatially flat may indicate 
that the barrier operates at the level of the health system as a whole, rather than in the resources 
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of particular provinces. The trends in cardiometabolic risk factors observed across the Americas 
suggest that national averages can remain stable while important subnational and sex-specific 
differences persist,(9,10) which reinforces the value of decomposing coverage by social axes even 
when the resulting contrasts are null.

Sex and age emerged as the only independent correlates, and both merit attention. Women 
had approximately one third lower odds of a foot examination than men, a difference that persis-
ted after adjustment and that has been reported for other risk factors and care processes in Latin 
America.(33)The gradient with age, an increase of about one quarter in the odds per additional 
decade, mirrors the pooled regional finding that older adults and those on medication are more 
likely to receive examinations.(12) Greater contact with the health system among older adults is the 
most plausible explanation, and it implies that younger adults with diabetes, who have the longest 
lifetime exposure to the risk of foot complications, are precisely those least likely to be screened. 
This inversion of the usual preventive logic, in which those at the longest horizon of risk receive the 
least surveillance, has been observed for other screening practices in the region.(11)The lower cove-
rage in women is harder to explain from these data alone, but it is consistent with the sex-stratified 
patterns of diabetes-related care and of cardiometabolic risk factor control described across Latin 
America.(9,33) Whether women attend different types of providers, receive less emphasis on foot 
screening during consultations, or are less often asked about foot symptoms cannot be resolved 
with the survey, and it warrants a dedicated qualitative inquiry.

The comparison with the United States is instructive in a second respect. An analysis of the 
Behavioural Risk Factor Surveillance System found that poor mental health days and physical 
inactivity were associated with lower odds of annual foot examination, independently of sociode-
mographic characteristics.(14)The present models did not include mental health or behavioural 
variables, so the possibility that these individual-level factors modulate coverage in Argentina can-
not be excluded. If they operate as strongly as they do elsewhere, they would sit beneath, rather 
than instead of, the structural axes examined here, and future waves of the ENFR could test this 
by incorporating its mental health items into models of foot examination.

Several mechanisms may account for the uniformly low coverage. Patient-level barriers such 
as limited understanding of the purpose of foot screening and the perception that examination is 
unnecessary in the absence of symptoms have been documented in qualitative studies in various 
countries.(34-36)Provider-level factors, including competing demands in short consultations and 
insufficient training, are equally relevant.(35)In Latin America, foot screening is delivered by a hete-
rogeneous mix of physicians, nurses and, where available, podiatrists, and the absence of a clearly 
assigned professional responsible for the annual examination is repeatedly identified as a barrier.
(24,35) Regional initiatives have begun to organise foot care programmes and to raise awareness of 
diabetes-related amputations,(24)and bibliometric evidence indicates that Latin American research 
on the diabetic foot is growing and increasingly focused on prevention.(37)Quality of life among 
people with type 2 diabetes in Latin America remains compromised by complications and by the 
burden of self-care,(38)and community-level prevalence studies in Argentina confirm that diabetes 
and its risk factors are already established in small urban populations outside the largest cities.
(39)These efforts and observations have not yet translated into near-universal annual screening, 
and the persistence of a low and socially flat coverage suggests that the deficit is systemic and will 
respond only to deliberate reorganisation of diabetes care rather than to marginal adjustments.

The null associations reported here should not be read as evidence that social factors are irre-
levant to the diabetic foot. Rather, they show that the screening shortfall is so large and so universal 
that it dwarfs the social patterning seen for other care processes in the same population.(18,21) 
A finding of no gradient has policy value of its own: it directs intervention away from targeting a 
single vulnerable group and toward strengthening the routine examination for every person with 
diabetes, regardless of schooling, coverage or province.

This study has several strengths. It is, to our knowledge, the first nationally representative 
estimate of foot examination coverage in Argentina, and it was derived from official microdata with 
design-based variance estimated from 200 bootstrap replicates, which protects the confidence in-
tervals against the underestimation that would result from treating the survey as a simple random 
sample. The exposure variables are standard and were defined with the official record dictionary, 
and the analysis was restricted to the self-reported diabetes population that is the target of the 
recommendation under study. The use of the official expansion and replicate weights, rather than 
approximate design adjustments, means that the confidence intervals reflect the true sampling 
variability of a multistage survey, and the weighted population of 3.55 million adults with diabetes 
aligns closely with the prevalence published in the official report,(17)which supports the internal 
consistency of the estimates.
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Study Limitations and Practical Implications
The outcome is self-reported and therefore subject to recall error and to social desirability, 

and the wording of the question, which refers to examination to detect wounds or irritations, may 
under-capture examinations performed in asymptomatic people; a validation study against clinical 
records would clarify this. The design is cross-sectional, so the associations cannot be interpreted 
causally, and the ENFR 2018 predates the fifth survey edition and the changes in service delivery 
that followed the COVID-19 pandemic, which disrupted routine diabetes care across many health 
systems.(40)The survey represents urban localities of 5,000 or more inhabitants, so the findings do 
not extend to smaller rural populations, where coverage may be lower still.(20) Regional estimates 
carry wide confidence intervals because the number of adults with diabetes in some regions is 
modest, and residual confounding by diabetes duration, treatment intensity and the presence of 
complications cannot be excluded because those variables were not modelled. The survey does 
not distinguish type 1 from type 2 diabetes, whose screening needs differ, so sensitivity to this 
distinction could not be explored. Educational attainment is also a coarse proxy for the health lite-
racy that actually conditions self-care, and its grouping into three broad categories may conceal 
heterogeneity within the complete-secondary group.(30)

For practice and policy, the main implication is that efforts to increase foot examination 
should target the entire population of adults with diabetes rather than a single socioeconomic or 
geographic group, with particular attention to women and to younger adults, among whom co-
verage was lowest. Embedding a structured foot examination into every routine diabetes contact, 
as recommended by international guidelines,(3,7,8)and monitoring it as a process indicator would 
allow the health system to detect early whether the universal shortfall is closing. The flat social 
gradient also means that quality improvement can be designed once and deployed nationwide, 
without the need for complex targeting rules. For the clinician, the message is equally direct: the 
foot examination cannot be assumed to have happened because the person is insured, educated 
or urban, and it must be verified and documented at every diabetes visit. Repeated measurement 
in the fifth ENFR, once its microdata are released, would establish whether the coverage reported 
here has changed, and linkage of the survey to administrative records on amputations would con-
vert this process measure into a validated predictor of the outcome it is meant to prevent.

CONCLUSIONS

The proportion of adults with diabetes in Argentina who reported a foot examination in the 
last 12 months was low, at approximately three in ten. Foot examination was not independently 
associated with education, health coverage or region after adjustment for sex and age. The shortfall 
was broadly distributed across population groups, with women and younger adults least exami-
ned, which points to a systemic gap in preventive foot care rather than to a gradient confined to 
specific social groups.
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