The value of a clinical desktop database system for podiatry a quarter of a century on: Part II
What does an audit trail mean to me? 
In this second article further data from PASCOM-10 (P-10) is shared1,2. Previously I considered key changes that underpinned the work of podiatrists contributing to the national database which went live during May 2010. A few of the ideals from an organisational point of view were emphasised, but what about those of us in practice? P-10 caters for both private as well as NHS practice. How often have we heard;

“Where is your evidence?” or “Do you have data to support your case?”

No doubt like most people, one of the first activities on reaching clinic is to switch on the desktop computer. I prefer my Mac any day but in the healthcare system Microsoft Windows rules, so we have to contend with this programme and its numerous versions. The system works best with Firefox or Google Chrome but Explorer version 8.0 or above can be used. Amongst financial spreadsheets, my x-ray archive system (PACS), and a few other products including my interactive website for patients, P-10 is open throughout my session. 
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Patient records may vary in thickness; some arrive as multiple volumes! My heart sinks when I see the size (and weight) of notes, the back of the folder often splits due to the lack of a robust spine or binding cover.  Who has the time these days to read copious pages cemented with numerous unrelated slips of paper, let alone irrelevant notes? You will appreciate I work in a hospital rather than a stand-alone unit, so my unit is very much multidisciplinary. I am also a private practitioner without the shackles of the NHS. Patient entries soon become cluttered but what I need is a succinct list of visits in a chronological time sequence. I find it more convenient to bring this up on P-10 before going to the notes; I look at this as orientation and my patient knows that I can place her previous contacts easily and without confusion. The key summaries are all there in moments and I can bring a patient in without missing the dates listed as it is clear when each event took place (Figure 1 in Part I   - March Podiatry Now). The number of episodes can be easily viewed. A box allows up to 2000 characters so my secretary, or I, can type in letters and notes for easy review, without the patient records to hand (Figure 2). Clearly in the NHS different systems exist so this is less relevant and not necessary for NHS Podiatrists.
Figure 2. The box above illustrates some of the notation up to 2000 characters. While detail is not mandatory the value that records can provide is useful where the clinician needs access to more information when away from the unit. Typically each event could be recorded in this way. The narrow box utilises more text by scrolling down.
This is the age of fast communication. Patients have my personal work e-mail and can write to me; this often saves a clinical contact, which is good when appointments are at a premium. I write back, copy and paste straight into their pathway. Telephone calls and consultations should be recorded as avidly as clinical contacts, an important legal point. Time is recorded and a summary of the conversation and plan of action made. Anything recorded can be copied and pasted into letters or hard notes later. P-10 has automated actions as well as wildcards, so there is plenty for most to select from, Figure 3. 
Various reports can be copied or pasted into the section on ‘investigations’. Of course many might not want such a detailed information recall system, and certainly there is no need if you want to keep it simple. P-10 works for all of us and provides more or less depending upon individual requirements. I can store and retrieve telephone numbers and insurer details. P-10 is backed up and password protected. The password changes or can be altered whenever needed. 
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Figure 3. Clinical decisions are made at each visit using a drop down box. The list shown offer wide variety based on: Action, Referral, Status and Plan
In my own area of work, I have to be available whether it is for the bookings department, complaints (ugh!) or the nursing staff wanting to ask me about a patient and their care. I can log in quickly at home or elsewhere and find my patient, identifying the material required to provide accurate information for the telephone consultation. Thereafter I can record the communication as an event which is readily reproduced if needed. P-10 offers me wonderful flexibility especially when I am not on site.
Some data trending in podiatry
Practice does not stay still and only by looking at audit trails can we make any inference with some confidence about our own activity. Relying on memory seldom has value and is often found to be wildly inaccurate; my own comments below are living proof of this phenomenon. 
Nail surgery and many types of treatment can be inserted as an event and this forms the heart of our audit trail; how many, what length of time, drugs used, implants, extra-corporeal shock wave, injections, orthotics, castings, gait analysis, x-rays and other imaging. How do I differ from a colleague? Part of modern learning is emphasised by reflection. There is no shame in admitting failure or a need to change.

If something is less than ideal can I try to find a pattern of concern from my data? Reflection emerges from known data and trends. A caring professional always seeks to improve and adopt self-critique as part of clinical integrity. Integrity is vital to both our practice and standing in the community. A patient may ask you how many treatments / procedures have you done? Or what problems have you had? When we deal with consent – a thorny issue of modern times – evidence in terms of frequency can bear fruit. 
When talking about how to tackle a neuroma my patient wanted to know how many ‘incisional plantar exposures’ I had performed, and what complications might arise. I had a full six-years data to fall back on. 
“I don’t know,” I said, “but why don’t we look?” The patient saw real time data as I brought P-10 up for her to view; how few plantar approaches I performed, but also that there were no complications. Funny that, I had just spent five minutes telling her about plantar scars and corns developing (which can happen). Nothing reassures patients more than the size of data; this is what we strive for; high numbers that carry a better chance of being accurate than low numbers with wider standard deviations. P-10 in fact builds in standard deviations for some reports as well as calculates percentage improvement. More complicated statistics must be run by separate programmes.
Tables 2-3 illustrates current podiatry data for diagnostics and treatment to provide a current snapshot of activity. Cleary this is not representative for the whole profession. It is estimated that the group who might use P-10, apart from podiatric surgeons, are specialists in diabetics, some MSK podiatrists and those performing nail surgery.

Ever mindful of commissioners and their quest to cut service provision without evidence, we need more than ever a system that eschews to a national dataset to provide assurances through outcomes.

An exercise you can follow

Consider Table 2; podiatry treatment. Podiatric colleagues can take this template and record their own activities over a four-week period to see what the breakdown is. Do you vary in your practice and by how much? Clearly the values will change depending upon what area of podiatry specialty you practise in. Table 3 provides an interesting summary of activity between the invasive and non-invasive group, with some overlap. We focus on different needs and the diagnoses vary according to our individual practice. Data provided is not accurate in terms of true representation of podiatric medicine and this is not the intention; but the purpose of sharing such information allows us to see the current status in 2016 which with greater support from non-invasive activity would allow better reflection. 
We might argue that the old definition of chiropody ‘treating’ bunions is fallacious as indeed it is. We might protect the skin from pressure, but we cannot actually ‘treat’ the bunion without surgical intervention. Who sees more plantar fasciitis? The podiatric group seeing 15% suggests podiatric surgeons see less? With the advent of sports podiatry and MSK ever expanding both in the private sector and within NHS orthopaedics as a triage service, we can expect to see much greater variations in practice. We need to know about those changes to be more certain.  

The top five conditions are shown in table 3. Podiatry considers fasciitis and ulcers as conditions of greatest frequency, while podiatric surgeons diagnose and manage deformities of the toes. The table does not represent a definitive statement for podiatrists and there are reports available within P-10 that cover other aspects of podiatric care. The purpose of representing data along the lines of P-10 is to highlight the importance of greater data and the value such collection would provide. If 32% (podiatric Surgeons) represent 12,500 cases, and 15% (podiatrists) represent 65 cases is this likely to be considered an accurate picture of practice for the top ratings of diagnosis? I know I can rely on the 32% value backed by good numbers, but I cannot say with assurity that 65 cases imply this is truly an accurate number, only for those data logged on the system under that particular category. 


Table 2. Top 20 Podiatry Treatments recorded PASCOM-10
The report below does not include invasive consultations and diagnostics so each podiatrist can keep their workload separated according to preference. I store my ECSW treatment and conservative care under non-invasive domains. Data below is understandably small by it does illustrate trends.
	Designated Podiatry Treatment
	values
	Percentage

	Wound redressed
	292
	22

	Ulcer debrided
	284
	21.4

	Local padding / strapping
	162
	12.2

	Orthotic over counter
	121
	9.1

	Footwear advice
	120
	9.0

	Exercise prescription
	65
	4.9

	Debridement of callus  alone
	59
	4.4

	Off-loading cast
	41
	3.1

	Extra-corporeal shock wave Therapy (ECSW)
	38
	2.9

	Low level laser therapy
	30
	2.3

	Serial casting
	29
	2.2

	Accommodative insole templating
	22
	1.7

	VP dry needling
	19
	1.4

	Enucleation of corn alone
	5
	0.4

	Application of wound dressing
	5
	0.4

	Nail management (cut and shape)
	4
	0.4

	Slipper casting
	4
	0.3

	Joint manipulation / mobilisation
	3
	0.2

	Custom functional orthotic casting
	3
	0.2

	Keratoma debridement complex
	3
	0.2



Table 3 Comparative data for two groups, top twenty diagnoses: Podiatric (medicine) and Podiatric (surgical) services. ‘Podiatric Medicine’ is viewed as all other podiatric domains except surgery. Italics represent repeat categories for both groups
	Order of commonality
	Medicine
	Percentage
	Surgery (numbers)
	Percentage (numbers)

	1
	Plantar fasciitis
	15.0 (65)
	Hallux valgus
	32.2 (12575)

	2
	Ulcer diabetic
	13.9
	Hammer toe
	22.0 (8623)

	3
	Flat foot
	11.8
	Hallux rigidus
	9.4 

	4
	Corn & callus
	3.7 (16)
	Morton’s neuroma
	5.4

	5
	Synovitis joints
	3.0
	Ingrowing nail
	3.5

	6
	Hallux valgus
	2.8 (12)
	Internal fixation problem
	2.5

	7
	Other acquired deformities ankle/foot
	2.8
	OA dorsal midfoot
	2.0 (790)

	8
	Posterior Tib. Tendon Dysfunction
	2.5
	Hallux valgus rigidus
	1.9 (739)

	9
	Verruca pedis
	2.5
	Tailor’s bunion
	1.8

	10
	Hallux rigidus
	2.5
	Metatarsalgia unspec.
	1.8 (699)

	11
	OA dorsal midfoot
	2.5 (11)
	Ganglion
	1.3

	12
	Morton’s neuroma
	2.1
	Plantar fasciitis
	1.3 (512)

	13
	Hammer toe
	2.1 (9)
	Other deformity of hallux
	1.1

	14
	Hallux valgus rigidus
	2.1
	IPK recalcitrant to treatment
	1.0

	15
	Achilles tenopathy
	2
	Other deformity toes
	1.0 (377)

	16
	Charcot’s arthropathy
	1.6
	synovitis
	0.9 (357)

	17
	Sinus tarsi syndrome
	1.4
	Corns & callus
	0.8 (324)

	18
	Other deformity toes
	1.2 (5)
	Hallux valgus – simple bunion
	0.8

	19
	Metatarsalgia unspec.
	1.2 (5)
	Bursal cyst
	0.7

	20
	Tarsal tunnel
	0.9
	Lesion of plantar nerve
	0.7



Special reports and additions

A completed pathway can be reported using the report button revealing all the events with the pre and post outcome measurements; sent to a GP this makes a powerful statement, especially if it shows improvement. The report even has an explanation informing the reader about the results and their interpretation.
Integration of data collected by trainees in surgery forms a log which is used upon each application before the Fellowship Part 2 is agreed. Trainees can also gather data about their own activities. There is great potential for Schools of Podiatry to build their student case load experience, as much as for clinicians to keep a log of their activity. How helpful would this be when the HCPC descended for a spot appraisal? A national database, backed by the College of Podiatry; what more could you want for? P-10 has wide opportunities for all. 

This is a facility for all colleagues, not just the surgeons. As I always say ‘If you do not write (it) down it does not exist…’. Evidence is everything today and collectively if we all pool our data it won’t be long before we show where our true strength lies. It is no longer acceptable to fail to back up our statements without evidence. Guesstimates do not ‘cut the mustard’ and if we try to guess, just check out the real figures. I thought I did heaps of heel (fasciotomy) surgery until I looked and realised I didn’t4. Most heel management came down to injections, orthotics and. 
It is important that podiatrists continue to undertake independent studies. As preparation for such research becomes difficult because of clinical time and priority, a unified system saves time and above all is prospective in design. We all have a duty to keep a record, whether we select every case or cyclical evidence which takes on a randomised basis for data collection. Podiatrists should make better preparations to review and reflect on their practice, and use the data and learning to make constructive adjustments. As each specialty demands greater expertise and learning, being a podiatrist excludes us from being an expert in all areas of our work. This is the result of expansion and development; equally this change makes the profession more exciting and enriched.
P-10 is my almanac, my bible and my calculator. It keeps me on track and maintains a standard in my practice that I am proud to demonstrate to any outsider. Sure it has some shortfalls, but the extra effort I put in pays back dividends when I review the quality of data I have at my fingertips. Once you start collecting data it is hard to stop as it grows rapidly and then the fertility of your efforts are rewarded with the gravitas that PASCOM-10 can bring.
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