Report PASCOM 2008
(Podiatric Audit in Clinical and Outcome Measurement)
PART 1

Data Collection 

Data collection remains one of our main problems and is ongoing. The new website based system should overcome this. We now know that member mandation is difficult and NHS ownership of data brings additional problems. The Chair (working party) and faculty representative will continue to work on this. Several bulletins have been posted on the SCP website and also Podiatry Now. At present the NHS.net e-mail is the best way of covering some of the sensitivities of transfer. It has been made clear to all that Trust policy must be adhered to and permission sought first when using our database for patient data. Further bulletins will be needed to keep the data acquisition in the headlines.

Project progress (originally outlined to the surgical membership at Cambridge Osteotec meeting 2007 to members)
The working party have convened and started work on the new version following agreement to commence the new project. David Goulds and website officers, former Chair of Council, Ralph Graham have attended meetings. Our new designer Mr Ian Bishop-Leggett was given the contract to update PASCOM having competed with two other proposals. At the request of Faculty the new PASCOM format will include important areas for logging training. The only outstanding business remains associated with the website provider and integration. This is still ongoing. Presentation of PASCOM to the general membership in 2009 at the annual conference is recommended. The latter part of 2008 and early 2009 will be used to conduct trials before going live. No date for ‘going live’ has been made available at the moment. The next meeting of the Working Party will take place on 11th July at the SCP offices.
Changes to the old system

The PASCOM codes will be expanded from the existing cohort to 500 options, including multiple surgeries. Sequellae will form five risk areas graded 1-5 to show impact on morbidity. Medications will follow the BNF coding and have been seriously upgraded. PSQ remains as a useful tool for flagging up problems with patients. A joint paper is due to be published in The Foot in due course on data degradation and repeatability of PSQ-10. MANXFQ has been introduced as the official pre/post op score because it is UK (English), has no copyright on it and was originally used for HV surgery with validation evidence. The FHSQ is copyrighted and harder to use, the ACFAS four questionnaire method, while extensively used by the US market and others, does have some ground root problems. MANOXFQ will act as the second outcome tool. Diagnostic codes will form the first part ‘new face’ of the new system and has been selected for ease of use with medical and podiatric DX common to our field. The system now will open up to a wider range of members other than surgeons. Nail surgery will be covered for all to use (after a trial period). Steroid injections will also be covered. Other areas of podiatric work will be labelled but there will be no through route with end pathway. Some non surgical interventions will be too difficult to agree in a large membership, bearing in mind the project has been running officially for 10 1/2 years now with the SCP. Longer term wide roll out is possible but outside the scope of this project and the remit of the Faculty of Surgery
Working party

We welcome newcomers to the working party; Ian Reilly, Ernest Kersley-Barlow and Campbell Wareham. Nick Richards and Jason Hargrave have retired from the WP and we are grateful for their assistance over the last three-four years. Chair is trying to move forward to utilise different members who can bring ideas the project. Mr P Milsom has been appointed by the Finance committee to join the working party and has been welcomed through the offices of David Goulds. 
Ownership of data / exchange of data

Whilst accepting that data is owned by the NHS in the main, and of course for those in private practice for personal systems, exchange of data must be protected. A recent case has come to light requesting access from another Fellow who has left the department. In light of ownership clarification, we must ask Faculty Board to consider the appropriate action that ought to be taken to give reasonable access and offer reasonable protection. This is the first case of its kind. (Previously e-mailed to Board members under confidential).
Chair of PASCOM

Mr David Tollafield has recently been elected to the Faculty Board and it is hoped that closer liaison and communication will assist with the project extension approved by the Finance committee (see above / new project)
Part 2 Data Report was compiled by advisor to the Project, Mr Gavin Rudge,

Data Scientist, University of Birmingham, Department of Public Health and Epidemiology,

PART 2

Data Report 2008
This brief reports contains a summary of data collected from the PASCOM system derived from returns to the project made between 1997 and spring 2008.  

A total of 33 individual surgeons have been recorded by the system as submitting the data presented here.  As always the actual number of project collaborators is higher.  Typically there is in excess of a six-month lag between project commencement and data submission because of the follow-up regime of the audit cycle.  Also data transmission problems have affected a few some centres delaying receipt of cases.  These are being rectified at the time of writing.
Data from 13,605 surgical episodes are reported, involving nearly 24,000 individual procedures.  Follow-up data have been submitted for 9675 of these so far (72%) and patient satisfaction survey results have been submitted for 6501 (47%).  The capture rate of satisfaction data is disappointing, but this remains probably the largest body of survey data of its kind and is consequently of great value to the profession.
The system continues to enable individual centres to support governance, audit, and research in their respective teams.  Also valuable work on validation of the patient satisfaction instrument used by the project has been undertaken.
For the time being, the system is still delivered via an Access database platform, relying on individual centres to capture data and make separate returns which are appended to a central database.  A small number of collaborators still submit paper proformas which are transcribed onto an electronic system manually.  There is considerable heterogeneity of technical support and infrastructure amongst the centres.  The complex interrelational structure of the existing database does impose an extra burden of support that has to be given to some teams.  It is anticipated that the new system will provide built in workarounds for most, if not all of these issues.
Cases and Surgeons

Data with 59 different surgeon codes have been submitted to the centre so far.  The distribution of the number of episodes per surgeon is summarised below in figure 1. Many have just started submission recently and have not built up a large case base.  A few of the early supporters have contributed a great many and presumably will stay overrepresented in the project as long as they operate at the same rate.  The submitted data contained a total of 42 different centre codes, mainly from the NHS but with some private sector settings as well.
Figure 1: distribution of the number of submitted cases per surgeon
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Case-mix
We can use the project coding system to distinguish between surgical technique in a much more fine-grained way than other coding systems such as OPCS4 or the BUPA codes based upon them.  Table one shows the number of cases submitted to the project of each type of procedure. There are 187 possible procedure codes that have been used in the data collection process so far, for the purposes of this report however counts of procedures have been presented that use the more generic ‘two character code’ that groups similar procedures together.  There are a total of 71 of these categories.  
Table 1 Counts of cases by generic surgical procedure group

	Generic procedure category
	Recorded cases

	Amputation, great toe
	125

	Amputation, other
	438

	Osteotomy, base
	343

	Arthrodesis great toe
	84

	Arthrodesis, lesser toe
	917

	Arthroplasty, lesser toe
	4619

	Osteotomy, capital
	4395

	Osteotomy, hallux
	3903

	Calcaneal spur
	19

	Capsulotomy of lesser MTPJ
	164

	Excision of bone from calc. (Haglunds)
	67

	Cheilectomy
	411

	1st ray excisional Arthroplasty
	528

	Lesser metatarsal osteotomy
	952

	Multiple metatarsal osteotomy
	5

	Fasciotomy, division of fascia, percutaeous
	68

	Bunionectomy
	316

	Removal of fascia tissue
	50

	Excision of lesion of skin
	362

	Neurectomy
	1000

	Osteotripsy, digit, percutaneous
	53

	Osteotripsy other bone (excl. calc)
	37

	Excision nail, total, Zadik
	66

	Biopsy fascia lesion
	11

	Tendon lengthening
	640

	Nail ablation
	685

	Nail ablation
	312

	Excision of hypertrophy of MC joint
	29

	Cautery of skin / verrucae
	106

	Subungual exostectomy
	156

	Syndactylisation  / desyndacylisation of toes
	47

	Excision verrucae (Cautery or curettage)
	156

	Removal of internal hardware
	976

	Therapeutic arthroscopy (joint cavity)
	2

	Metatarsal excision of head
	65

	Prosthetic implant
	263

	Remove prosthetic implant
	22

	Skin plasty
	101

	Diagnostic arthroscopy
	3

	Biopsy of skin
	88

	Skin flap advancement
	38

	Total excision of bone fragment
	74

	Metatarsal excision of heads
	31

	Jones sling and arthrodesis
	11


Table 1 continued

	Generic procedure category
	Recorded cases

	Biopsy and or excision of bone lesion
	44

	Curettage of bone lesion
	9

	Fusion of first i.p. joint
	18

	Biopsy and or aspiration of joint
	6

	Therapeutic injection, joint
	213

	Therapeutic injection, subcutaneous
	138

	Excision bursa
	149

	Aspiration of bursa
	2

	Excision of ganglion
	165

	Excision of lesion of tendon
	11

	Tendon graft
	5

	Open reduction of small bone fracture (articular)
	5

	Open reduction of small bone fracture (fixation)
	6

	Total excision of sesamoid
	83

	Excision of ectopic bone, peri articular
	71

	Primary repair of Achilles tendon
	7

	Secondary simple repair of tendon
	7

	Conversion to fix joint with graft
	6

	Cuneiform osteotomy
	22

	Calcaneal division of bone
	35

	Allograft of bone nec
	15

	Auto graft
	22

	Bone harvest for auto graft
	13

	Incision and drainage
	29

	Biopsy of subcutaneous tissue
	6

	Tarsal tunnel release
	7

	Repair capsule of joint for stabilization
	5

	Non-coded procedure
	241

	Invalid 2 Character code
	4

	Garand Total
	24082


Outcomes

Table 2 (over) summarises all of the outcomes logged on the system so far.  A crude incidence per 1000 cases has been shown for comparison.  Given that there is a probable follow-up bias where patients with no problems sometimes do not present for assessment, the recorded incidence here is somewhat higher than the actual incidence.

The system does allow for procedure specific sequellae to be examined in great detail.

Patient satisfaction

Table 3 shows a summary of the patient satisfaction surveys submitted to the project

Table 2: Recorded sequellae in cases with audited follow-up (n=9675) with crude rate per 1000 audited cases
	Outcome
	Count
	Per 1000 cases

	Avascular necrosis
	1
	0.10

	Bone union delay
	8
	0.83

	Callus development
	31
	3.20

	Cannot wear shoes (3mths+)
	6
	0.62

	CRPS
	6
	0.62

	Digital periostitis
	12
	1.24

	DVT (confirmed)
	1
	0.10

	DVT (suspected)
	10
	1.03

	DVT (unspecified status)
	17
	1.76

	Fixation movement
	81
	8.37

	Fracture of fixation
	4
	0.41

	Fixation / implant problem other
	9
	0.93

	Haematoma
	10
	1.03

	Incision line healing
	167
	17.26

	Infection proven
	107
	11.06

	Infection suspected
	203
	20.98

	Ischaemia
	1
	0.10

	Joint pain and stiffness
	79
	8.17

	Medication side effect
	123
	12.71

	Metatarsal fracture
	11
	1.14

	Mortality
	2
	0.21

	Motor power loss
	2
	0.21

	Osteomyelitis
	2
	0.21

	Other
	158
	16.33

	Pain around site of surgery
	185
	19.12

	Patient non compliance
	59
	6.10

	PONV
	42
	4.34

	Poor healing
	10
	1.03

	Poor pain control
	113
	11.68

	Pulmonary thrombosis
	1
	0.10

	Recurrence
	84
	8.68

	Scar line
	144
	14.88

	Sensory loss (large)
	4
	0.41

	Sensory loss (small)
	43
	4.44

	Skin necrosis
	8
	0.83

	Stitch problem
	59
	6.10

	Stump neuroma
	15
	1.55

	Swelling (abnormal)
	108
	11.16

	Transfer metatarsalgia
	69
	7.13


Table 3  Summary of responses from the PSQ10 (n=6501)
	Q2 Were the complications and risks from surgery explained?
	No
	52
	0.80%

	
	Not stated
	31
	0.48%

	
	Not sure
	128
	1.97%

	
	Yes
	6290
	96.75%

	Q3 Did you know what to do if you had a problem after surgery?
	No
	32
	0.49%

	
	Not stated
	65
	1.00%

	
	Not sure
	55
	0.85%

	
	Yes
	6349
	97.66%

	Q6 Did you have a problem
	No problem
	4830
	74.30%

	
	Not stated
	11
	0.17%

	
	Yes major problem
	155
	2.38%

	
	Yes minor problem
	1505
	23.15%

	Q5 How effective was your pain control?
	Completely ineffective
	437
	6.72%

	
	Excellent /minimal pain
	2419
	37.21%

	
	Not stated
	101
	1.55%

	
	Some pain
	3544
	54.51%

	Q6 When could you get back into your shoes?
	After 6 months
	114
	1.75%

	
	By 12 weeks
	11
	0.17%

	
	By 2 weeks
	1334
	20.52%

	
	By 4 weeks
	1267
	19.49%

	
	By 6 months
	310
	4.77%

	
	By 6 weeks
	2332
	35.87%

	
	By 8 weeks
	959
	14.75%

	
	Not stated
	162
	2.49%

	
	Still can't wear shoes
	12
	0.18%


Table 3  Continued
	Q7 Do you still have discomfort from your original foot problem?
	At rest
	325
	5.00%

	
	No discomfort at all
	2550
	39.22%

	
	Not stated
	106
	1.63%

	
	Occasional twinges
	2596
	39.93%

	
	Standing for a long period
	680
	10.46%

	
	When standing
	244
	3.75%

	Q8 How would you describe your original condition?
	A little worse
	104
	1.60%

	
	Better
	1480
	22.77%

	
	Deteriorated
	80
	1.23%

	
	Much better
	4538
	69.80%

	
	Not stated
	108
	1.66%

	
	The same
	191
	2.94%

	Q9 Would you be prepared to have surgery performed under the same conditions again?
	No
	232
	3.57%

	
	Not stated
	115
	1.77%

	
	Yes
	6154
	94.66%

	Q10 Was the outcome stated in question 1 met?
	In part
	386
	5.94%

	
	No
	206
	3.17%

	
	Not stated
	177
	2.72%

	
	Yes
	5732
	88.17%


Reported patient satisfaction remains high with very few patients reporting serious problems or being unwilling to undergo similar procedures in the future.  The PSQ score despite having a skewed distribution and is less sensitive to minor differences in satisfaction than is ideal, remains robust and has been validated in the literature.  

Circulation 

Faculty Board, Working Party

30th May 2008
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