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PATIENT RECORD SELECTION INSTRUCTIONS AND GUIDELINES 

Podiatry 

Peer assessment (PA) instructions 

The PA aims to identify opportunities to enhance your medical record keeping and also 
facilitate a discussion with your assessor about clinical care. Comprehensive and complete 
medical records will ensure that a podiatrist unfamiliar with your practice (or a given patient) 
can easily and effectively provide appropriate care. This applies to all podiatrists (including 
locum and part-time) and to all settings. 

Selecting patient records 

For the chart review component, please pre-select ten (10) patient records from the 
previous six to 12 months that are most representative of your practice and create a list for 
the assessor. When possible, please create a day sheet within your EMR system that lists the 
selected records. 

The selection of records is requested to include the following, where possible:  

¶ forefoot deformities (e.g., hallux abducto valgus, hallux limitus/rigidus, hammertoes, 
neuroma, tendinopathy, soft tissue mass) 

¶ midfoot and rearfoot deformities (e.g., pes planus, pes cavus, heel pain, arthritis, 
tendinopathy, soft tissue mass) 

¶ dermatological conditions (e.g., toenails, hyperkeratotic lesions, fungal/viral/bacterial 
infections/other skin lesions) 

¶ diabetic foot management (e.g., low, medium and/or high-risk diabetic foot, diabetic 
foot ulcer management, Charcot neuroarthropathy) 

¶ patients with chronic health (conditions) requiring foot/ankle care (e.g., chronic kidney 
disease, peripheral arterial disease, inflammatory arthropathy, post-stroke, Charcot-
Marie-Tooth Disease) 

¶ in-office surgical procedures (e.g., toenails, skin biopsies, tenotomies)  

¶ trauma (e.g., sprains, fractures, puncture wounds)  

During the assessment, the assessor will select five to 10 additional patient charts from the 
previous six to 12-month period. Assessors will typically view recent day sheet(s) and review 
charts corresponding to those days’ patients who were seen for a range of issues, using the 
same list above. If the assessment occurs on site, please arrange a work area for the assessor 
to review the charts. It is not necessary for you to be present during the chart review, which 
may take up to three hours. 
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o chief complaint/reason for referral 

o history of presenting condition (pertinent positives and negatives) 

o relevant past podiatric, medical, and surgical history 

o allergies (or lack thereof) 

o relevant family history 

o current medications and doses 

Guidance: Note that doses are mandatory for medications that you 
have prescribed. If it is not possible to confirm the doses of other 
relevant medications, at a minimum, the name(s) must be listed. 

o substance use history and current use (or lack thereof), as relevant 

o other relevant personal and social history 

o podiatric examination consisting of vascular, neurological, 
dermatological and biomechanical (structural anatomy/gait) 
examinations 

o evaluation and assessment of footwear and orthotics/braces (if 
applicable)  

o diagnostic conclusions (definitive/provisional; differential diagnosis 
where appropriate) 

o treatments or interventions initiated, including medications 
prescribed or diagnostics ordered 

o advice or next steps provided to the patient  

o recommendations for follow-up by the referring 
physician/practitioner 

o recommendations for continuing care 

o recommendations for referral to other consultants and indication of 
who will be responsible for arranging the referral – the podiatrist or 
the referring physician/practitioner 

Guidance: These elements (as relevant) must be documented for a 
comprehensive assessment report for complex cases of podiatric 
concerns and contained in the patient’s medical record. For a 
focused or regional assessment, some of the items may not be 
relevant. The consulting podiatrist may choose to send a more 
concise letter to the referring physician/practitioner if deemed 
appropriate. 

¶
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3. Your charts should be easily interpreted 

The assessor should be able to easily track your intellectual footprint and 
understand the reasons for the patient’s course of care. 

Comprehensive and complete medical records will ensure that a podiatrist 
unfamiliar with your practice (or a given patient) can easily and efficiently provide 
appropriate care. Try reading one of your charts as though you did not know the 
patient—does it make sense? Can one determine from the record why the patient 
came to the podiatrist, what was found out, what was done and why? 

  For the complete PPEP assessment standards, visit the College website. 
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