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A national survey to explore clinical data and
outcome measure collection, storage, and use,
within prosthetic rehabilitation services during
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England microprocessor controlled prosthetic knee
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Abstract
Background: Routine health care data remain underused for enhancing care quality, safety, and cost-effectiveness, and for
research. Little is known about data collection and outcomemeasurement (OM) in English prosthetic services. This insight could inform
health care quality improvement and future nationwide data initiatives.
Objective: To examine data collection and OM practice undertaken during implementation of the Microprocessor Controlled
Prosthetic Knee Clinical Commissioning policy in English prosthetic services.
Study Design: Nationwide survey of practice.
Methods:An online survey was developed and piloted with clinicians working in English prosthetic rehabilitation centers. The survey
was deployed to all 35 of England’s prosthetic services. Centers were asked to complete one survey per center.
Results:Twenty-two centers completed the survey. Twenty of 21 patient data items were collected at rates.80%, whereas 5 of the
6 core outcomes were captured at rates exceeding 90%. Variation was observed in the scoring and administration methods of OMs
across centers, limiting comparison of scores. Clinically, patient outcome data were most often used to inform individual decision
making regarding microprocessor knee prescription (95%). However, 50% of centers suggested OMs needed to be more useful and
relevant. Forty-one percent of centers do not collate data across patients.
Conclusions:The consistency of types of data captured demonstrate the importance of this data for implementation of the National
Health Service Englandmicroprocessor knee policy. This work has identified several areas of variability, such as OMadministration and
collation of data, that present operational and educational challenges for the clinical use of routine health care data and OMs. These
challenges need to be considered for those implementing future service provision policies or aiming to develop a national prosthetic
data collection initiative.
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Background

Routine health care data are those collected during clinical
practice, for reasons other than research.1 An individual patient’s
data can be used locally to track their progress over time and to
inform consultations and clinical decision making,2 whereas
aggregated data can be used for health care quality improvement,

benchmarking, and to identify and reduce health inequalities.3 A
recent review commissioned by the UK Secretary of State for
Health and Social Care highlighted the unrealized potential in
National Health Service (NHS) health care data to improve
quality, safety, and cost-effectiveness of care,4 and generating an
important source of information for researchers.5 However,
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several authors have highlighted common issues with initiatives
aimed at collating routinely collected health care data, such as
inaccurate data, reporting that lags behind clinical care and a lack
of accessibility for clinicians.6 Furthermore, NHS data collection
has also historically focused on collection of process data such as
waiting times, numbers of referrals, or clinical contacts.3 However,
outcome information is often overlooked. Such data could provide
an understanding of the impact health services and interventions
have on the health and well-being of patients.3

Despite the growing number of large-scale data collection
initiatives within prosthetic rehabilitation settings across the globe,
there is currently no nationwide data collection initiative in
England. Past projects such as the National Amputee Statistical
Database last reported in 2008 and did not include outcome
information. Currently NHS England collect activity data from
centers as part of the commissioning process, but it is not publicly
available. Within England, Prosthetic rehabilitation is organized
within 35 regional centers, which offer multidisciplinary services
such as physiotherapy, prosthetic care, occupational therapy,
rehabilitation medicine, nursing, and psychological support, for
initial prosthetic rehabilitation after limb loss, and lifelong
management. There is currently no data collection or outcome
measurement (OM) consensus across these centers.

A recent narrative review highlighted many barriers to OM in
prosthetic rehabilitation including time pressures and lack of
training on the selection, implementation, and interpretation of
such instruments.7 Perhaps as a result, little is currently known
about how English prosthetic services collect data or use OMs.
This information could help realize the potential of these data in
prosthetic rehabilitation and inform the development of future,
nationwide, data collection initiatives.

The NHS England Microprocessor knee (MPK) policy was
introduced in 2016 and sets out guidance for clinicians working in
all 35 English prosthetic centers on the prescription ofMPKs.8 The
policy is the sole prescription guidance for lower limb prostheses
available in England and describes the only standardized approach
to data collection and OM. The aim of the policy was to create an
equitable, evidence-based approach to the prescribing of MPKs
and improve the quality of limb loss rehabilitation and outcomes at
a national level.8 The policy was developed through the NHS
commissioning process for ComplexDisability Equipment and sets
out the prescribing process. It outlines patient selection criteria,
intended for use by the multidisciplinary health care team (MDT)
during clinical assessments, and grounded in evidence of clinical
efficacy and cost-effectiveness. Potentially suitable patients un-
dergo a 4-week trial with the MPK where they are able to take the
knee home and use it for daily activities. Outcome measures
(including coremeasures and optional additionalmeasures) should
be assessed with the patients existing non-MPK before commenc-
ing the trial and must include patient-reported outcome measures.
The same OMs should be repeated at the end of the trial using the
MPK, for comparison. Provision of the MPK is agreed at an MDT
meeting that includes the patient. Follow-up reviews are arranged
at 6 monthly intervals and should include repeated OM. Table 1
describes the data collection requirements as described in theMPK
policy, including OMs. Data collection was required to support
national auditing by NHS England, which has yet to be
undertaken.

The standardization offered by theMPKpolicy provides a useful
framework to begin to explore how routine health care data and
OMs are collected in clinical settings. Therefore, the aim of this
work was to examine data collection and OM practice in English
prosthetic services within the context of the MPK policy and
consider lessons that might be learnt for future data initiatives and
policy-making.

Methods

A national survey was conducted, considering the current data
collection and OM practice undertaken in English prosthetic
centers during the implementation of the MPK policy, to address
the following objectives:

1. To understand types of data collected and storage
arrangements.

2. To understand how OMs are implemented in clinical
settings.

3. To gain insight into how data are used to inform clinical
practice.

All 35 English prosthetic centers9 provide MPKs in accordance
with the NHS England MPK policy8 and were approached to
complete the survey.

Ethical approval

The Health Research Authority Decision Making Tool10 catego-
rized the project as a national service evaluation, and therefore,
ethical approval was not required. No patient datawas collected as
part of the project.

Survey design

A novel survey was designed to address the study objectives (see
survey, Supplementary Digital Content 1, http://links.lww.com/
POI/A357). Three authors (JS, AJ, and CO) are clinicians working
in prosthetic rehabilitation, a prosthetist and 2 physiotherapists.
They drew on their clinical experience to develop survey questions
for the following 3 sections, aligned with the study objectives:

1. Type of data collected and storage arrangements in
clinical settings.Data requirements set out in the MPK
policy were grouped into patient characteristics (i.e., age,
sex, cause of amputation), treatment-related
(i.e., number of prosthetic or physio contacts),
prosthetic-related (i.e., original knee, type of MPK),
and OMs (i.e., core and additional measures). Multiple-
choice options were provided for each data type,
including “Not recorded,” “Recorded in a centre specific
MPK database,” “Recorded in the individual patients’
notes (either digital or paper),” or “Recorded in both
a database and patient notes.” For the purpose of this
analysis, the response of “both” was included in the
“MPK database” count.

2. OM implementation in clinical practice.Respondents
were asked which OMswere used and how, for example,
whether walk tests were conducted inside or outside
(recommended in the policy8), or whether they were
performed using a continuous path vs. back-and-forth
shuttles. It should be noted that the policy does not define
specific walking tests to perform, so the survey focused
on those commonly implemented in prosthetic practice
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and research.11 Respondents were also asked how OM
results were recorded, for example, the frequency of
measurement, different OM subdomains, absolute vs.
normalized scores, etc.

3. Use of data collected during implementation of the MPK
policy.

Open-ended questions asked how clinicians used OM in-
formation, whether data were collated and if so, how the collated
data were used, and if anything could be done to improve current
OM implementation/use.

The survey was created using Microsoft Forms and piloted by 2
clinicians from different prosthetic centers. Written and verbal
feedback about the content and usability of the survey was used to
develop the final version.

Data collection

All centers were informed about the survey via the NHS Centre
Managers Forum and professional networks. An introductory
email set out the project aims and provided the survey link. Centers
were asked to complete 1 survey per center. Responses were
collected between November 2022 and July 2023.

Data analysis

Quantitative data collected via the survey were analyzed using
descriptive statistics. Data were analyzed in the proportion of limb
centers that responded (%C). Using the number of patients who
were prescribed an MPK after a successful trial reported by each
center, it was also possible to calculate the proportion of patients

for whom data were recorded (%P), from the total number
represented in this research. Each of the combinations of recording
OMs and storing data were stratified in this analysis. Written
responses to each of the open-ended questions were analyzed
inductively using qualitative content analysis as described by
Mayring12 and summarized in Table 2.

Results

Twenty-two of 35 English NHS prosthetic centers (62.8%)
completed the survey. A total of 1598 patients had undertaken
an MPK trial at the participating centers. A total of 1467 patients
(91.8%) accepted the MPK as their primary, everyday prosthesis.
Of the 131 patients (8.2%) who did not continue with an MPK,
74.6% made the decision independently, in 13.9% of cases the
decision was made solely by the MDT, and a further 11.5% were
joint decisions between the patient and their MDT.

Types of data collected and storage arrangements in
clinical settings

Figure 1 illustrates the frequency of data collection by data type
(patient characteristics, treatment-related items, prosthetic-related
items, and core OMs), across the different centers, and the storage
methods reporting %C and%P. Five patient characteristics (level,
side and cause of limb absence, comorbidities, and indications for
MPK), and all 6 prescription-related items (prosthesis knee, foot
and suspension, before and during the trial) were collected
universally. All other patient data types exhibited collection rates
greater than 80%, except “Hours of physiotherapy,” which

Table 1. Summary of data collection requirements described in NHS England Clinical Commissioning Policy:
Microprocessor controlled prosthetic knees.8

Data type Information published in MPK commissioning policy8

Wider data requirements Data regarding patient numbers, demographics, levels of
amputation, aetiology, and providing service centers should be
collected at a national level and made available for analysis by NHS
England

Core outcome measures (mandated) - PEQ
- Self-reported frequency of stumbles and falls (over the past 6
months)
- Patient stumbles and falls diary to record changes
- Timed walking tests (indoors and outdoors)
- TUG
- RNLI
- Joint movement data

Additional optional outcome measures - L test
- Gait lab analysis
- TUG
- LCI 5
- AMP PRO
- PCI
- Tinetti’s balance assessment tool
- COPM
- GAS
- HAD scale
- Activity balance confidence scale UK
- Video evidence of gait and improved performance of functional
tasks relevant to the patient’s agreed goals

Abbreviations: AMP PRO, amputee mobility predictor with prosthesis; COPM, Canadian occupational performance measure; GAS, goal attainment scale; HAD scale, Hospital
anxiety and depression scale; LCI-5, locomotor capabilities index 5; PCI, physiological cost index; PEQ, prosthesis evaluation questionnaire; RNLI, reintegration to normal living
index; TUG, timed up and go.
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presented the lowest collection rate (54.5%C, 50.7%P). Five of the
6 core OMs exhibited collection rates .90%C/.90%P. Only
“joint movement data” saw lower collection rates (68.2%C,
66.5%P).

“Patient notes” was the most common storage method for all
data itemswith only 13/22 centers collating data in a locally owned
MPK database. Outcome measures were the data category most

commonly stored in a database, with 5 of the 6 OMs presenting
database storage rates.50%C/.50%P. “Type of MPK” was the
patient data item most likely to be recorded in an MPK database
(45.5%C, 41.2%P), whereas, for all other items, database storage
rates were ,23%C/,20%P.

The “Additional OMs” listed in the MPK policy were collected
less often than the core OMs (Table 3), with the most frequently

Table 2. Description of content analysis process for open-ended survey questions.

Description of content analysis process

1. Each open-ended question was analyzed separately by the lead author

2. Responses were reviewed line by line and codes were formed inductively from the data until no new codes were created

3. A coding book was developed and then reviewed to check for clarity and overlap

4. Codes were reduced as appropriate and the data re-reviewed

5. Frequencies of codes were calculated for each question

Figure 1. Patient characteristics, treatment-related data, prosthetic-related data, and core OMs that are stored in center-specific MPK databases (MPK db;
black) and patient notes (PN; gray), as proportions of the total number of centers (left) and the total number of patients (right). The dashed box indicates OMs
that are subcategories of the core OM “Walking tests.” 2MWT, 2-minute walk test; 6MWT, 6-minute walk test; Appts, appointments; DOB, date of birth; LA,
limb absence; MPK, microprocessor knee; No., number of; Orig., original e.g. pretrial; PEQ, Prosthesis Evaluation Questionnaire; Pros., Prosthetic; RNLI:
Reintegration to Normal Living Index; SIGAM, special interest group in amputee mobility; TUG, timed-up-and-go; WT, walk test.

4 Volume 00·Number 00·2026 Prosthetics and Orthotics International



collected being Socket Comfort Score (77.3%C, 68.4%P) and EQ-
5D-5L (50.0%C, 51.2%P). The least frequently collected were the
Canadian Occupational Performance Measure (0.0%) and Tinet-
ti’s balance assessment tool (4.5%C, 3.9%P). Other OMs not
mentioned in the MPK policy but reported as being recorded by
different centers included General Anxiety Disorder 7 item scale
(4.5% C, 3.3% P), heart rate (time to recovery) (4.5% C, 6.8% P),
the Houghton scale (4.5% C, 3.9% P), and the Berg Balance scale
(4.5% C, 1.2% P).

OM implementation in clinical practice

Across the 22 centers, there was variation in the implementation
and recording of OMs. In patient-reported OMs, most centers
(77.3%C, 77.4%P) collected all the subdomains of prosthesis
evaluation questionnaire, but some (13.6%C, 14.5%P) only
recorded specific subdomains. For falls and trips, “per month”
was the most frequently used reporting method (45.5%C, 43.2%
P), followed by “per week” (31.8%C, 27.8%P). For the Re-
integration to Normal Living Index, the adjusted score (40.9%C,
45.4%P) was more likely to be documented than the total score
(36.4%C, 34.1%P), with few centers recording both (18.2%C,
15.7%P).

Figure 2 shows the variability in walking tests protocols. There
was high consistency in the conduct of walking tests on occasion
indoors (90.9%C, 90.0%P) and on flat, level ground (90.9%C,
90.0%P). However, the decision to perform walking tests outside
was less consistent (31.8%C, 35.2%P), whereas 27.3%C (27.2%
P) sometimes perform the tests on variable walking surfaces (e.g.,
grass, slopes, etc.). All of the centers that sometimes performed
tests outside or on variable surfaces also said they sometimes

performed the tests inside, on level ground.Walking aid use during
these tests was recorded by 90.9%C (78.7%P).

The 2-minutewalk test (2MWT; 63.6%C, up to 64.8%P) and 6-
minute walk test (6MWT; 77.3%C, up to 83.3%P) were the most
commonly implemented, with only 9.1%C (5.5%P) and 4.5%C
(3.1%P) recording the 10-m and the figure-of-eight walk tests,
respectively. The most common technique used for the timed
walking tests was to ask the patient to walk back-and-forth
between 2 points, with 180 degree turns at each end (77.3%C,
82.6%P). A planned circuit within the center was used by only
27.3%C (18.2%P). Two-thirds of centers that used a circuit also
used the back-and-forth technique (18.2%C, 11.2%P). No
information was provided about the length of these circuits. In
addition, two-thirds of those that used a circuit reported that the
direction of travel of their circuit was consistent across all patients
(18.2%C, 14.7%P).

Use of data collected during implementation of the
MPK policy

Responses collected via the final open-ended questions (Table 4)
demonstrated that OMdata were most often used at the individual
level to inform the MDT of a patient’s suitability for MPK
prescription after the trial (95%). Two centers (9%) reported using
baseline outcome information to prioritize patients for MPK
provision. In addition, 5 centers (23%) commented that falls rates,
collected using self-reported falls diaries as suggested in the MPK
policy,8 were the most useful outcome to inform decision making.

Data collation across patients occurred in 59%C. Of these, data
were used for audit, evaluation, and research (46%), to direct
changes in practice (23%) or to inform managers (8%).

Table 3. The rates of data collection of the additional OMs listed in the NHS England MPK Clinical Commissioning Policy,8

reported by proportions of limb centers and by the proportions of patients.

Outcome measures Rate by center (%C) Rate by patient (%P)

Socket comfort score 77.3 68.4

EQ-5D-5L 50.0 51.2

ABC scale 40.9 36.3

HAD 36.4 34.8

Heart rate 36.4 31.0

LCI 5 27.3 23.2

EQ-VAS 22.7 25.1

L test 22.7 21.2

PHQ-9 22.7 19.4

O2/VO2/CO2 18.2 14.5

PCI 18.2 16.6

AMPpro/AMPnopro 9.1 7.6

GAS 9.1 3.5

PLUS-M 9.1 6.3

Tinetti 4.5 3.9

COPM 0.0 0.0
Abbreviations: ABC, activity-specific balance confidence; AMPpro/AMPnopro, Amputee Mobility Predictor (with/without a prosthesis); COPM, Canadian Occupational
PerformanceMeasure; EQ-5D-5L, EuroQoL 5-dimensions 5-levels; EQ-VAS, EuroQoL Visual Analogue Scale; GAS, Goal Attainment Scale; HAD, hospital anxiety-depression;
LCI, locomotor capability index; PCI, Physiological Cost Index; PHQ, Patient Health Questionnaire; PLUS-M: Prosthetic Limb User Survey—Mobility scale; Tinetti, Tinetti’s
balance assessment tool.
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About potential improvements, the most commonly reported
suggestions were to ensure OMs were relevant and useful for
decision making (50%), to develop digital solutions to data

collection (45%), to collate data nationally for comparison (36%),
and to minimize data collection so it is less time consuming for
clinicians (32%).

Table 4. Summary of open-ended survey questions and associated codes, with coding frequency by center.

Survey question and associated codes Frequency of coding

How do you use outcome measurement information to support your
decision to prescribe an MPK, or not, after the trial?

C1: To inform the MPK prescription decision 21/22

C2: To identify if the patient has achieved their goals 4/22

C3: To prioritize or select patients to take part in an MPK trial 2/22

C4: To allow an objective comparison making decision more holistic 4/22

C5: Not all measures are useful to support decision making 5/22

C6: The number of recorded falls is the most useful domain 5/22

C7: Benchmarking and use at service level for normative comparison 1/22

If you collate your MPK information, how do you evaluate it or use it to
inform your service improvement work?

C1: MPK data collated 13/22

C2: MPK data not collated 9/22

C2: Collated and used to guide audit, evaluation, and research 6/22

C4: Collated to inform practice development 3/22

C5: Collated but no details about use 4/22

C6: Collated to inform managers 1/22

What do you think could be done to make outcome measurement easier
or more useful to your service or patients?

C1: Outcome measurement relevant and useful for decision making 11/22

C2: Collate nationally for comparison 8/22

C3: Develop digital solutions 10/22

C4: Minimize data collection 7/22

C5: More staff available 3/22

C6: Develop standardized process 3/22

C7: Accessible reporting 2/22

Figure 2. The rates of respondents answering “True” to questions about different walking test implementation methods.
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Discussion

This nationwide survey of English lower limb prosthetic services
was designed to elicit information to address the 3 study objectives.

Objective 1: data collection and storage

The first objective was to understand the type of data collected and
how it is stored. The results indicated that there was high
consistency in the types of data that were collected across centers.

The NHS England MPK Policy8 stipulates which OMs to
collect, so uniformity in this regard may be expected. However,
there was a broad disparity in the collection rates of the optional
OMs (Table 3). This is likely linked to the time pressures on staff,
which was emphasized in the open-ended questions, and suggests
prioritization of only the most useful measurements in future
policies.

Although the policy stipulates which OMs must and might be
used, it does not clearly outline a minimum dataset for other data
categories (patient characteristics, treatment-related, prosthetic-
related). Consistency of data collection across different centers in
these latter categories demonstrates an understanding within the
prosthetics field and acknowledgement of the importance of these
data types. A recent International Society of Prosthetics and
Orthotics (ISPO) initiative—the Lower Extremity Absence Data,
or LEAD—sought to gather expert opinion and define a core
dataset “useful to industry, implementers, and policy makers.”13

Many of the types data consistently collected in English prosthetic
centers align with the recommendations of the LEAD project.11

Despite consistency, these data were not always readily
accessible to clinicians, often recorded in individual patients’
notes, rather than a collated database, which limits use of the data
for health care quality improvement and research. The MPK
policy8 does not stipulate a method of data storage or collation,
whichmay have led to heterogeneity between centers. In Section 10
(Audit Requirements), the Policy8 states that a web-based system
for data entry is planned, but to the authors’ knowledge, this has
not yet been implemented.

Objective 2: OM implementation

The second objective was to understand how OMs are imple-
mented in clinical settings and a high degree of variation between
centers was observed (Figure 2). An important aspect of OM,
especially when collating and comparing data for health care
quality improvement or benchmarking across multiple sites, is the
validity and reliability of the chosen instrument, which encom-
passes not only the measurement tool but also how it is
administered.14 Survey responses demonstrated variation in the
use of patient-reported OMs and performance-based measures,
particularly walk tests. Differences in the walking surface (e.g.,
hard floor vs. grass), test direction (e.g., back-and-forth vs. circuit),
test location (e.g., indoors vs. outdoors), and presence of
environmental factors (e.g., busy areas, weather conditions) etc.,
were reported both between centers and within centers. Varying
test conditions can alter the underlying concept being assessed and
introduce variability inmeasurement, which canmake the data less
reliable for assessment and scientific research.15 This could be
particularly relevant to people with limb loss who’s walking speed

would be affected by whether they turned 180 degrees toward or
away from their amputated side. It may be argued that the policy
document is not sufficiently detailed when it comes to OMs as no
information is provided about how tests should be performed or
references provided for the measures.8 This may also demonstrate
a need for greater education for clinicians concerning the use of
OMs in practice, which has been highlighted elsewhere.7,16,17

These 2 observations could be important learning points for future
policy development and implementation.

Objective 3: data usage

The third objective was to gain insight into how data are currently
used to inform prosthetic clinical practice. The collection and use
of data is very topical, having been identified as a recurring theme
at educational meetings in the field.18 Most centers (95%)
described using OM data (collected before the trial using the
non-MPK and after the trial using the MPK) to inform individual-
level decision making regardingMPK provision, based on whether
the patient demonstrated improvement in scores. Information
about changes in self-reported falls rates (collected using falls
diaries) were described by clinicians as most useful to guide
prescription decisions. Notably, prior research has shown that the
prescription of MPKs significantly reduces fall rates compared
with non-MPKs.19,20 However, many comments were made about
the relevance of OMs, as well the associated time burden of data
collection. These issues have been reported elsewhere within
prosthetic rehabilitation16,17 and wider health care settings21 and
have been described as barriers to the practice of OM, which is
meaningful for clinical practice.7 Additional challenges for using
OMs in this way include potential bias introduced by patients self-
reporting falls or completing patient-reported outcome measures
to evaluate a knee they desire, and the lack of minimally clinically
important difference values for many of the recommended OMs,
making it difficult to determine whether meaningful improvements
have been achieved.

There was some evidence of service level use of data for audit,
evaluation, and improvement; however, 41% of centers did not
collate data. Given that over 90% of the centers in this study
routinely collected data, it suggests a significant untapped potential
within prosthetic services for evaluating care—a concern under-
scored in a recent review commissioned by the UK Government’s
Secretary of State for Health and Social Care.4 Future research
could focus onwhat is required to support prosthetic rehabilitation
clinicians to collect and use data in a meaningful way.

Limitations

The main limitation of this work was that feedback was only
provided by 63% of English prosthetic centers. Although data
came from a variety of service providers, geographical locations,
and center sizes, it is not clear whether the findings represent data
collection practice across the whole of England. Second, the survey
findings were reported by prosthetic services themselves. The
authors had no access to actual data to check for potential
reporting errors. Third, multiple choice survey design may have
limited feedback from centers and led to missing information,
where a relevant response option was not included. For example,
the survey did not gather information on how frequently the
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patients were assessed with OMs. Finally, the survey only asked if
the optional OMs were recorded and not how. Some of the
optional OMs (e.g., EQ-5D-5L) can be recorded in different ways,
leading to further potential intercenter variability.

Implications for future policy and data collection initiatives

Overall, the survey findings indicate the MPK policy has been
largely successful, with 91.8% of patients continuing with their
MPK after the mandated trial period, helping to provide evidence
for the continuation of provision. To the authors’ knowledge, these
are the first available data regarding the acceptance/rejection rate
of MPKs under this policy.

Several lessons could be learnt for development and implemen-
tation of future policy or data collection initiatives within
prosthetic rehabilitation. These insights are particularly relevant
in light of the growing global effort to develop registries in
prosthetic rehabilitation,22-24 especially given ongoing concerns
about whether large-scale data collection initiatives can truly reach
their full potential and demonstrate meaningful impact for patient
outcomes.6 Gaining insights from current data collection in
practice, such as within the framework of the English MPK policy,
could inform development of future policy or data collection
initiatives to ensure they are fit for purpose. Findings from this
study clearly indicate the need for explicit data collection require-
ments, especially around OM. Well-defined information is re-
quired not only about which OMs but also the measurement and
reporting processes, to standardize what data are collected and
how. This would enable data within and across centers to be
aggregated or compared with scientific validity and reduce the risk
clinical decisions, health care quality improvement, or research
being based on inaccurate information. Second, considering
clinical time-pressures, initiatives/policy should prioritize only
the most relevant outcomes that aid clinical decision making.
Engagement with different stakeholders, especially clinicians and
patients, could help identify which outcomes are most important,
especially for those livingwith limb loss.25 Standardized IT systems
should also be employed to aid data collation and reporting,
providing clinical teamswith access to data at a local level to enable
health care quality improvement and research activity. Consider-
ing well-documented time issues in clinical practice, solutions may
need to be accessible, intuitive, and integrated with patient records
to reduce duplication of effort.

These findings may indicate an appetite within NHS prosthetics
services for greater collation of data to inform health care quality
improvement, such as a nationwide data collection initiative,
which could also be a useful resource for evaluating future policy
initiatives. However, as described previously, issues raised within
this study may need to be considered for any planned initiative,
such as the prioritization of meaningful data collection and
standardization of measurement processes. Education for clinical
teams could also be incorporated to reduce variation and improve
data quality and value.

Conclusion

The consistency of types of data captured demonstrate the
importance of these data for implementation of the NHS England

MPK policy. This work has identified several areas of variability
that present operational and educational challenges for the clinical
use of health care data and OMs. These challenges need to be
considered for those implementing future policies or aiming to
develop large-scale data collection initiatives in prosthetic
rehabilitation.
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23. Kamrad I, Söderberg B, Örneholm H and Hagberg K. SwedeAmp—the
Swedish Amputation and Prosthetics Registry: 8-year data on 5762
patients with lower limb amputation show sex differences in amputation
level and in patient-reported outcome. Acta Orthop 2020;91:464–470.

24. Alimusaj M, Michel K, Block J, Daub U, Heitzmann D, Nguyen TD, et al.
Update of the Amputation Registry Germany (AMP-Registry). Unfall-
chirurgie. 2025;128(4):240–247.

25. Ostler C, Donovan-Hall M, Dickinson A and Metcalf C. Exploring
meaningful outcome domains of recovery following lower limb amputation
and prosthetic rehabilitation: the patient’s perspective. Disabil Rehabil
2023;45:3937–3950.

Ostler et al. www.POIjournal.org 9

https://www.england.nhs.uk/wp-content/uploads/2016/12/clin-comm-pol-16061P.pdf
https://www.england.nhs.uk/wp-content/uploads/2016/12/clin-comm-pol-16061P.pdf
https: //www.england.nhs.uk/prosthetic-service-specification.pdf
https: //www.england.nhs.uk/prosthetic-service-specification.pdf
https://www.hra-decisiontools.org.uk/ethics/
www.POIjournal.org

