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My broken hipcl LI A Sy dQa LISNERLISOGA GBS

On a wetwindy afternoon | tookmy three granddaughters to a cafe for a drink after sch@dgthout warning, my foot slipped and | fell
to the floor. In a public place, in front of my small granddaughters, | had broken my hip. | was 68 years old.

| was admitted tahe localhospital. Tlke nextmorning a surgeon explained | needed a total hip replacement. | was taken to theatre :
hours after admission.

My perception of someone who broke their hip was of a frail, elderly person. My overwhelming thoagtitat | needed to tell the
staff that | was normally fit and active and had slipped @doibking after grandchildren

It is truly shocking to break a higboth physically and emotionally. There is no preparation for it. Rationally | knew | had a new join
GKSNB gl a y2 2dzigl NR aAdy GKIG L gFa WYSYRSRQ Ay (K 8&safasNh
impossible tomagine that | would walk again. Two physiotherapists saw me and helped me out of bed the day after surgery, but
low blood pressure and fainted the first couple of days when trying to walk.

Everyone was very kind but there was an air of pressurehaste in my bayl appreciated the staff were very busy with the other
patients needhg a lot of attentionMy husband and daughter visited me every day did friendsbut| would have welcomed someone
to talk to about the present and the futurend some written information for me to browsd.was reluctant to ask too many questions
as everyone was very busy. | still felt scared about the future and was very keen to know exactly what | should be elpimgyto h
recovery.

| was very eagerto go homeytRA Ry Qi FSSf LINBLI NBSR FyR GKS RAAOKINHS 41 a
for a while despite having a very supportive family. Fear of never returning to normal, of having another fall and lack of confidenc
my injured legvere paramount in my thoughts.

| was sent an NHS physiotherapist appointment for three months later. | felt the need to see a private physiotherapasiisheshat
| could be doing physically and what to avoid.

| received a phone call from the hotgdiat some pointasking only if | could walk outside; it was a very brief eaivever | felt | was
thoroughly assessed #te fracture clinic, my Xay was shown to me and the staff were very informative and positive. This
appointment certainly incresed my now growing confidence.

However, | am very thankful to now be back to normal and walking, swimming and cycling as before. | am very gratefexpertise
of my surgeon.

Phyll Taylor
Falls and Fragility Fracture Audit Programme patient pamsmber

The NHFD has facilitated
improvements in the care of
frail and older people with
hip fracture, reversing the
fatalism with which their
care, recovery and outcome
was so often viewed in
previous decades.

Deaths follaving hip fracture
may have halved since 2007
but this patient story
highlights how distressing hiy
fracture can still be, even for
younger and fitter people.

It reminds us to focus on
understanding people's
experience, both in and out
of hospital, and o ensuring
that they return to their
former lifestyle; topics that
this report and future work
need to address.

Antony Johansen
Orthogeriatrician and
NHFD clinical lead



Introduction

The National Hip Fracture Database (NHFD) was established ia2@07
collaboration between the British Orthopaedic Associatiof ) and the British
Geriatrics Society3(G Y, and itsmethodologyhas not changed since the
description provided in out

All 175 trauma unitén England, Wales and Northern Ireland continue to aglo
datadescribing theprocess and outcome dffie careprovided t066,313people
who presented with hip fracture in 20XBover 95% of patients in these countries.

Since 2007 the NHFD has reported a progressive improvement in mortality in tt
month afterhip fracture and this trend continues with ju$f007people 6.1%)
dying in 2018. This figurepresents a decreas# one in eight when compared
with the mortality figure 0f6.9% we reported for 2017 and implies that 564 fewer
people died within amonth of breaking their hijn 2018.

This report examines the quality of patient care using a set of six M&FD
and is designed to complemetite very broad range of
data on many aspects of assessment, surgical and anaesthetic care, rehabilitat
follow-up and outcome presented in the > and
freely available to the public

Foreword

As an orthopaedic trauma surgeon, | have been readindNtHEDannual report
every year since the datababegan 12 years ago. No one who is interested in
improving the care for patients with fragility fractures can fail to be impressed. 1
development othe NHFD to include all acute hospitals in England, Wales and
Northern Ireland, with higlyuality data on over 95% atl patients with a hip
fracture, is a remarkable achievement in itself.

However, to have demonstratechaalmostyear-on-year reductionin mortality
through the adoption of begtractice quality standards is the truly remarkable
result of this venture. | would never have believed that this was possible back ir
2007.

The NHFD has undoubtedly been one of the biggest success stories/\ii Sie
recent years. But what about its influence abroad?

For the last year | have had the great privilege of beingtheident of the Global
Fragility Fracture NetworfEFN) The FFN is a worldwide network of activists
whose mission ito improve the cae of patients with fragility fractures. It is in this
role that | have seen with great pride¢ the enormous positive influence of the
NHFD. There are now natiori@FNsn countries from Brazil through India and
China, to Malaysia and New Zealand. Alntbstfirst question that each of these
networks asks isWdow do we create our own version of the NHED?

TheNHFDhas become the standard to which other countries aspire. It is no
accident that the three pillars of the Global FFN are based upon the NHFD qua
standards related to acute multidisciplinary care, fast and effective rehabilitatior
and prompt secondaryrpvention to reduce the risk of future fractures.

| was particularly pleased to see the expansion and development of the Patient
tySft RSAONAOSR Ay GKAA &SI NRA&A NBLR
implementation of strategies to improve @are based upon what is important to
the patient. | have no doubt that thganel, with support from the Royal
Osteoporosis Society, will make sure that this is the case.

Congratulationsfrom meandfrom all of my colleagues in the Global Fragility
Fractue Network, and a big thank you to all of those involved in the UK Nationa
Hip Fracture Database.

Matt Costa
Professor oforthopaedictrauma, University of Oxford
President of the Global Fragility Fracture Network (BFN
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Executive summary

Key messages

Patient experiencepatient experience should be centraltiee design of hip fracturservices. Information leaflets must be available to inform and empgatents
FYR GKSANI T YAfASaod sholldibad&iyhélyasQghZahdSendarlypfel backtSchinitib®s. NS

KP1I lorthogeriatric care has transformed trauma services and servasvasdel for collaborative working. Involving trainee geriatricians in hip fracteinéces will improve
provision of perioperativsupport, and will train thosevho will develop and lead future services.

KPI ZQuality Improvement work should examine the reasons for delays to theiatx@rderto ensure the efficient planning and use of trauma li3tss will benefit all
patients who need urgent anaesthesia and surgery.

KP1 30vera quarter of patients are undergoing an operation that is not the one recommehy@tiCE. More should be doreembed standardised, evidentased
decisionrmaking aroundsurgicalimplant choicesNHFD clinical leads hospitalsshouldreview current surgical practice and their implant inventories to ensoresistency
across consultaned teams.

KPI 40one in ive patients are still not able to get out of bed on iltey after surgery. Prompt mobilisation after surgety i S @ S MaspnsiSildyzands keyli 2 LIF G A S
successful return tpre-fracture activities andesidence. Surgicand anaesthetic limitinfactors should be monitored and addressedégular clinical governance meetings
involving the whole multidisciplinatgam.

KPI SPrevention, recognitio and management of deliium &3S NE 2y SQ& NBALR Y AAOAf Al @ @ tierdexpeiGhck ahll rdvedcReanii@fgrt &
delirium should be a priority ithe firstdays after surgery. Effectiveanagement of pain, fluids, anaa and nutrition requires a multidisciplinary approach, and delirium
ratesshould be monitored and addressadregular governancemeetings involvinghe whole team.

KPI Gvost people want to return to their previous independence aftétia fracture. NICE guidance highligttte need for hip fracture programmes e responsible for
seamless care between hosgliind community services if theye to deliver improved outcome and reduced costs.

Mortality Ly ONBF aSR KAL) FNI} Ol dzNB& ydzYoSNE FRR (2 Ay dSNI LINB & gdzhi dinte? nfonttisNi waziilo &
avoid the 325 additional deaths that result each winter then trauma services need to plan for the greater number and tpofplexcases that present then.

Hip fracture mortality figures continue to improve, but teams née@xamine eaclease individually to ensure that lessons are learned byhele multidisciplinary temn
and that the needs of patientand of those closé them, are anticipated at the end aife.
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Patient
experience

Prompt orthogeriatric review

NHFD overall @

performance range (2018)

NHFD overall
performance range (2018)
13-94%

NICE compliant surge

A

NHFD overall
performance range (2018)
38-88%

. Information leaflets must be made

available to inform and empower
patients and their families.

. Patient experience should be

measured and routinely fed back
to teams.

Hospitals with low rates of
orthogeriatric assessment should

review their staffing of this key service,

Involvement of geriatricians in training

will help in this KPI and will provide

these doctors with experience that will

be vital if they work in this role, orin

the liaison roles that are developing in

other surgical specialties.

Teams should monitor administrative
reasons for delays to theatre to
inform efficient planning and use of
trauma lists.

Clinical factors that commonly lead
to delay are well-defined and
protocols for their management
need to be established and their
prompt correct use monitored
through local audit work.

NHFD clinical leads should review
current surgical practice and local
implant inventories to ensure
consistency across consultant-
led teams.
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t mobilisation

NHFD overall
performance range (2018)
36-100%

Not delirious post-operation

performance range (2018)
0-92%

Return to original residence

NHFD overall

performance range (2018)
37-91%

30 day ‘V }

mortallty

NHFD overall I | }

8\

Surgical and anaesthetic factors
limiting early mobilisation should be
monitored and addressed in regular
clinical governance meetings involving
the whole multidisciplinary team.

Screening for delirium should be a
priority in the first days after surgery.

Delirium rates should be reviewed in
governance meetings, so that
contributing factors can be identified
and addressed.

Hip fracture programme teams in
the acute ward must ensure close
links with rehabilitation and
community services, and follow
up their patients.

. Next year NHFD will launch casemix
adjusted mortality run charts: local
teams should use these to spot trends
in mortality and to stimulate routine
examination of their root causes

of mortality.



Key performance
indicator 1

Will | see both an orthopaedic surgeon and
a medical specialist after breaking my hip?

Definition:Isthe patientassessed bg consultant,specialist omssociate specialist
(SAS)or specialist trainee geriatrician within 72 hours of presentation

There is compelling evidence that comprehensive geriatric assessment (CGA)
improves outcomefor older people Early review by amrthogeriatrician will help
to prepare patients for prompt surgeryminimisethe proportionof patients
managed without surgerga figure that remaineet just 26 in 2013 improve
perioperativemedical care and expedite the planning of rehabilitation and
discharge.

The rangeof achieving prompt orthogeriatric reviewas 35100% in England,
where the influence of BR(best practice tariffmeansthis KPl was achieved for
93% of patients in 201& contrast to58%in Wales and7% inNorthern Ireland.

Thereremains huge variation in how likely a patientoreceive an admission
asessment by an orthogeriatriciamifferent hospitals reporfigures thatranged
from 1¢100% of patients in 2018heW O I (i S N1 Jaek left phigp dhtbwathie Q

distribution of this with four units in Wales still having no orthogeriatric service.

Thirty severunits (21%)have 99.8% confidence limits below thationalaverage
for KPIL. Teans shouldcheck theonline to see their own positionif
this suggess$ performancethat issignificantlybelowthe national averag¢hey

shouldexamine local arrangements for orthogeriatric support for their patients.

Teams with performancsignificantly above averagghould be congratulated.

Much of the success of the NHFD andBflin reducing 3@day mortality in
England can be traced tbeir promotion of collaboative orthopaediegeriatric
working( ).

In 2017 we showedthat units were reportinghat for each patient admitted with
KAL) TN} OGdzNB GKSNB gl a |y
job-plans. In thi® S I NNIA this figure hadisento 5.5 hourqsee
chart above)in part reflectingongoing development of orthogeriatric séres
which often support othepeople with frailtyand older trauma patients.
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