
Payment by Results, Best Practice Tariff 
Data collection agreement – Hip Fractures

between

and

Introduction

With the commencement of the Best Practice Tariff for hip fracture patients in April 2010, the NHS undertakes a significant change in the way that patient care is paid for.  Instead of a system based purely on data submitted through the Secondary User Service, payment will also depend on data submitted by the Acute Trust through a third party – the National Hip Fracture Database (NHFD).

The Department of Health has set out the criteria for the Payment by Results (PbR) - Best Practice Tariff, and the NHFD has defined the fields to be completed to record them. However the means by which data is collected and entered will vary from hospital to hospital, depending on local staffing and infrastructure.

The effective delivery of care to patients relies on a high level of trust and co-operation between Purchaser and Provider.  It is the purpose of this document to set out the means by which the Acute Trust will collect the data required to fulfil the criteria for PbR.
Description of service:
Patients are preferentially transferred from A&E to the trauma wards where they remain until discharge or medically indicated transfer.
There is a daily trauma round in which each patient is seen by a senior (SpR or above) orthopaedic doctor.  There is a daily 5/7 review of all new patients by the orthogeriatric middle grade and two weekly Consultant led orthogeriatric wardrounds. Consultant cover is arranged for annual and professional leave.

Rehabilitation is jointly supervised by the Orthopaedic Clinical Lead and the Consultant Geriatrician (0.5 WTE) with a daily handover to therapies.
There is a weekly MDT meeting attended by the Orthopaedic Consultant, Middle grade and FY ½ and the Orthogeriatric Consultant and Middlegrade, the Fractured Neck of Femur Nurses, Therapists and Discharge Co-ordinators
There is a monthly meeting of Consultants, Managers, Ward Sisters and the Discharge co-ordinator to ensure a high level of service delivery.

Persons responsible for data collection and entry: 

Fractured Neck of Femur Nurses
Person responsible for data quality: 

………………………………………………

PbR criteria

1. NHS number (required for data linkage)
NHFD field: 
NHS number

This will normally be taken from the hospital PAS.  Should the PAS field be recorded
 
as ‘Tracing’ or ‘Missing’, the GP will be contacted. 
2. Time to theatre (all cases) within 36 hours from arrival in Emergency Department (or time of diagnosis if an inpatient) to the start of anaesthesia 

NHFD field: 
Date and time of admission to A&E 

(or presentation to trauma team if not 
admitted via A&E for this hip fracture)
Date and time of admission to A&E to be taken from A&E management system or 

photocopy of A&E record in case notes.

Time of diagnosis of hip fracture in inpatient to be taken from the time of case note
entry by orthopaedic FY2 or above, diagnosing fracture. If this entry is not timed, the 

NHFD field will record the time of referral to orthopaedics.  If this entry is not timed 

the NHFD field will record the time at which the diagnostic x-ray was taken, according

to PACS.

NHFD field: 
Date and time of primary surgery
The time that anaesthesia is started will be taken from the theatre management

system, or from the clinical records. If the field is missing, the next recorded time will 

be entered, i.e. time of entry to theatre.

NB This means that poor data quality will disadvantage the acute trust rather than the

PCT.

3. Admitted under the joint care of a Consultant Geriatrician & a Consultant Orthopaedic Surgeon 

NHFD fields:  
Orthopaedic GMC code
Geriatrician GMC code

The GMC numbers of………, Clinical Lead for hip fractures and……….,

Clinical Lead for Orthogeriatrics will be used throughout.

4. Admitted using an assessment tool agreed by geriatric medicine, orthopaedic surgery and anaesthesia 

NHFD fields: 
Admitted using DH Assessment form
This field will be checked if there is a recorded assessment [Appendix 1] that the patient has been admitted using the agreed tool [Appendix 2].
5. Assessed by geriatrician in perioperative period (defined as 72hrs of admission) (Geriatrician defined as Consultant; NCCG or ST3+) 

NHFD fields:  
Date & Time assessed by Geriatrician
Geriatrician Grade
Geriatrician GMC code (for the purposes of NHFD and PbR only this person is defined as ”the Consultant Geriatrician authorised by the Trust to ensure that acute medical issues, identified by the joint admission protocol (below) are addressed acutely at admission, in line with agreed protocols within the Trust by physicians”.  Entry of the GMC number for an individual patient indicates that that responsible Consultant Geriatrician is satisfied that those measures were in place and deployed at admission for that patient.

The date, time and grade of the assessor will be taken from the clinical records. If no
time is recorded the time of the next timed event will be recorded. If the patient is under the care of a geriatrician or physician at the time of the fracture, the time of assessment will be recorded as the time of referral.
6. Postoperative Geriatrician-directed:


a. Multiprofessional rehabilitation team


b. Fracture prevention assessments (falls and bone health)
NHFD fields: 
Multidisciplinary rehabilitation team assessment
This will be recorded as ‘Yes’ when the patient has be treated by a therapist or a

decision that therapy is inappropriate is recorded in the notes.
Specialist Falls Assessment

The will be recorded ‘Yes’ if there is a documented assessment by the orthogeriatric

team as defined in NHFD FAQs 
‘A systematic assessment by a suitably trained person e.g. Geriatrician or a specialist

assessment trained nurse which must cover the following domains:- Falls history (noting previous falls), cause of index fall (including medication review), risk factors for falling and injury (including fracture) and from this information formulate and document a plan of action to prevent further falls.’ 

or a documentation of a clinic appointment is made.
Specialist Falls Assessment

1. Use Falls Risk Management Pathway ( Appendix 3)

 This includes Falls history, No of Falls, risk factors and injuries.

Depending upon that patient gets investigated and referred to     appropriate Multidisciplinary specialities. Action plan is formulated from above input.

2. Falls pathway co-ordinator involved for recurrent Falls

3. Appropriate Community team referrals done eg COMBAT, CTT, CCT or rehabilitation hospitals

Bone Protection Medication
This will be completed according to details of admission and discharge medication, along with any clinical record of a decision not to treat. 

Bone Protection Medication

1. NICE , NOGG and local protocol followed for  management of Osteoporosis (see the attached document)

2. Patients Less than 75 yrs get referred to Osteoporosis clinic for DEXA scan and monitoring.

PbR – Summary of Hospital responsibilities

· Ensure quality and integrity of NHFD data recorded – this will be the responsibility of the NHFD Lead Clinician for the Hospital.

· Confirm the BPT on-line report is correct prior to releasing to PCT

· Resolve any queries with relevant commissioner

Appendix 1


CHECKLIST FOR PATIENTS OVER 65 YEARS OLD

 WITH FRACTURED NECK OF FEMUR 

Please tick as appropriate.  Reasons must be documented if any of the following is not completed.

All patients over 65 years of age to be admitted under the care of 

A&E

□   X-ray                   


                                                             

□   Chest x-ray on clinical grounds 


□   ECG performed  

□   Bloods including Group & Save  

□   Analgesia administered                                                                                                                                                                                                          

□   IV fluids administered                                                                                                                                                                                                                       

□   Regular paracetamol iv /oral prescribed                                                                         

□   Prn anti-emetic prescribed                                                                                                                                          

□   Prn morphine prescribed    

□   Waterlow ……………………….                                    

□   Fast track within 1 hour if medically stable                     

ORTHOPAEDIC (clerking Dr to complete)

□   Admitted according to the ‘Assessment Protocol’

□   Assessment within 4 hours of admission to A&E and FULL clerking

□   ECG reviewed                                                                        

□   X-ray, chest x-ray reviewed

□   Bloods reviewed and repeat G&S sent on admission

□   Prescribe thromboprophylaxis

□   Prescribe prophylactic antibiotics

□   Prescribe IV fluids, analgesia, anti-emetics

□   Document and inform staff of NBM instructions

□   Marked and consented

Signed..............................
Printed Name......................................

Time....................              Date...............................

ORTHOGERIATRIC

      □   Orthogeriatric review within 72 hrs pre operatively. 

        Time and date seen ………………..

      □   Bone protection prescribed as per NICE guidelines    

      □   Falls risk assessment completed                                  

NURSING

□   Air mattress ordered at admission                               
□   Profiling bed                                                                

□   Urinalysis (MSU if positive)                                      

□   Admission pack completed                                          

□   OT measurement form to family                                  

□   Stool chart                                                                     

□   Estimated date of discharge   …………………        

POST-OP

□   Check bloods post-op                                                    

□   Mobilise 1st day post-op as tolerated 

     (before check x-ray unless otherwise stated)                   

□   Hemiarthroplasty: check x-ray (DHS: not required)  

□   Start discharge plan       

Appendix 2
BTUH Assessment Protocol for Admission of 

Fractured Neck of Femur Patients

Aim to operate within 36 hours: from arrival in Emergency Department (or time of diagnosis if an inpatient) to the start of anaesthesia.  This should allow adequate time for preoperative assessment and optimisation.

Surgery should not be delayed further unless there is a specific medical condition which can be improved.

Put on first daytime Trauma slot, as early in list as possible to avoid being excessively starved or postponed due to lack of time.

In addition, all patients should have a Preoperative Assessment by a Geriatrician and also undergo Fracture Prevention: by means of a Specialist Falls Assessment and receiving Bone Protection Medication.

Fluid Resuscitation

Cannulate and begin IVI in A&E. 
Analgesia

Regular paracetamol 1g QDS – IV is particularly good in the elderly.

Morphine- IV, IM or PO

Avoid codeine if possible (SE: constipation)

Avoid NSAIDs (often contraindicated e.g. cardiac/renal disease)

Prophylactic Antibiotics

Follow Trust guidelines.  Please prescribe preoperatively. 

First option (MRSA –ve and not penicllin allergic), co-amoxiclav 1.2g on induction.

If MRSA positive or if high risk of MRSA or if pencillin-allergic: 

please give vancomycin 1g IVI preop, plus gentamicin 2mg/kg on induction.
Alternatively, if vancomycin is not started on the ward, a bolus dose of teicoplanin 400mg IV on induction, plus gentamicin as above.

Anaemia

Keep Hb >8 g/dl (>10 g/dl if IHD)

If Hb <10 g/dl on admission, cross-match blood. 

If <11 g/dl, recheck Hb the following day.

Blood tests

FBC, U+E’s, Bone chemistry, liver profile, glucose, PTH, clotting, Group and Save

Once on the ward, a second G&S sample will need to be taken.  

Please phone Blood Bank to ascertain if atypical antibodies are present as this may delay the time to receive blood.

Potassium

Replace if <3.5 mmol/l: if <3.0 give by infusion  

If arrythmias, keep K >4.0-4.5

Monitor K daily if abnormal / whilst on IV fluids

Sodium

Review if acute or chronic.  Assess and treat cause.

If Na < 125, and acute, may need to postpone surgery

Other Investigations

12 lead ECG- fast AF should be treated: rate control +/- potassium, and review regarding ischaemic changes: consider measuring Troponin T.

CXR- clinical grounds only 

Echocardiogram - Presence of a murmur may require an echo (e.g. clinically severe AS), but this is unlikely to happen preoperatively at BTUH and should not delay surgery.

Anticoagulation/ INR

Please follow Trust guidelines and ‘Beriplex P/N prescribing advice’, available on ‘The Hub’.

For reversal of warfarin-induced coagulopathy, give vitamin K 5mg IV on admission.  Re-check INR 2-3hours pre-op.  

If INR remains >1.6, then consider use of Beriplex P/N (prothrombin complex concentrate) after approval from a Consultant Haematologist.  

Beriplex works instantly and effect begins to wear off by 6 hours, so do not give it too soon pre-operatively.  

N.B. For patients on warfarin for a prosthetic mitral valve, discuss dose of vitamin K with Consultant Haematologist.

Postpone surgery until INR <1.6.

Clopidogrel
Do not stop.  

Please inform anaesthetist (liaise with Trauma Coordinator).

Order platelets if intra-operative life-threatening haemorrhage occurs. 
Preoperatively, avoid 300mg dosage for ACS protocol.

Thromboprophylaxis

Follow Trust Guidelines - use ‘Risk Assessment Tool’.

Please prescribe enoxaparin 40mg for 9pm.  

Reduce dose of enoxaparin to 20mg if eGFR <30ml/min.  

Withhold until 6-12 hours after surgical closure. 

Continue for 28 days post-surgery.

Dehydration

Establish IV infusion in A+E; continue until eating and drinking normally

Monitor U+E’s.

Temperature

If <36C and/or feeling cold, passive rewarming, e.g. blankets

If <35C, Bair Huggers, warmed IV fluids

Urinary catheterisation

Indications: urinary retention; urine output monitoring

Bowels

Discuss Bristol Stool Chart on drug round

Low threshold for glycerine suppositories

Senna, sodium docusate (not lactulose)

Appendix 3

Local  Falls Risk Management Pathway

Appendix 4
Local Management Guidelines for Primary and Secondary Osteoporosis
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