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Inpatient
management

Lists for surgery &
preparation

1st Presentation Referral Surgical review & Day of surgery Discharge & follow-up
assessment

ﬁSt presentation in primary care MSK specialist triage referral OPD clinics organised around team- @ nights prior to surgery: — call to patient | 7 pay services including senior Patient information provided on ward prior to
to check fitness & medication

‘ or ASE management system based specialties & pooled patients review & physiotherapy discharge
by sub specialty
URGENT RED [fRefer 18 weeks
FLAGS MSK thi from
Within 6 - 3
- weeks List patient for referral )
Clinical T&O referral with full 1st OPD appointment Surgery indicating the Admission on day of ? 75 daycase/25% <
assessment ‘ patient history face to face choice of graft triggering surgery 23 hours
the following actions
Within 24 hours Wound Care
Oozing should have ceased by 72 hours; clear]|
1 All patients admitted on day Post Gicat single point of contact with wound clinic; hub &
i f surgery to ring fenced ost op medications spoke telemedicine review of wounds; avoid
Assessment by Medical " o ) S N N N P 3
speciality in or‘,’[, Review Pre-operafive orthopaedic elective wards Monitor vital signs empirically treating with antibiotics; suture
>PeCIe ! assessment In recovery — commence | at GP 10-14 d t
medical history & Imaging; assess ithil P removal a ays post op
if either: Medical Histol i i e within breathing, circulatory, range o
Yes if either: v impact of pain on of life; if not minimum 6 movement & strength
+ Sign if medical co-morb. Altempts at conservative already completed, asses pre weeks prior to ) exercises ’
. i treatment; pain or functional (st i i inati ‘ VTE Risk assessment Xercl Pain management
low activity levels. e - existing pain physical examination surgery inc 24hr VTE risk assessment Analgesi ided week: t-op; avoid
+ Age >45. Conservative disability impact. Risk of re- FRCS guidelines; discuss risk/of anaemia: na\gesia provided wee s post-op; avol
treatment an rupture assessed? surgery v conservative treatment; diabstic v opiate; VTE protoc:l, daily pain gauge
option? confirmation proceed; discuss LoS management : . ]
P & recovery; identify high risk infectio% control: Theatre staggered start times| At 2-3 weeks
No patients based on age, medication ’ — morning list admit at 0730, All patients should be
comorbidities for comprehensive checks: pre-o afternoon list admit at 1130 reviewed by a Therapy on discharge
geriatric assessment and in-depth h Yspi'o P Physiotherapist whilst an Outpatient rehabilitation to be commenced
Conservative h Op patient for surgery shared decision making eduSazlon and v inpatient to facilitate _within 2_ weeks of the operation_. )
option treatment GP begin optimisation of comorbidities| consultation involving anaesthetic advice discharge and start Physiotherapists should consider delivering
in primary care in primary care (Anaemia, diabetes, team c £ firmed immediate post-operative aspects of care virtually including group
AF etc.) where indicated. Order 6 " onsent form confirme rehabilitation sessions. Physiotherapy should have specific
I Psychological support for anxiety, raer Ivf\;ee functional goals with discharge upon
Assessment and depression or pain management if surgicattiup, completion
treatment of patients by needed. Also appropriate medicine WHO I
o st protocol
an MSK physiotherapist optimisation Virtual P
within 2 weeks of injury consent
MRI to be ordered by MSK at this clinic around - At 6 Jeeks
stage? Recommendation for all time of preop Anaesthetic options to be Review (by surgical or advd practitioners)
Failure patients to have MRI pre surgery — assessment defined post-surgery as per local protocols. No clinical
where is this decision made concerns = patient officially discharged from
* * Criteria led discharge; pathway, moves to ‘surveillance’ phase.
Conservative reasoqably P{iin ffeﬁ Imaging & FUP provided if clinical concern. If
management Pool of patients identified as Standard intraoperative apalgesm; v0|d|_ng urine the palient has bila‘telral disease and requires
fails (3/12) lavailable at short notice to replace analgesic regime without catheter; therapy surgical treatment, it is recommended that the
Failure DATA collection: cancellations goals achieved; ambulant patient be listed for surgery (not new referral).
Recommended minimum dataset with walking aid; ==
At 6 months

Success

Patient self-care

« Inpatient: Clinical hours to contact

« Outpatient: MSK-HQ, Time to first appointment, Time
to discharge, Number of sessions, Loss to follow up
(discharge due to did not attend DNA)

therapies (physio/ OT) for review of specific needs to facilitate discharge.

Not @ Pre-operative assessment: standardised pre-assessment should include referral criteria to
otes:

All patients should receive pre operative physiotherapy including education and advice about the
post-operative rehabilitation and excises to optimise knee function prior to surgery

v

Recording of Grafts & surgical
technique; 4 ACLs per 8hr list;
consistent theatre teams

v

GIRFT recommends that
surgeons enter data into the
National Ligament Registry

stairs/transfer ability; X-ray &

wound check; post op bloods;
/ups scheduled; care

packages in place as needed

I B

Virtual FUP clinic; biannual questionnaire by’
post or email; if asymptomatic <70 years -
arrange 7 year & 3 yearly after that. Patients
FUP in virtual clinic with basement by AP if
needed. Process for ‘patient initiated FUP’
should be in place to self-access to services.




