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This GIRFT national report for adult orthopaedic trauma marks the culmination of several years of work by Bob Handley 
and his team, and I am delighted that we can now share Bob’s recommendations to NHS colleagues to support their 
extraordinary efforts in recovering services post-pandemic and improving the treatment and care of patients. 

The potential for change offered by these recommendations should not be underestimated: adult orthopaedic trauma (T&O) 
teams treat hundreds of thousands of people with fractures, dislocations and ligament injuries annually, many in the older, 
frail patient – indeed, around 70,000 older people with hip fractures alone are admitted to hospitals in England every year. 

It is vital, therefore, that recommendations identified in this report to address variation in the provision and quality of 
treatment are adopted, to ensure that factors such as the time, day or place of admission, availability of clinical staff, or other 
factors outside of a patient’s control, are not a barrier to them receiving the best possible care and outcomes. 

I’m also encouraged to see a forward-thinking commitment to developing more Fracture Liaison Services, where older 
fracture patients identified as being at risk can be assessed for increased bone fragility and offered preventative treatment 
where appropriate, to both protect them and ease future pressures on services and staff. 

This report is based on national data, in-depth questionnaires to all local orthopaedic trauma teams and networks and Bob’s 
insights from his deep-dive discussions with clinicians across England during his review. He has clearly identified that 
top-performing T&O services rely on strong collaborative working across the many specialties involved in patient care. An 
overarching objective of this report is to achieve better collaboration across those staff groups, and to that end I am pleased 
to note that going forwards Bob and his GIRFT team will be modelling that collaboration and drawing on the support and 
expertise of GIRFT’s leads in geriatrics, perioperative medicine, emergency medicine, radiology, nursing and therapies. 

The many examples of exemplar practice highlighted in this report demonstrate the commitment of colleagues working in 
T&O to develop and improve their services. This, alongside the strong engagement Bob has had with colleagues on his visits, 
is essential, as GIRFT cannot succeed without the enthusiasm of clinicians, managers, and all involved in improving patient 
care. 

Looking ahead, I hope this report provides the support and impetus for all those involved in the specialty to take on board 
the data-driven evidence demonstrated here and to work together, shoulder to shoulder, to bring about change. 

Foreword from Professor Tim Briggs

Professor Tim Briggs CBE 
GIRFT programme Chair and National Director for Clinical Improvement and Elective Recovery for NHS England 
Professor Tim Briggs is a consultant orthopaedic surgeon at the Royal National Orthopaedic Hospital NHS Trust, 
where he is also Director of Strategy and External Affairs. He led the first review of orthopaedic surgery that became 
the pilot for the GIRFT programme, which he now chairs. 
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As we started developing our review, it was clear we had a choice to make: should we use the opportunity to micromanage 
individual examples of unwarranted variation or take a step back and look at the overall direction of travel for trauma services.  

We chose the latter, and throughout the deep dives we used an analogy of the Titanic and its deckchairs to focus on the big 
picture before moving onto areas of surgical practice or detailed changes to the pathway. As a result, this report’s main 
objective is to create the environment in which all those who can constructively contribute to provide and improve patients 
care have an opportunity to do so, and to share the good practices encountered.  

The focal point of GIRFT adult orthopaedic trauma is the orthopaedic trauma patient. A common feature for such patients 
is the point in time that an injury occurs. Whilst there may be predisposing factors, missed opportunities for prevention or 
confounding co-morbidities the moment injury marks an abrupt change in need for the patient. Satisfying this need can be 
approached in a number of ways. Broadly the patients fall into three groups, those with an injury that can be managed 
completely and discharged at the first point of contact, an intermediate group, whose continuing care can be provided in 
clinic or as a day case, and those that required immediate admission. The default should be to manage the patient in the first 
applicable group.  

We saw a need for continuing vigilance to ensure equitability of care. There was unwarranted variation in the extent to 
which the advantages of data, awareness and incentives associated with one group of patients were used to benefit other 
patients with similar need, most notable in relation to hip fractures.  

Whichever route is chosen, that pathway requires the resources of place, equipment, and skilled personnel. Getting the best 
out of available resources is best achieved by all those individuals involved in the pathway contributing to the thinking on 
how to optimise it. We saw a marked variation in the attendance of the various disciplines at deep dives and departmental 
meetings. The managerial structures of most trusts place the clinicians and health professionals involved in the daily care of 
orthopaedic trauma patients in different divisions or silos. It was clear in deep dives that the constructive involvement of 
senior management and routine collaboration of colleagues in the quality improvement (not just delivery) of pathways of a 
patients of care was beneficial. With such collaboration the ‘deckchairs’ can then be re-arranged to implement the various 
national guidelines and standards to best serve local needs both now and as they change.  

Introduction from Mr Bob Handley

Mr Bob Handley 
GIRFT Clinical Lead for Adult Orthopaedic Trauma  
Mr Handley is a consultant for trauma and orthopaedic surgery at the John 
Radcliffe Hospital, Oxford University Hospitals NHS Foundation Trust, as well as 
an honorary senior lecturer in trauma and orthopaedics at the University of 
Oxford. He is a past president of the British Orthopaedic Association, the 
Orthopaedic Trauma Society and AOUK. He was co-chair of the NICE guideline 
development group for complex and non-complex fractures and a member of the 
GDG for hip fractures. He is a member and previous chair of the British 
Orthopaedic Association trauma committee, the group responsible for developing 
the British Orthopaedic Association Standards (BOASTS), which have become 
accepted as the readily accessible source for standards of care in this field.  
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Statements of support

Royal Osteoporosis Society 
The Royal Osteoporosis Society welcomes GIRFT’s important quality improvement work and, specifically, this important report.  
It’s critical that all of us working in direct healthcare and support organisations work closely together to make sure everyone has 
access to the quality care they need, when they need it, wherever they live. When it comes to fracture care, osteoporosis and 
secondary fracture prevention, we have our work cut out for us.   

Patients tell us through our helpline and in our recent Life with Osteoporosis report that they want to be free from pain, fear of 
fractures and disability, and to live their lives being comfortable to undertake their activities of daily living. When things do go 
wrong, they want a quick diagnosis, information and support and to get back to their homes.  

Orthopaedic trauma care is truly multidisciplinary, which is both a strength and weakness. If we get it wrong, we see wide-reaching 
and sometimes hidden consequences. A fifth of women break three or more bones before being diagnosed with osteoporosis 
and getting the treatment they need. Two thirds of spinal fractures never come to medical attention - that’s 2.2 million people left 
without assessment and treatment and put at risk of further fractures and disability.  

This revolving door of fragility fractures could be avoided with better support, leadership and education for health professionals 
- from ED and imaging to the ward, theatre and rehabilitation. Additionally, important effectiveness measures, pathways and 
processes are needed to improve the quality of care and outcomes for these patients, particularly through equal access to a quality 
Fracture Liaison Service (FLS). 

FLSs are a well-tested world standard of care, with a proven record of preventing secondary fractures, yet only 61% of the UK 
population have access to an FLS. Even for those who are covered, quality is often wildly uneven. This postcode lottery is creating 
deeply unfair outcomes.   

As well as the missed opportunities to protect patients, we’re seeing that fragility fracture are an increasing burden on the health 
service, just at the time that it needs space to recover. We have an answer in the FLS model, but we have work to do in levelling up 
access to tackle the current unfairness. The argument to invest in preventing future fractures to reduce the burden of treating 
patients later when they sustain them is powerful. 

If we get this right, we can transform the quality of later life for many tens of thousands of people, as well as making a game-changing 
difference for the recovering NHS.  

Craig Jones 
Chief Executive, Royal Osteoporosis Society 
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National Hip Fracture Database  
The timely and appropriate care of older patients following injury is crucial to patient experience and their outcome but is 
also an effective measure of overall hospital performance. The GIRFT programme and its findings within this report are 
central to understanding how we look after our older patients, both within and between hospital services. The National Hip 
Fracture Database (NHFD) welcomes this report and is delighted to have provided, through our Key Performance Indicators, 
benchmarking and context.  

The care of patients with fragility fractures of the femur has long demonstrated the importance of the coordinated input of 
multiple specialties in improving patient outcome. Concerted and effective pathways involve nurses, doctors, therapists 
and allied healthcare professionals both in hospital and in the community setting. This interplay is highlighted in the report 
as a key feature of trauma overall, and especially in the management of older patients. 

Data from the NHFD features within the report in order to help hospitals assess their wider performance. However, we 
would like to highlight and contextualise this; the NHFD population at risk is only an element of the wider older patient 
injury group. Many patients with injuries outside of the femur do not benefit from the overview afforded by our programme 
of audit and quality improvement. All of the benefits of cohorted care, prompt senior clinician involvement and expedited 
surgery do not apply to a large number of older injured patients. We celebrate the recommendations within the report, 
therefore, in terms of pathway development and focus on the needs of all older patients with injuries admitted to hospitals 
across England and Wales. 

. 

Will Eardley 
Orthopaedic Clinical Lead, NHFD National Hip Fracture Database  
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British Orthopaedic Association 
The British Orthopaedic Association (BOA) welcomes this GIRFT report on adult orthopaedic trauma. The BOA has the 
objective of ‘caring for patients and supporting surgeons’ across the whole range of trauma and orthopaedic surgery, which 
includes acute conditions, chronic conditions and injuries, in both children and adults. While there is significant pressure 
on us to satisfy the huge demand for elective orthopaedic care and catch up with the backlog that pre-dated the Covid-19 
pandemic, and was worsened by it, we also recognise the need to care for the injured.  

Many patients with orthopaedic trauma injuries have to be admitted to hospital, most frequently due to associated frailty, 
immobility or co-morbidities. The report highlights the need to care for these patients both appropriately and expeditiously. 
In particular, it notes that their care needs to be delivered by an effective team that recognises their multiple needs. 

We welcome the initiative that such a team approach is reflected in the governance and quality improvement of patient 
pathways. We also recognise and support the need for equitable access to a service which is fair for all. Patients with similar 
needs should be treated similarly and not purely to reflect performance targets. Care should not vary unnecessarily as a 
consequence of time or day of admission. As teamwork is crucial, patients need to be admitted to the right place for the 
right team to support them. 

We recognise the significant group of patients who do not require immediate admission but do need interventional 
treatment. This potentially ‘lost’ group of ambulatory trauma patients must not have their treatment delayed significantly 
due to capacity issues, with consequences on their treatment and perhaps their outcome. They genuinely do fit the Getting 
It Right First Time label.  

An important step in addressing workflow issues is an awareness of demand and capacity. We welcome the suggestions 
that data should be collected routinely so that, on a continuous basis, there is both a local and national awareness of demand 
and capacity for orthopaedic trauma.  

The BOA looks forward to the implementation of these recommendations.  

Deborah Eastwood  
BOA President  
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Background and opportunity 
Trauma and Orthopaedics (T&O) is a surgical specialty which provides care to people with musculoskeletal conditions which 
may have degenerative, infective, inflammatory, congenital and traumatic origins. This report is not just about the surgical 
practice in a single specialty but rather the care of those people who have experienced orthopaedic trauma. The spectrum 
of such trauma is broad, from life threatening multiple injuries and independence threatening fractures in the frail to those 
for whom all that may be required is support and reassurance. A common feature is the importance of time; not treating 
problems in time is deleterious for the individual patient, whilst wasting time in the fallow occupancy or the unnecessary 
use of resource is deleterious for the service as a whole. Appreciating this gives us opportunities to manage orthopaedic 
trauma in a manner better for both patient and system.  

There has always been some tension in achieving the balance between the treatment of acute and chronic conditions; a 
situation worsened by waiting times in elective care. The model supported in the NHS Long Term Plan was to physically 
separate ‘hot’ and ‘cold’ management sites and this has developed into a programme to implement elective hubs within the 
wider in GIRFT programme. The primary objective is to allow space for ‘cold’ work to continue year around protected from 
seasonal pressures and fluctuations in acute demand, whilst striving for this it is implicit that the capacity for ‘hot’ work 
should be maintained. To ensure this the demand and capacity for orthopaedic trauma needs to be monitored as assiduously 
and in parallel with that for elective needs. 

Effective team management  
So frequently do orthopaedic trauma inpatients have associated problems such as frailty, significant co-morbidities, multiple 
injuries, mobility issues and social problems that the need for team management is the norm. For teams to function they 
need the right members and a location. Trauma patients are often not admitted to wards designated for orthopaedic trauma 
in a timely fashion. This a consequence of acute hospitals running at near full capacity and the majority of orthopaedic trauma 
patients presenting in the afternoon or evening. As a result, these patients are often not on the correct ward or remain in 
the Emergency Department and are ‘outliers’, which means they may be separated from team members best suited to care 
for them.   

Patients with orthopaedic trauma needs are most commonly admitted under the care of a named T&O surgeon, but this 
responsibility comes without authority. The routine involvement of other specialties and allied health professionals in the 
delivery, governance and quality improvement of care is highly variable. It is evident from our findings that there is a need 
for multidisciplinary governance of the whole orthopaedic trauma pathway. 

Equity of care 
The most closely monitored orthopaedic trauma patients are those who have sustained a hip fracture. This is justifiable as 
they are common, life changing and a significant challenge for the patients and health service. However, there was 
unwarranted variation in how the benefits of the pathways of management for hip fractures are shared for the benefit of 
other patients with similar needs. A consistent theme of this report is that there should be equitable care for patients with 
similar needs. 

Prevention 
Introducing prevention as the last paragraph may seem perverse. However, with fragility fractures the big opportunity for 
the health system is to prevent the next fracture. One low energy fracture may indicate that a person is vulnerable to 
sustaining another which is often more serious. Furthermore, there is appropriate, cost-effective prophylactic treatment 
which can protect individuals from such a secondary fracture. The access to and availability of secondary fracture prevention 
services (often termed Fracture Liaison Services) demonstrate significant unwarranted geographic variation.

Executive summary
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Our findings and recommendations 
Many aspects of inpatient orthopaedic trauma services have improved considerably over recent years. This is consequent 
of a virtuous circle of combined engagement and efforts of clinicians and management, available data, and guidelines on 
what works best. 

This report aims to build on these successes to date by reducing unwarranted variation across the whole breadth of 
orthopaedic trauma pathways. Critically, our aim is to do this regardless of the type of fracture a patient experiences and, in 
doing so, ensure trauma care is more equitable. 

Concurrently, a main priority for this report is improving clinical governance to enable continual improvement across the 
pathway, prioritised as necessary based on the data locally available. A common theme throughout our deep dive visits to trusts 
has been the clear need for 24/7 multidisciplinary governance of the whole pathway, as it operates for patients, with any 
fracture. We have seen wide variation in how effectively colleagues from the range of disciplines involved in care of the 
orthopaedic trauma patient communicate and collaborate with each other to deliver, monitor, govern and improve the pathway. 

We hope this report provides illustration of how multidisciplinary governance can work well, and highlights governance 
arrangements that can be used. Using this approach, and the rest of this report’s recommendations, we expect providers 
and systems will progressively deliver a service that: 

is more equitable; 

is more responsive to best practice guidance; 

continuously reduces unwarranted variation. 

We have summarised our findings and recommendations below, following the same structure as the main body of the report. 
We have set out ten recommendations (although some recommendations cover more than one area) based on the extensive 
discussions we have had with the system, as well as supporting data, and best practice guidelines. More detail on each 
recommendation – including how they can be achieved, and how outcomes against them can be tracked – are found in the 
corresponding sections of this report. We have also identified two areas for further work.
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Equity of provision 

The Trust quality committee should have mechanisms ensuring that BPT criteria, and NICE, GIRFT, and 
BOAST recommendations and similar clinical guidance are applied to all the clinically relevant orthopaedic 
trauma patient cohort, and not just the patient cohort referred to in the guidance. For example, this would 
mean that Fragility Hip and Femur Fracture BPT criteria are applied to all non-ambulatory fragility fractures.

Recommendation 1

There is significant variation in the care provided to an orthopaedic trauma inpatient, based on several factors 
including, but not limited to: 

• the time or day of admission - the proportion of hip fracture patients admitted to an orthopaedic ward within 
4 hours of admission to ED is 29.7% (Figure 6); 

• the availability of clinical staff in the pathway; 

• ward or location of admission; 

• whether treatment for the fracture type is monitored nationally. 

There should be equitable quality of care and treatment for orthopaedic trauma patients regardless of factors 
outside of their control, with any barriers to this minimised. 

Findings

Equal priority and the focus should be given to patients with all types of sustained fractures, with equal effort and 
attention given to meet time to surgery targets set out in all applicable NICE guidance. 

Increase the available resource to bring weekend care up to the standard of weekday care, if necessary, by 
spreading the currently used resource more equitably across the week. 

Ensure that all staff in the patient’s pathway are available throughout the week, including access to 
orthogeriatricians, anaesthetists and physiotherapists for all fracture patients where this is required. 

Reduce the proportion of orthopaedic trauma patients being cared for on outlying wards (see recommendation 5). 

Advice

Trusts should ensure that patients, over the age of 50, who sustain a fracture either from a low-energy 
mechanism (such as a fall from a standing height or less) or with no clear history of trauma are identified. This 
can be done by using radiology reports. Following identification there should be an active, robust mechanism 
for assessing the patient for increased bone fragility and associated high risk of further fractures and ensuring 
the patient is initiated on bone sparing treatment where appropriate.  Appropriately resourced secondary 
fracture prevention services (often referred to as Fracture Liaison Services) should be in place to ensure this 
happens in a reliable and consistent manner. This is in accordance with recommendations in the Best 
Collaborative Pathway Improvement Programme's High Impact Restoration Strategy.  It is also in line with 
recommendations in: 

• The NHS Long Term Plan (2019)8 

• NICE Quality Standard 149 (2017)9 

• Public Health England’s falls and fractures consensus statement (2017)10 

• The Department of Health’s 'Falls and Fractures – Effective Interventions in Health and Social Care' 
(2009)11 

• The British Orthopaedic Associations’ Blue Book (2008)12

Recommendation 2

Trusts should audit the following: 

• hip fracture BPT criteria for all NAFF; 

• number of outliers, by type of fracture; 

• whether all members of the team see patients based on clinical need, irrespective of fracture location; 

• variation in specialty staff and theatre provision compared to patient need over the course of the week; 

• the percentage of patients supported postoperatively to weight-bear the activities of daily living, 
by fracture type. 

Measurement

8 NHS. The NHS Long Term Plan (p 36). 2019. Available from: https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf 
9 NICE. Osteoporosis Quality Standard. 2017. Available from: https://www.nice.org.uk/guidance/qs149/resources/osteoporosis-pdf-75545487906757 
10 Public Health England. Falls and fracture consensus statement: Supporting commissioning for prevention. 2017. Available from: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/586382/falls_and_fractures_consensus_statement.pdf 
11 Department of Health. Falls and fractures: Effective interventions in health and social care. 2009. Available from: 

https://laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf 
12 British Orthopaedic Association. The care of patients with fragility fracture. 2007. Available from: 

https://www.bgs.org.uk/sites/default/files/content/attachment/2018-05-02/Blue%20Book%20on%20fragility%20fracture%20care.pdf

https://www.longtermplan.nhs.uk/wp-content/uploads/2019/08/nhs-long-term-plan-version-1.2.pdf
https://www.nice.org.uk/guidance/qs149/resources/osteoporosis-pdf-75545487906757
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/586382/falls_and_fractures_consensus_statement.pdf
https://laterlifetraining.co.uk/wp-content/uploads/2011/12/FF_Effective-Interventions-in-health-and-social-care.pdf
https://www.bgs.org.uk/sites/default/files/content/attachment/2018-05-02/Blue%20Book%20on%20fragility%20fracture%20care.pdf
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Multidisciplinary clinical care and governance 

Many patients who have had a fracture are at risk of subsequent, potentially more serious fractures in the future. 
Identifying patients in which preventative measures can be taken, can help prevent subsequent fractures. There 
is significant unwarranted variation in whether patients with low-energy or fragility fractures are identified as 
being at risk and needing further assessment, and if so the mechanisms by which this occurs. There is variation in 
the process of initial identification between trusts, and between anatomic sites of the presenting fracture.  

Even when the patient is identified as needing further assessment and care, there is unwarranted variation in 
both the availability and quality of FLS provision throughout the country. Recent findings show that just over half 
of NHS acute trusts provide an FLS.  

Recommendation 2 (continued)

Findings

Systems should use the ROS implementation toolkit to develop business cases for and implement Fracture 
Liaison Service, and audit services on an ongoing basis. 

Advice

Trusts and systems should use the clinical standards in the ROS FLS implementation toolkit to identify cases from 
referral and provide FLS services, as well as KPI 7 in NHFD13. 

Measurement

13 Royal Osteoporosis Society. FLS Implementation Toolkit. Retrieved from: https://theros.org.uk/healthcare-professionals/fracture-liaison-services/implementation-toolkit/

The Trust Quality Committees should ensure that all clinicians delivering the pathway of care for orthopaedic 
trauma patients contribute to its quality improvement. This requires proportionate involvement in 
governance, audit and mortality and morbidity (M&M) meetings from staff groups commonly including, but 
not restricted to:  

• Trauma and orthopaedics 

• Emergency medicine 

• Radiology/radiography 

• Orthogeriatrics 

• Anaesthetics and peri-operative medicine 

• Junior doctors 

• Nursing and allied health profession (AHP) staff

Recommendation 3

During deep dives, we found governance arrangements in orthopaedic trauma are principally the responsibility 
of orthopaedic consultants and involvement from other specialties involved in the pathway was less consistent. 
This makes improving the pathway of care for orthopaedic trauma patients more challenging due to the number 
of specialties providing their care.

Findings

It would be beneficial for all clinical staff involved in the pathway to have some experience of M&M meetings, but it 
is not necessary or practical for all clinical staff to attend every meeting. Existing supporting professional activities 
(SPA) time for audit and governance should be used for these meetings, which typically occur monthly or 
bi-monthly, meaning some staff time currently spent in specialty meetings will be used for these meetings instead.  

Successful clinical governance arrangements will have a regular membership of individual staff representing all 
clinical staff groups. Staff may rotate to ensure as many staff as possible have some exposure to the meeting.   

Advice

Meeting attendance should be monitored. Attendance should be broadly proportionate to the WTE input 
provided by each clinician to the pathway of care. For example, attendance from emergency medicine would 
reflect the proportion of ED attendances that involve orthopaedic trauma. For an illustrative example, this could 
mirror the Northumbria model demonstrated in the case study on p44. 

In addition, staff morale should be taken as a proxy measure for successful governance. Trusts should monitor 
from qualitative feedback how well supported ward nurses and ward doctors feel by consultants of all specialties 
involved in the pathway. 

Measurement

https://theros.org.uk/healthcare-professionals/fracture-liaison-services/implementation-toolkit/
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Trusts should have written policies identifying the clinical staff involved in the treatment of ‘orphan 
conditions’, for which there is no one specialty that considers themselves to be trained to manage patient care. 
We will also co-develop guidance on collaborative management of orphan conditions with specialty 
associations and colleagues in national bodies, such as the GMC and elsewhere in NHSE, as needed.  
These conditions include: 

• chest injuries; 

• nonsurgical head injuries; 

• pubic rami fractures.

As it is unlikely that any individual specialty is going to accept full responsibility for some conditions it is 
important that each specialty should play its part to prepare itself for collaborative management of its 
patients in its curriculum and training. 

Recommendation 4

Some patient groups do not fit neatly into any specific pathway. HES admission data, GIRFT questionnaire data, 
and information garnered during deep dive visits demonstrates that there is significant variation in terms of the 
admitting specialty for certain diagnoses, including isolated non-surgical head injuries, pubic rami fracture, and 
chest wall injury. Across trusts, patients with these types of injuries are admitted to several different 
departments, including the following: 

• Trauma and orthopaedics 

• ED 

• General surgery 

• General medicine 

• Geriatrics 

• Neurology 

• Thoracic surgery 

• Respiratory medicine 

• Stroke 

• Major trauma service 

Given this variation, there is a need for clear protocols on how these patients are managed in order to ensure 
equitable care.  

Findings

Trusts should have clearly defined pathways for the management of these patients with these types of injuries 
to use the specialty resources available to them collaboratively and equitably. 

Trusts need to have strong governance arrangements in place for all patients, including those with injuries 
which fall between established pathways. Trusts should have clinical governance structures in place to provide 
clarity for which components of the pathway each specialty is responsible for locally and have oversight of 
collaborative multidisciplinary work. 

Advice

Monitor count of complaints and/or litigation claims for patients with these injuries. 

Trusts to measure mean length of stay against the national average for patients with these diagnoses. 

Local audit of standards of care for diagnoses which fall between established pathways. 

Measurement

The GIRFT orthopaedic trauma workstream will draw on additional support from GIRFT clinical leads and 
advisors from other specialties and professions. This will include geriatrics, perioperative medicine, emergency 
medicine, radiology, nursing and therapies. We will work flexibly to make sure representation is sufficient 
within resource available. 

Future Work

As illustrated by our recommendation on clinical governance (Recommendation 4), multidisciplinary input 
helps provide a comprehensive overview of a clinical pathway.  

Findings
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Ward of Admission

Trust should ensure that in line with NICE guidance orthopaedic trauma patients are admitted to an 
orthopaedic ward. Where this is not possible, outlying patients (other than those who are medically fit for 
discharge) should be seen daily by senior medical and nursing staff appropriate to their clinical needs.

Recommendation 5

The proportion of hip fracture patients admitted to an orthopaedic ward within 4 hours of admission to ED is 
extremely low at 29.7% (Figure 6), based on the 2019 data used in the compiling of this report. For the 12 
months to the end of February 2023, the new key performance indicator KPI 0 shows this figure has dropped to 
6%.  This is mainly driven by bed capacity, as well as time of admission, and will often mean patients do not 
receive the early medical attention they need, in an appropriate environment. 

The REDUCE study shows that having a dedicated ward reduces length of stay, therefore, we have good reason 
to expect patients will benefit from increasing how many are admitted to the orthopaedic ward. 

Practice examples from trusts suggest trauma coordinators may help mitigate effects of outlying patients, but 
there would be limited quantitative evidence available to support this as these roles are not standardised. 

Findings

Trusts should use demand and capacity modelling to identify the likely impact on patient flow if bed days are 
saved, or beds added.  

Trusts should observe best practices illustrated by the Bradford Teaching Hospitals NHS Foundation Trust case 
study, York and Scarborough Teaching Hospitals NHS Foundation Trust case study and East Sussex Healthcare 
NHS Trust case study in the use of trauma coordinators. 

Trusts should use bed days saved from reducing length of stay and increasing use of day cases to improve timely 
flow into orthopaedic trauma wards. If still necessary, trusts should consider adding bed capacity where possible.  

The consequences for outlying patients should also be mitigated by providing daily senior medical and nursing 
input appropriate to their clinical needs. In particular, the use of trauma coordinators to provide case 
management is encouraged.  

Advice

Trusts should monitor trends in the percentage of hip fracture patients admitted to an orthopaedic ward within 
four hours (as evidenced by NHFD), alongside:  

• bed days saved following improvements to reduce length of stay and day case rates; 

• time points of changes to practice; 

• 4-hour wait performance; 

• patient experience. 

Measurement
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Time to Surgery

Orthoplastic provision for patients with open fractures

Trusts should manage their trauma service using an automated theatre workload dashboard including 
prioritisation categories reflecting the nationally recommended time to surgery within NICE, BOAST, and 
BPT tariff guidance. This will enable trusts, systems and national leaders to:    

• monitor and respond to real-time fluctuations in the orthopaedic surgical trauma workload and theatre 
utilisation (locally and nationally); 

• anticipate potential delays to orthopaedic trauma patient care; 

• decide what actions are required to bring treatment times in line with national guidelines, referring to the 
decision tree provided in figure 13. 

Recommendation 6

The variable nature of the trauma workload effectively creates a waiting list that can grow suddenly for injured 
patients requiring surgery. The capacity needed to meet this demand is difficult to establish and there is currently 
little data on whether orthopaedic trauma patients receive surgery in line with national guidance. A clear and 
continuous record of individual cases comparing their time to surgery to those recommended in national 
guidelines, dependent on their diagnosis, would give a much more accurate picture of capacity needed in the 
service.    

Where there is a gross or frequent mismatch between demand and capacity, an increase in static capacity is likely 
to be required. Otherwise, standard operating procedures need to be in place to treat patients within timescales 
set out in national guidance on those occasions where the static capacity is exceeded. 

Findings

Trusts should use an information system that can record data. Commercial systems can achieve this, and we will 
also be exploring how best to help trauma services meet their information needs (see recommendation 9). 

The decision support tool in Figure 13 can assist trusts to assess options. This can be used in discussion with 
ICS/networks where appropriate i.e., when discussing mutual aid. 

Advice

Trusts will have access to real time information about their own outstanding trauma surgery workload, that can 
also be collated nationally. Trusts will be able to baseline their current waiting times and the goal should be to 
meet time standards developed by the BOA Trauma Exchange and illustrated by the case study of Liverpool 
University Hospitals NHS Foundation Trust. These standards were based on guidance including NICE guidance 
for non-complex fractures (NG38), and hip fractures. Escalation triggers will be needed for when time standards 
are not met.  

As noted in the introduction to NG38, these standards should not just apply to the specified fractures but should 
be considered as representative for other similar fractures. 

Measurement

We will seek support for the development of a separate GIRFT review covering the orthoplastics care of 
patients with open fractures.

Future Work

An exploratory questionnaire has shown that orthoplastics units are not consistently meeting the service 
standards considered necessary by the British Orthopaedic Association and British Association of Plastic 
Reconstructive and Aesthetic Surgeons. Issues reported included: 

• insufficient combined operating lists to provide timely care; 

• sub optimal practice with respect to patient bypass, transfer and repatriation; 

• gaps in consultant cover for vascular and plastics, as well as use of consultant staff with a specialist interest 
in trauma;

• and lack of appropriate coordination and oversight of rehabilitation provision for some patients with 
severe open fractures. 

Findings
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Standardising clinical practice for common injuries

GIRFT advice  Existing Guidance 

Surgeons should ensure appropriate use of extramedullary implants as part of evidence 
based surgical practice.  

NICE CG124 recommendation 1.6.7 on 
use of extramedullary implants 

Trusts should ensure appropriate use of Biers Block. Multidisciplinary discussion with 
Emergency Medicine would be useful as initial manipulation takes place in ED. 

NICE NG38 recommendation 1.3.1 on 
use of Biers block when reducing dorsally 
displaced distal radius fractures in adults.  

Surgeons should ensure appropriate use of K-wires as part of evidence based 
surgical practice.  

NICE NG38 recommendation 1.4.6  for 
surgical fixation of dorsally displaced 
distal radius fractures in adults. 

Using a multidisciplinary governance approach, trusts should run a quarterly baseline audit of 
recommendations relevant to orthopaedic trauma patients. Relevant NICE, GIRFT and BOAST 
recommendations should be reviewed and either implemented in collaboration across ICSs, where necessary, 
or non-implementation justified – see below for existing guidance and GIRFT advice.  

Recommendation 7

Throughout the deep dives, we observed variable implementation of NICE and BOAST guidance based on a 
review of key NICE and BOAST recommendations at deep dives. These recommendations and our advice with 
respect to them are supported by a 'Standards and Guidance Register'.  See Appendix 3, p100.

Findings

This can then be considered by the Medical Director, and Integrated Care System (ICS), to identify ways to 
address any barriers to implementation at trust or system level.  Governance and audit meetings for the 
orthopaedic trauma pathway should be used to justify to the quality committee the reason why some of the 
guidance is not being implemented (i.e., because they have something more effective in place).

Advice

Trusts should evaluate whether their practice is in line with relevant NICE, GIRFT and BOAST recommendations 
on a quarterly basis. This could involve recording: 

• Current activity relevant to the recommendation. 

• Actions needed to meet the recommendation deadlines. 

• Names of responsible leads. 

Baseline assessment tools are available for NICE Guidelines. The BOA and OTS are jointly developing an audit 
tool to support trusts to review relevant recommendations.  

Measurement
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Imaging 

See Recommendation 7. Medical directors should ensure that the BOAST guideline below is reviewed and 
either implemented or non-implementation justified. 

Recommendation

Imaging was a key area where we saw variable implementation of NICE guidance through the deep dives. We 
recognise there are resourcing issues behind these and would thus encourage trusts to consider what 
improvements are achievable within current resources.

Findings

GIRFT advice  Existing Guidance 

Trusts and systems should ensure the definitive report is available at a time clinically 
relevant to the patient.  

• Ideally, as NICE recommends, via hot reporting in ED.

• Alternatively, reporting should happen before or at the virtual or face to face 
fracture clinic.

NICE NG38 recommendation 1.1.9 on 
use of hot reporting.  

Trusts and systems should increase use of MRI as first line imaging for suspected scaphoid 
fractures. We recognise MRI capacity is a limiting factor in achieving this and would 
encourage trusts and systems to increase the use of MRI as first line as capacity allows, in 
the context of increasing MRI capacity across the system, e.g., following the Mike Richard’s 
review.

NICE NG38 recommendation 1.2.3 on 
use of MRI as first line imaging for 
Scaphoid fractures

Trusts should increase use of whole-body CT scanogram where this is physically possible. 
Where it is currently impractical to do so the CT scanner should be repositioned when it is 
next replaced.  

NICE NG37 recommendation 1.2.8 on 
use of whole-body CT scanogram for 
adult patients with blunt major trauma 
and suspected multiple injuries 

Trusts should offer an MRI if a hip fracture is suspected regardless of negative X-rays of the 
hip of an adequate standard. A CT scan should be considered if an MRI is not available 
within 24 hours or is contraindicated. 

NICE CG124 recommendation 1.1.1 on 
imaging options for occult hip fracture

Trusts should ensure that on-call consultant radiologists provide a final report on the SIP 
within an hour of MDCT image acquisition. 

RCR guidance: Standards of practice and 
guidance for trauma radiology in severely 
injured patients, Standard 12.
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Length of stay

Trusts should ensure that the pathway of care for the older or frail orthopaedic trauma patient is monitored 
and modified with respect to the 25 organisational factors highlighted in the REDUCE study as important to 
improving patient outcomes and reducing length of stay. 

Recommendation 8

The BOA Standard The care of orthopaedic trauma in the older or frail orthopaedic trauma patient35, states that the 
care of orthopaedic trauma in the older or frail patient is dependent on coordinated multidisciplinary working to 
manage the physical injury, co-morbidities and rehabilitation, including measures to prevent further injury. In 
addition, it reinforces the principle that such care should not be restricted to hip fracture patients but should be 
applied to all of the older frail. 

Recent analysis from the REDUCE study shows that several organisational factors can improve patient 
outcomes, including length of stay. These findings highlight the importance of representation from all teams and 
departments involved in the multidisciplinary care pathway and admission to an appropriate ward in order to 
deliver high-quality care to all orthopaedic trauma patients. It would be anticipated that patients with other 
fractures would benefit in a similar way. 

Findings

REDUCE shows organisational factors and best practices can have a particularly significant impact in terms of 
minimising patients’ length of stay and/or reducing mortality. Trusts should audit and adopt these practices as 
consistently as possible, within current resources. The REDUCE toolkit may also identify a business case for 
increased staffing, for example to physiotherapy provision at weekends. The practices identified by REDUCE 
includes:  

Pre-operative stage 

• Admission to a dedicated fracture ward. 

• Proportion of patients given a nerve block (with suitable fracture pattern). 

Operative stage 

• Protocols in place for intra-operative care bundle. 

• Patients receiving surgery within 36 hours of admission. 

• Anaesthetic lead for fracture care with time specified in their job plan. 

Post-operative stage 

• Patients mobilised the day after surgery. 

• Falls assessment during admission. 

• Orthogeriatric support time by a specialist nurse. 

• Prompt assessment by an orthogeriatrician within 72 hours of admission.

Advice

Trusts should monitor trends for the following outcomes in hip fracture patients before and after improvements 
to the organisational factors, using the NHFD where applicable:  

• Length of stay 

• Readmissions 

• Mortality

• EQ-5D (if available)

Measurement

35 British Orthopaedic Association. BOA Standard: The care of orthopaedic trauma in the older or frail orthopaedic trauma patient. 2019. Retrieved from: 
https://www.boa.ac.uk/static/a30f1f4c-210e-4ee2-98fd14a8a04093fe/boast-frail-and-older-care-final.pdf

https://www.boa.ac.uk/static/a30f1f4c-210e-4ee2-98fd14a8a04093fe/boast-frail-and-older-care-final.pdf
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Staffing 

See Recommendation 7. Medical directors should ensure that the BOAST guideline below is reviewed and 
either implemented or non-implementation justified. 

Recommendation

In addition to the fluctuations in staffing levels and the make-up of teams between weekdays, nights, and 
weekends, there are some general shortages of staff in particular specialties involved in the patient pathway. 
Specifically, these shortages are most commonly found amongst: radiographers; orthogeriatricians; and 
operating theatre scrub staff with experience in orthopaedic trauma. The Covid-19 pandemic has exacerbated 
staffing issues, and evidence suggests 25% of surgeons aged over 50 were considering bringing their retirement 
date forwards.

Findings

GIRFT advice  Existing Guidance 

Trusts should ensure there are explicit pathways providing multidisciplinary support for frail 
orthopaedic trauma patients in the perioperative period 24/7. To achieve this, trusts should 
review staffing arrangements for the orthopaedic trauma pathway. This should consider 
how best to use existing staff resources across all divisions.  

BOAST care of the older or frail 
orthopaedic trauma patient, point 1 

Orthopaedic trauma information systems

Future Work Working with the BOA/OTS we will engage with trauma units and suppliers to identify how best to deliver the 
information requirements of the orthopaedic trauma pathway. These include:  

• producing operating lists; 

• facilitating handovers;

• real time information sharing between units and hospitals - collation of national information on time to 
surgery by diagnosis and overall demand into trauma services; 

• managing theatres shared with other specialities; 

• recording clinical interpretations and reports on the same platform as diagnostic images. 

Trusts have met their information needs the best they can by developing or purchasing new systems locally, on a 
piecemeal basis. As such, most trusts now use multiple systems to manage the care of people with orthopaedic 
trauma. These systems do not usually communicate well with each other. Furthermore, because different 
divisions within the same trust will use their own systems, clinical staff will be looking at different ‘versions of the 
truth’ about the same group of patients. This is inefficient for the teams providing care and creates patient safety 
risks. It also prevents collation of national data on time to surgery and demand.   

Findings
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Operative management of ambulatory trauma and provision of day case surgery

Trusts should ensure that when a surgical procedure is required, and it is clinically appropriate for the patient 
to be carried out as a day case*, it should be done as a day case.

Recommendation 9

The use of day case surgery in orthopaedic trauma is variable. ‘Held at home’ patients with ambulatory trauma 
have an unpredictable and varied wait for their surgery, and they are often cancelled on multiple occasions. These 
patients are likely to be good candidates for day case surgery. The use of day surgery could also extend beyond 
this group as surgical procedures should be done as day cases whenever it is clinically appropriate to do so. 
Increased use of day case surgery would improve patient experience and inpatient bed usage.

Findings

Trusts/ICSs should work to ensure that day case surgery is carried out as default for all orthopaedic trauma cases 
where criteria for suitability is met, within a clearly defined day case pathway. 

*The pathways should be developed based on the National Day Surgery Delivery Pack which states that day case 
surgery should take place in a dedicated unit or area within the main hospital site, with admission to a dedicated 
admissions area. 

Trauma coordinators, with support from orthopaedic trauma surgeons and anaesthetists, should select patients 
for day case surgery using the trust’s day surgery operational policy which should consider the following:  

Advice

Trusts should aim for all suitable cases to be day cases. As indicators, trusts should  benchmark operative wrist 
and ankle fractures against a:  

• 60% zero night stay rate for wrist fractures 

• 25% zero night stay rate for ankle fractures

Measurement

Social 

Patient must be accompanied to 
travel home (children should be 
accompanied by someone other 
than the driver). 

Surgical 

Surgeon considers the operation 
suitable to be done as a day case. 

Patient must have someone to 
stay with them for 24 hours post 
discharge. 

Post-operative pain should be 
able to be managed with oral 
analgesia alone. 

Medical 

A judgment of patient fitness for 
day surgery based on evaluation 
at the preoperative assessment. 
Some medical conditions would 
exclude a patient from day 
surgery. 

The need for additional data in ambulatory fracture care

Future Work See our future work with respect to orthopaedic trauma information systems on the need to identify how best 
to deliver the digital capabilities needed for the day-to-day management of orthopaedic trauma patients and 
ensure that the necessary data is collected to monitor performance.  

The orthopaedic trauma service is affected by the gap in data, as is the GIRFT programme, and it is not possible 
to identify the number of patients presenting with ambulatory trauma. Consequently, we cannot measure how 
effectively the ambulatory trauma pathway runs by identifying, for example:  

• the proportion of patients successfully managed and discharged in minor injury units and EDs; 

• the proportion of patients discharged based on triage by a virtual fracture clinic; 

• the number of outpatient consultations per patient; 

• the proportion of patients receiving surgery; 

• and in particular, the patient experience. 

There would be value in having access to the insights described above as there is currently no consensus on 
what model works most effectively. 

Findings

https://www.gettingitrightfirsttime.co.uk/wp-content/uploads/2020/10/National-Day-Surgery-Delivery-Pack_Sept2020_final.pdf
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Litigation

Trusts should reduce litigation costs using the GIRFT programme's five-point plan and by addressing common 
causes of litigation in orthopaedic trauma with respect to limb injuries, common interventions, such as 
plastering and splint application, and use of intraoperative tourniquets.  

Recommendation 10

a. Clinicians and trust management to assess their benchmarked position compared to the national average 
when reviewing the estimated litigation cost per activity. Trusts would have received this information in the 
GIRFT ‘Litigation data pack.’ 

b. Clinicians and trust management to discuss with the legal department or claims handler the claims submitted 
to NHS Resolution included in the data set to confirm correct coding to that department. Inform NHS 
Resolution of any claims which are not coded correctly to the appropriate specialty via 
CNST.Helpline@resolution.nhs.uk 

c. Once claims have been verified clinicians and trust management to further review claims in detail including 
expert witness statements, panel firm reports and counsel advice as well as medical records to determine 
where patient care or documentation could be improved. If the legal department or claims handler needs 
additional assistance with this, each trusts panel firm should be able to provide support. 

d. Claims should be triangulated with learning themes from complaints, inquests and serious untoward incidents 
(SUI)/serious incidents (SI)/ patient safety incidents (PSI) and where a claim has not already been reviewed as 
SUI/SI/PSI we would recommend that this is carried out to ensure no opportunity for learning is missed. The 
findings from this learning should be shared with all front-line clinical staff in a structured format at 
departmental/directorate meetings (including Multidisciplinary Team meetings, Morbidity and Mortality 
meetings where appropriate). The staff groups involved in these meeting will need to grow beyond trauma and 
orthopaedics to include: orthogeriatrics, anaesthetics and peri-operative medicine, nursing and allied health 
profession (AHP) staff, emergency medicine and radiology. 

e. Where trusts are outside the top quartile of trusts for litigation costs per activity GIRFT will be asking national 
clinical leads and regional improvement teams to follow up and support trusts in the steps taken to learn from 
claims. They will also be able to share with trusts examples of good practice where it would be of benefit. 

GIRFT five-point 
Plan

a. Trusts should ensure that clinical staff use standard neurovascular observation record charts for limb injuries 
whether in patients notes or part of the electronic patient record. These should include a clear description of 
the examination performed to ensure consistency in approach through the patient pathway. 

b. Trusts should ensure that they avoid incidents from common interventions, such as plaster or splint 
application, by implementing shared learning of those performing these interventions across different 
departments to ensure a consistently high performance of intervention regardless of point in care pathway. 

c. Trusts should ensure that BOAST guidance on ‘the safe use of intraoperative torniquets’ is followed. 

Common causes of 
litigation in 
orthopaedic trauma

Future work: Multidisciplinary input into this workstream 
It is important that this workstream models the collaboration we are asking trusts to achieve. Moving forward, 
therefore, GIRFT orthopaedic trauma workstream will draw on additional support from GIRFT clinical leads and 
advisors from other specialties and professions. This will include geriatrics, perioperative medicine, emergency 
medicine, radiology, nursing and therapies. We will work flexibly to make sure representation is sufficient within 
resource available.  

We will seek support for the development of a separate GIRFT review covering the orthoplastics care of patients with 
open fractures.  

mailto:CNST.Helpline@resolution.nhs.uk
https://www.boa.ac.uk/static/9e51c69d-f53a-4d1c-9212726226aa9a5c/BOAST-The-Use-of-Intraoperative-Tourniquets.pdf



