Orthopaedic Surgery - July 2026
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Presentation and referral

Triage and assessment

Procedure

Enhanced recovery

Follow up

Presentation in primary
care or community care and diagnosis
of osteoarthritis

Primary or community
management:

Individual / group-based.
Tailored information and support.
Therapeutic exercise.
Pharmacological management.
Support weight management.
Utilise social prescribing link workers
and health and wellbeing coaches

Non-surgical
management effective

Yes and suitable

Is
patient considering
surgery?

Yes

Referral:

Do not exclude people from
referral for joint replacement
surgery because of age, sex or
gender, smoking, comorbidities
or if they are overweight/obese
| -

First outpatient appointment: )
Face-to-face.

Stage 2 shared decision making and
begin informed consent process (digital
tools should be used where available).

List patient for surgery.

Introduce expectation of LoS 0/1 daU

v

( Pre-operative assessment: )
Shared decision making and informed
consent continues in accordance with
local Trust consent process & GMC
standards.
\, Add patient to pool for cancellations J

v

Pre-habilitation process:
Patient information and education.
If required, OT equipment in place or
delivery scheduled prior to admission.

Therapy input
\ py Inp y

\
Surgery date confirmed, book follow-up
consultation and imaging according to

local policy.
If bilateral surgery, timetable 6-8wks

J

Minimum 2 weeks prior to surgery date

Confirmation of patient fit for procedure.
Reinforce expectation of LoS 0/1 day

Admission on day of
surgery
Informed consent process
complete.
Reinforce expectation of
LoS 0/1 day.

VTE risk assessment
WHO list protocol
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Anaesthetic and analgesia
pathways to support
ambulatory surgical pathway
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Procedure
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( Post Anaesthetic Care Unit: A

\ comfortable y
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Rapid management of any pain or PONV,
Haemoglobin point-of-care test.
Consider build-up drink to aid early mobilisation.
Progress to secondary recovery unit as soon as

v

Secondary recovery:
Trolley:

Return to normal activities as soon as possible.
Up and dressed.

Aim to mobilise 1-4hrs post-op

Post-discharge care safety
netting: patient has contact details to
access the service and be triaged if there
are any problems with wound care, pain
management or mobilisation

6 weeks to 3 months post-op

Follow-up:
Outpatient follow-up with surgical team
delivered face-to-face or virtually depending
on local provision and patient choice

Discharge medication provided including 2 weeks

QT equipment in place/ scheduled if required)

v

Criteria-led discharge:
Confirm therapy goals achieved.
Pain managed allowing mobilisation.
Passing urine (or catheter with planned TWOC).

X-ray (plain AP and lateral) ideally on the day of =

surgery and wound check.

provision of analgesia and VTE protocol.
Patient information and contact details.

\. J
Have
therapy goals .
r been achieved at \ I§ patient
No Day 0? Yes ) meeting expected
* ' milestones?
Admit for 1
overnight care No

Ongoing care:
Follow-up appointment with X-
ray on arrival with appropriate

member of the MDT

‘-)(Safety netting and PIFU for 1 yeaD

)( Discharge to self-care with plan )

Assessment

Including optimisation of pre-existing health
conditions and shared decision making with regards
to treatment.

Referral to orthopaedics

Medical history to be included:

Nature of non-surgical management attempted.

Pain or functional disability impact.

Approval for joint replacement if necessary.
Non-weight-bearing X-ray (hip).

Smoking cessation and weight management support.
Optimisation of health conditions and medication.
Expectation setting for ambulatory care.

First outpatient appointment
Review medical history and imaging.

Discuss risk of surgery.

Discuss conservative treatment options.

Informed consent process begins.

If confirmation to proceed:

Discuss and record implants, anaesthesia, length of
stay and recovery.

Identify high risk patients based on age, comorbidities
for comprehensive geriatric assessment and in-depth
shared decision making consultation involving
anaesthetic team

Pre-operative assessment

Including anaemia, diabetic management,
infection control, medication checks.

This should take place as close to decision to
proceed, as possible. If the wait for surgery
exceeds 6 months, a review phone call is

Assess impact of pain on quality of life. needed.
Assess pre-existing pain.
Physical examination. Admission

To ring-fenced orthopaedic elective capacity.
Staggering admissions is recommended.
Morning lists admit at 0730.

Afternoon lists admit at 1130.

Procedure

Neuraxial (single spinal) rather than GA where
possible.

Standard perioperative analgesic regime.

ODEP { 10A rated; new or modified implant Beyond Compliance
assessment.

80%+ patients aged >70yrs should have cemented hybrid.
Minimum volume 30 cases per surgeon per year.

4 joints per 8hr list.

Consistent theatre teams.

Meticulous wound closure of layers, use of waterproof dressings
recommended to minimise ooze and increase visibility.

Therapy goals
Ambulant with walking aid / stairs / transfer ability.

Referral for outpatient rehabilitation

Refer for timely group or individual outpatient rehabilitation for
those who have difficulties managing activities of daily living or
have ongoing functional impairment leading to specific
rehabilitation needs or find that self-directed rehabilitation is
not meeting their rehabilitation goals or have cognitive
impairment which may limit recovery.

These protocols are designed for the majority of
patients (e.g. 85% in primary hip replacement) who
experience an uncomplicated recovery. They provide
built-in flexibility to accommodate, for example,
newly appointed consultants, early learning curves,
and instances where deviation from standard
pathways is clinically appropriate.

Further reading (links)

Making_a decision about hip osteoarthritis
My planned care

Eurther Faster Community MSK Handbook
NICE guidance NG226
Standardising_follow up protocols

Referral optimisation orthopaedics

Shared decision making

Weight management support



https://gettingitrightfirsttime.co.uk/wp-content/uploads/2023/07/Ambulatory-Hip-and-Knee-Replacement-Guide-March-2023-FINAL-V1-1.pdf
https://www.england.nhs.uk/wp-content/uploads/2022/07/Making-a-decision-about-hip-osteoarthritis.pdf
https://www.myplannedcare.nhs.uk/
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/06/Community-MSK-Handbook-with-NEW-2025-ministerial-foreword-16.06.2026.pdf
https://www.nice.org.uk/guidance/ng226
https://gettingitrightfirsttime.co.uk/wp-content/uploads/2026/06/Outpatient-Operational-Guide-module-2-standardising-follow-up-version-1.3-June-Update.pdf
https://future.nhs.uk/NationalMSKHealth/view?objectId=33225488
https://www.england.nhs.uk/personalisedcare/shared-decision-making/
https://www.england.nhs.uk/digital-weight-management/




