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	1. Organisation name – Salford Royal NHS Foundation Trust


	2. Title 
Salford Royal NHS Foundation Trust’s experience with the National Hip Fracture database

	3. Context 
Salford Royal NHS Foundation Trust is a large teaching trust with approximately 850 inpatient beds, employing over 4,600 staff and treating in the region of 400,000 patients per year. The Trust is proud to be recognised as one of the best hospitals in the NHS and have clear plans to become the safest. Salford Royal aims to provide safe, clean and personal care, to every patient, every time. The Trust has an excellent track record; having the highest consistent rating for service quality coupled with one of the highest sets of patient and staff satisfaction scores.
Clinical audit is essential to the Trust meeting its aims. As such the Trust employs a comprehensive clinical audit program which is supported by a dedicated Clinical Audit Team.
Salford Royal was one of the first groups of Trusts to pilot the National Hip Fracture Database (NHFD) in October 2009. The NHFD is a joint venture of the British Geriatrics Society and the British Orthopaedic Association, and is designed to facilitate improvements in the quality and cost effectiveness of hip fracture care. It allows care to be audited against the six evidence-based standards set out in the BOA/BGS Blue Book on the care of patients with fragility fracture and enables local health economies to benchmark their performance in hip fracture care against national data.
NHFD data for Salford Royal is collected by Consultant Orthogeriatrician Dr Neil Pendleton and 
 Advanced Practitioner in Training Mark Brown. Clinical Audit support is provided by Clinical Audit 

Facilitator Chedia Varden. The team works together on NHFD analysis and report NHFD figures to all relevant parties on a regular basis via a quarterly Newsletter and presentations to governance groups.


	4. Background 
Standard 3 of the evidence based standards for management of patients with hip fracture states ‘All patients with hip fractures should be assessed and cared for with a view to minimising their risk of developing pressure ulcers’.  Data from continuous collection of every sequential admission with hip fracture to SRFT indicated a high incidence of pressure ulcer of grade 2 or greater (threshold for reporting in NHFD).  


	5. Aim 
To reduce the incidence of pressure ulcers in hip fracture patients at Salford Royal.


	6. Objectives 
1. Raise awareness of Salford Royal’s pressure ulcer incidence and pressure ulcer prevention.

2. Set up a multi-disciplinary working group to tackle the issue.
3. Communicate NHFD figures to the group on a regular basis to allow continuous review.


	7. Approach 
Following a presentation at the Orthopaedics Governance meetings the directorate approved the formation of a working group to tackle the issue.

This team was lead by the orthopaedic clinical governance lead and included members of the NHFD team, matrons of orthopaedics, tissue viability nurses, ward managers and doctors.

This team met on three separate occasions to consider the issue and potential solutions. The conclusion of this team process was that a likely problem related to assessment and reporting of pressure area.
From the group an agreed standard protocol was commenced. This included:

· Water low assessments using an electronic assessment tool within 24 hours of admission and at regular intervals. 

· A management protocol to prevent pressure ulceration and mandatory referrals to the tissue viability nurse where applicable.
· Training led by the matron and ward managers of the orthopaedic directorate. 

· Agreement by the working group and NHFD team to continually report and discuss follow-up incidence of pressure ulcers.


	8. Challenges 
Salford Royal is a Trust that is open to change and staff suggestions for quality improvement purposes. As the project was undertaken in this culture it greatly assisted the NHFD team.
As with many projects, communication was the obvious issue.  The group was multidisciplinary in nature which helped to ensure all stakeholders were kept updated. The NHFD project team also communicated results back on a regular basis.


	9. Outcomes 
In the following 12 months a sequential fall in pressure ulcers was measured. There has been an 80% fall and currently pressure ulcer incidence is in line with the national average. This has been communicated back to the clinicians in the orthopaedic directorate and their managers personally. In addition a standard newsletter within the Trust informing the progress against the 6 standards in NHFD has also reported this positive transformation.



	10. Summary
The dedicated team of staff and a positive Trust culture contributed to the 80% fall in pressure ulcers in hip fracture patients. 
The NHFD project team at Salford Royal continues to communicate results and is planning further advice to working groups who have been commissioned to improve Salford Royal’s results in the other core standards.
The large national audit program can be seen as a burden to healthcare providers. The NHFD however provides constant real time feedback to Trusts with their performance against the six core standards. If this feedback is communicated regularly to clinical teams then interest is raised, the results are discussed and the audit cycle completed. Salford Royal’s experience with the NHFD has shown that national audit results can be used to facilitate change and should be used as an integral tool in Trust’s to raise awareness and ultimately improve quality. 


	Additional information 

‘The clinical audit utilising the National Hip Fracture Database by the Salford Royal team has succeeded in producing an enduring improvement in a clinical outcome for the following reasons. There are: the close collaboration of the members of the audit team with shared common goal to improve patient care; the ability to support the findings and proposed solutions with high quality and contemporary comparative data on prevalence of the problem against national evidence based standard; communication with and engagement of all relevant partners and updates on the trend in the clinical problem’ Dr Neil Pendleton Consultant Orthogeriatrician 
‘The work performed by the team in ensuring timely data entry and reporting and feedback to the clinical teams re performance against standards has resulted in improvements in care and a substantial reduction in pressure ulcers for this cohort patients. The lessons learned from this work can be shared throughout the organisation leading to quality improvement across the Trust. This is an excellent example of an effective clinical audit project.’ Mrs Karen L Powell Clinical Audit and National Guidance Manager.

From the NHFD annual report:-

Good nursing care includes the assessment of risk to pressure areas at the time of admission and thereafter a meticulous and proactive approach to pressure area care. The rate of pressure ulcer development is seen as a useful measure of nursing care.

Salford Royal has participated in the NHFD since October 2007. A project team responded to an early finding of a high incidence of pressure ulcers, and introduced prompt and regular Waterlow assessments, a directorate-wide training programme, and a management protocol that resulted in better use of the skills of a tissue viability nurse. Over a 12-month period the incidence of pressure ulcers was reduced by 80%. 
“Prior to the audit project patients, service users, their families and carers struggled to find reliable, accurate, easy to understand information about their conditions, treatment, the roles of the staff involved in their treatment and also what was going to happen when they were discharged from hospital. 

Following the findings of the project and the recommendations that were implemented the standard and availability of information for both staff and patients and family members has improved.

For staff the improvement in the availability of information from a single source will assist them in their role of empowering patients to become ‘experts’ in their conditions through informed choices. This will then enable service users to learn how to manage their impairments thus enabling them to reclaim their lives through independence.” Joy – Patient representative and carer
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