
Does a daily consultant ward round affect 
the outcomes of orthopaedic patients?

I
n the UK, there are in excess of 60 000 
patients presenting with a fractured 
neck of femur each year (Royal College 
of Physicians, 2016). These patients 
occupy 1.5 million bed days and cost 
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the NHS £1 billion per year (Royal College 
of Physicians, 2016). With an increasingly 
ageing population (Government Office for 
Science, 2016) and financial pressures on 
the NHS (Robertson et al, 2017), it is more 
important than ever to reduce costs in this 
patient population. One such cost results 
from readmissions, with a rate reported to 
be as high as 10% within 30 days among 
patients with fractured neck of femur 
(Pollock et al, 2015). This amounts to a 
cost of approximately £2.2 billion per year 
for all readmissions (NHS Confederation 
Foundation Trust Network, 2011). 

This study looks at the 30-day readmission 
rate for a cohort of patients before and after 
a change in consultant working pattern. In 
November 2016, the authors’ department 
implemented a consultant-led ward round 
model, whereby the same orthopaedic 
surgeon and orthogeriatrician saw every 
patient on the ward round. It has been 
demonstrated that a consultant-led ward 
round can lead to a reduced length of stay, 
greater number of discharges (Ahmad et 
al, 2011), and even have cost savings from 

reducing inappropriate investigation requests 
and prescribing (Ahmad et al, 2015). 
This study evaluated the effects of a daily 
consultant-led ward round upon length of 
stay in patients with a fractured neck of 
femur, as well as that of patients admitted 
with orthopaedic trauma. 

Methods
At the time of the study, the authors’ 
department had 18 consultants, working 
across two sites. The consultant model was 
initially a 1-day on call (8 am–8 am) or the 
weekend (Friday 8 am–Monday 8 am). There 
was no requirement for a post-take ward 
round and consultants could have elective 
duties scheduled during their on-call day 
and may be ‘off site’. The new consultant 
model consists of one consultant being on-
call for a week (Friday 8 am–Friday 10 am) 
with a second consultant covering overnight 
(8 pm–8 am). With the new model, every 
orthopaedic patient is reviewed daily by the 
orthopaedic consultant in a combined ward 
round with an orthogeriatrician, there are 
no elective or theatre commitments for the 
duration and there is a requirement to be on 
site for the duration of the on-call.

Data were collected prospectively 
following the introduction of the new 
consultant working model and retrospectively 
to assess the period before this. The authors 
looked at 100 records in each cohort using 
a local neck of femur database, case notes, 
discharge letters and various software 
systems to look at theatre lists, admission 
and discharge details. 

The authors reviewed patient 
demographics, number of readmissions and 
length of stay, both on initial admission and 
on subsequent readmission. Readmissions 
were classed as patients who spent a period of 
time admitted to hospital – emergency unit 
attendance alone was not included. Reasons 
for readmission were assessed and length of 
readmission reviewed. 

Additionally, data from the local 
governance team on length of stay among 
patients presenting with trauma (non-

ABSTRACT
Introduction: In the UK, more than 60 000 patients present with a fractured neck of femur each 
year. These patients represent a huge financial cost. This study looks at the 30-day readmissions 
and total length of hospital stay of patients presenting with a fractured neck of femur, as well as 
length of stay in non-hip fracture trauma patients, following the change to a daily consultant-led 
ward round.

Methods: A total of 200 records of patients with fractured neck of femur were reviewed with 
data collected retrospectively and prospectively following the introduction of the daily consultant-
led ward round. Readmissions were classed as patients who spent a period of time admitted to 
hospital. Those who only attended an emergency unit were not included. Reasons for readmission 
and length of readmission were reviewed as were the initial and total length of stay. The authors 
also evaluated the length of stay in trauma patients (non-hip fracture emergency admissions) for a 
period of 6 months before and 4 months after the new working model was introduced.

Results: With the new working pattern, there was a reduction in the length of stay in those 
readmitted (13 vs 8 days), and the total length of stay of readmitted patients was also considerably 
lower (23 vs 13 days). In non-hip fracture trauma patients, there was a reduction in length of stay 
(8 vs 6 days).

Conclusions: This study demonstrates that by adopting a daily orthopaedic consultant-led ward 
round, it is possible to reduce the length of stay for patients with a fractured neck of femur, both 
on initial and subsequent hospital admissions, as well reducing the length of stay for non-hip 
fracture trauma patients.
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hip fracture emergency orthopaedic 
admissions) to the department of trauma 
and orthopaedics were also reviewed. 

The mean values are presented. 

Results
In the period preceding the introduction of 
the daily consultant-led ward round, from 
100 admissions there were 20 readmissions 
within 30 days. Of these readmissions, 
15 were for non-orthopaedic reasons, 
with infection (such as urinary tract and 
respiratory tract) being the commonest 
complaint, and five were complications 
related to orthopaedic surgery including 
wound infection and failure of rehabilitation. 
Following the introduction of the daily 
consultant-led ward round, from 100 
admissions there were 17 readmissions (one 
patient was discounted as they remained 
in hospital). Of the 16 remaining, 13 were 
for non-orthopaedic reasons, with infection 
again the commonest complaint, and three 
were related to the surgery including peri-
prosthetic fracture and wound infection. 

Of particular note, those patients 
readmitted in the pre-daily consultant-led 
ward round cohort were in hospital for 
longer, on average, than their post-daily 
consultant-led ward round peers both 
during the initial admission and during the 
readmission (Table 1).

An impact on non-hip fracture trauma 
patients was also noted. For the 6 months 

before the daily consultant-led ward round 
was introduced, average length of stay was 
8 days (n=625). For the 4 months following 
the introduction of the daily consultant-led 
ward round, this dropped to 6 days (n=451).

Discussion
Readmission following discharge for a 
fractured neck of femur is a significant cost 
burden (Kates et al, 2015). The reasons for 
readmission vary, from unrelated infections 
to failure of rehabilitation (Hahnel et al, 
2009). This study demonstrates that the 
introduction of a daily consultant-led ward 
round results in a reduction in the length 
of stay of patients readmitted with a hip 
fracture.  

The reduction in length of stay of 
readmitted patients has been demonstrated 
in other studies where patients are co-
managed by orthogeriatric and orthopaedic 
consultants (Friedman et al, 2008). While 
there has always been a shared care model 
within the authors’ department, the 
introduction of a daily joint consultant-
led ward round provides continuity of 
care and enables potential problems to be 
identified and addressed in a timely manner. 
Consultant orthopaedic presence enabled 
early review of postoperative X-rays, wound 
reviews and liaison with colleagues from 
other specialties when required. Patients 
who were readmitted were assessed from 
both a medical and surgical standpoint early, 

enabling any social input to be instigated 
immediately, resulting in quicker discharges 
than before the introduction of the daily 
consultant-led ward round. 

The reduced length of stay during the 
initial admission may also play a part in the 
reduction in length of stay if the patient is 
subsequently readmitted. Deconditioning 
occurs when older people in hospital lose 
their ability to perform daily activities over 
time as a result of inactivity in hospital. 
Longer initial admission may contribute to 
this deconditioning and thus result in longer 
stays on readmission. 

With a bed day costing £275, according to 
figures from the authors’ trust, any reduction 
in the length of stay carries a significant cost 
benefit. This study has demonstrated that 
by adopting a consultant-led ward round 
model it is possible to reduce the length of 
stay in patients who are readmitted. With 
a reduction of 5 days compared with earlier 
practice, the potential saving is £1375 per 
readmitted person and £88 000 annually 
(assuming the readmission rate is 16 patients 
in 100 and there are 400 fractured neck of 
femur admissions annually). When the 
reduction in bed days for trauma patients 
is factored in, this adds an additional saving 
of £710 050 (2 x 1291 x 275) and a total 
potential saving of £798 050 from changing 
the model of work. 

The study does have some limitations. 
While readmissions to the authors’ hospital 
can be noted accurately, the authors have no 
information on those patients who may have 
been readmitted elsewhere. This study has 
only looked at a total of 200 patients and it 
is possible that with larger numbers, some of 
the findings would no longer hold true. The 
costs of implementing this change in terms 
of staffing were not factored into the savings 
calculations, although the consultant leading 
the ward round for the week covers the 
fracture clinic, meaning that any cancelled 
elective lists can be filled by other consultants 
who are relieved of the burden of clinic. 
There have been no immediate additional 
costs. 

Conclusions
Neck of femur fractures are a significant 
cost burden that is likely to increase. It is 
important to develop strategies to minimize 
the morbidity associated with this. The 
authors’ trust receives approximately 400 
patients with neck of femur fractures 

Table 1. Readmissions in patients with fractured neck of femurs

Before daily  
consultant-led ward round

After daily  
consultant-led ward round

Male (overall) 30 (30%) 27 (27%)

Female (overall) 70 (70%) 73 (73%)

Average age (overall) 83 years 83 years

Average length of stay of initial 
admission (overall)

14 days 13 days   

Number of readmissions 20 16

Male (readmissions) 12 (60%) 2 (12.5%)

Female (readmissions) 8 (40%) 14 (87.5%)

Average age (readmissions) 85 years 85 years

Average time to readmission 8 days (1–24 days) 13 days (1–28 days)

Average length of stay on readmission 13 days (0–57 days) 8 days (1–35 days)

Average length of stay of initial admission 
(in patients subsequently readmitted) 

23 days 13 days   
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annually. This study demonstrates that 
changing the consultant working pattern to 
a consultant being on call for a week, with 
combined orthopaedic and orthogeriatric 
ward rounds, leads to a reduction in the 
length of stay of patients readmitted after 
a fractured neck of femur. This represents a 
significant saving in cost and may have the 
potential to improve patient care.  BJHM
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Lisk: manuscript preparation.
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Quality improvement projects

Quality improvement in perioperative 

medicine: driving the revolution

Quality improvement methodology now 

forms a staple part of medical curricula, 

with teaching programmes and skills in high 

demand (Royal College of Anaesthetists, 

2010). The Academy of Medical Royal 

Colleges (2016) has mandated that quality 

improvement science underpins all levels of 

medical training. 
As a new and evolving field, perioperative 

medicine has already sought to put quality 

improvement at the heart of its mandate for 

improving patient care. This is evidenced in 

the joint consensus statement between the 

American Society for Enhanced Recovery 

and the Perioperative Quality Initiative 

published this year (Moonesinghe et al, 

2017). While perioperative medicine has 

the ability to embed quality improvement 

methodology at an early stage, in anaesthesia 

this process has developed over time. 

In 2000, the Royal College of Anaesthetists 

first attempted to standardize the process 

and output of local audit projects via the 

publication of Raising the Standard, a 

compendium of audit recipes for individual 

institutions (Royal College of Anaesthetists, 

2006). While this gave focus to topics of 

interest, processes and outcomes measured, 

the lack of a central repository for these results 

made it difficult to look across a larger scale. 

The ability to precisely identify, define and 

measure a problem is integral to the process of 

quality improvement. To enable this to take 

place individual institutional audit has evolved 

into the national audit project programme, 

coordinated by the National Clinical 

Audit and Patient Outcomes Programme, 

commissioned by the Healthcare Quality 

Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 

Partnership maintains the National Audit 

Registry, currently comprising 32 separate 

topics (Healthcare Quality Improvement 

Partnership, 2017). 
Currently the success of national audit 

projects is determined by a combination of 

the driving force of the project organizers and 

the engagement of health-care professionals 

on the shop floor. Increasingly, however, 

participation in national audit projects is being 

prioritized by the Department of Health, by 

linking data collection to tariff payments 

and embedding national audit project results 

in policy documents such as The Five Year 

Forward View (NHS, 2014). Completeness 

of data collection is increasingly considered a 

quality metric and there is a suggestion from 

national audit projects that the simple act 

of collecting data may improve practice at 

a local level, potentially through a type of 

‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 

participation at an executive level and 

increased education and encouragement 

at a grassroots level means that not only is 

quality improvement open to all levels of 

health-care professional, it is increasingly 

seen as a responsibility of all members of 

the perioperative care team. 

Aims
This article presents an overview of three 

ongoing national quality improvement 

initiatives (Healthcare Quality Improvement 

Partnership-commissioned audit projects)

relevant to perioperative medicine. It describes 

the obstacles to implementation of effective 

quality improvement in clinical practice, the 

limitations of these initiatives and potential 

solutions. Finally, it highlights opportunities 

for health-care professionals to engage in and 

contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit

The National Emergency Laparotomy 

Audit (NELA) is an Healthcare Quality 

Improvement Partnership-commissioned 

ABSTRACT

Perioperative medicine and quality improvement are both emerging fields with the potential to 

contribute to safer and more reliable care for surgical patients. One key component has been 

the evolution of the national audit project programme. This article describes the current state of 

quality improvement within perioperative medicine, the evolution of the national audit project 

programme and the effects it has produced on the quality of patient care. The article also highlights 

opportunities for health-care professionals to engage with this innovative area of medicine.
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P
erioperative medicine and quality are 

terms which are intrinsically linked. 

The Royal College of Anaesthetists’ 

(2015) definition of perioperative 

medicine encompasses reducing 

variation in practice and improving patient 

outcomes. Combine this with the principles 

of safety, efficiency and equity, long implicit 

within the field of anaesthesia, and one arrives 

at the definition of quality improvement 

provided by the Health Foundation (2013). 

The synergy between the two concepts is clear. 

Perioperative medicine provides a structure for 

the care of patients through diagnosis, surgery 

and recovery, and quality metrics provide the 

analysis of how well these aims have been 

achieved. Thus quality improvement allows 

clinicians to measure and improve each facet 

of the patient journey, increasing safety and 

efficiency while limiting variation. 

Quality improvement has existed within 

health care for decades (Chassin and Loeb, 

2011), evolving from domains such as clinical 

governance, local audit, and mortality and 

morbidity meetings. Recently, efforts have 

been made to form these disparate and often 

ineffective tools into a coordinated approach.
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Quality improvement in perioperative 

medicine: driving the revolution

Quality improvement methodology now 

forms a staple part of medical curricula, 

with teaching programmes and skills in high 

demand (Royal College of Anaesthetists, 

2010). The Academy of Medical Royal 

Colleges (2016) has mandated that quality 

improvement science underpins all levels of 

As a new and evolving field, perioperative 

medicine has already sought to put quality 

improvement at the heart of its mandate for 

improving patient care. This is evidenced in 

the joint consensus statement between the 

American Society for Enhanced Recovery 

and the Perioperative Quality Initiative 

published this year (Moonesinghe et al, 

2017). While perioperative medicine has 

the ability to embed quality improvement 

methodology at an early stage, in anaesthesia 

this process has developed over time. 

In 2000, the Royal College of Anaesthetists 

first attempted to standardize the process 

and output of local audit projects via the 
Raising the Standard, a Raising the Standard, a Raising the Standard

compendium of audit recipes for individual 

institutions (Royal College of Anaesthetists, 

2006). While this gave focus to topics of 

interest, processes and outcomes measured, 

the lack of a central repository for these results 

made it difficult to look across a larger scale. 

The ability to precisely identify, define and 

measure a problem is integral to the process of 

quality improvement. To enable this to take 

place individual institutional audit has evolved 

into the national audit project programme, 

coordinated by the National Clinical 

Audit and Patient Outcomes Programme, 

commissioned by the Healthcare Quality 

Improvement Partnership for NHS England. 

The Healthcare Quality Improvement 

Partnership maintains the National Audit 

Registry, currently comprising 32 separate 

topics (Healthcare Quality Improvement 

Partnership, 2017). 
Currently the success of national audit 

projects is determined by a combination of 

the driving force of the project organizers and 

the engagement of health-care professionals 

on the shop floor. Increasingly, however, 

participation in national audit projects is being 

prioritized by the Department of Health, by 

linking data collection to tariff payments 

and embedding national audit project results 

in policy documents such as The Five Year 

Forward View (NHS, 2014). Completeness Forward View (NHS, 2014). Completeness Forward View
of data collection is increasingly considered a 

quality metric and there is a suggestion from 

national audit projects that the simple act 

of collecting data may improve practice at 

a local level, potentially through a type of 

‘Hawthorne effect’ (Holden, 2001).

The combination of incentivized 

participation at an executive level and 

increased education and encouragement 

at a grassroots level means that not only is 

quality improvement open to all levels of 

health-care professional, it is increasingly 

seen as a responsibility of all members of 

the perioperative care team. 

Aims
This article presents an overview of three 

ongoing national quality improvement 

initiatives (Healthcare Quality Improvement 

Partnership-commissioned audit projects)

relevant to perioperative medicine. It describes 

the obstacles to implementation of effective 

quality improvement in clinical practice, the 

limitations of these initiatives and potential 

solutions. Finally, it highlights opportunities 

for health-care professionals to engage in and 

contribute to improvement science.

Audit projects
The National Emergency Laparotomy Audit

The National Emergency Laparotomy 

Audit (NELA) is an Healthcare Quality 

Improvement Partnership-commissioned 

Perioperative medicine and quality improvement are both emerging fields with the potential to 

contribute to safer and more reliable care for surgical patients. One key component has been 

the evolution of the national audit project programme. This article describes the current state of 

quality improvement within perioperative medicine, the evolution of the national audit project 

programme and the effects it has produced on the quality of patient care. The article also highlights 

opportunities for health-care professionals to engage with this innovative area of medicine.
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Communication between primary and secondary care

E
ffective communication between health-care professionals is vital for patient care and safety in the NHS (General Medical Council, 2013). On admission to hospital care is 
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transferred from primary to secondary care. Although hospital medical notes remain largely paper based, GP records are now electronic (Purves, 1996; Chan et al, 2008). Access to patient summaries from electronic systems, e.g. EMIS, provides vital background information, which is especially important to reduce error when a patient is unable to provide an accurate history. Despite access to these methods of communication, telephone conversations have remained an important method of communication between hospital staff and primary care.
Previous studies have shown hospital doctors have difficulty contacting GPs via 

telephone, and vice versa (Berendsen et al, 2009; OnMedica, 2011). EMIS is now the most widely used GP system in England (EMIS, 2013) and is becoming accessible in hospitals. Connecting Care is an electronic shared record available in Bristol which enables health-care professionals to access a wide variety of information including past medical history, acute and repeat medical prescriptions, allergies and previous investigations. This quality improvement project assessed the ability to obtain this information from GPs via telephone and determine if access to Connecting Care for secondary care doctors would improve efficiency and ultimately patient care and safety. 

Methods
A prospective cross-sectional pilot study was conducted in a Yorkshire district hospital between January and March 2014. Thirty GPs were contacted to determine the time taken for secondary care doctors to contact GPs for information and their views on current communication to ascertain the benefit of conducting a further study in order to improve communication between primary and secondary care. 

A prospective cross-sectional study was subsequently conducted, with fifty GPs contacted between September 2015 and February 2016 as part of normal care. Outcome measures included date and time of the call, time taken for a receptionist to answer and whether the practice used an automated telephone triage. Transfer time to the patient’s usual or duty GP was documented. If a GP was unable to take a direct call, a message was left and time taken for the GP to return the call was recorded. To assess efficiency of access to electronic records, 100 patient records were accessed using Connecting Care between October 2015 and February 2016 instead of or before phoning GP surgeries. The date and time of record access, time taken to access information and whether the desired information was found were documented.

ABSTRACT
Background
Up to date patient data is a cornerstone of optimal safety and care, so admission to hospital requires transfer of data held in the community to secondary care. Despite the advent of electronic 
medical record systems such as Connecting Care and EMIS, the telephone remains the mainstay 
of communication. 
Methods
A prospective cross-sectional quality improvement project was conducted to assess the time taken in telephone communication between primary and secondary care doctors and determine 
if access to the electronic shared system, Connecting Care, would improve efficiency. As part of 
normal junior doctor activity, fifty GPs were contacted between September 2015 and February 
2016 to obtain medical data on patients admitted to UH Bristol. Time taken to contact each GP and 
the duration of the conversation was recorded. One hundred patient records were accessed using 
Connecting Care between October 2015 and February 2016 and the length of time taken to access 
information documented. 
Results
Out of 50 phone calls 27 resulted in direct transfer to a GP with time to transfer ranging from 12 seconds to 19 minutes 51 seconds (mean 8 minutes 10 seconds, median 7 minutes 16 seconds). 
A total of 28 messages were left with the receptionist with 16/28 phone calls being returned and 
time taken for the call to be returned ranged from 34 minutes to 21 hours 3 minutes (mean 5 hours 
50 minutes 4 seconds, median 4 hours). Information was available for 88/100 patient records accessed using Connecting Care with a mean duration to access information required of 1 minute 
47 seconds. This was significantly shorter than the mean duration of conversation with GPs (4 minutes 
22 seconds), mean total duration of telephone call and mean total duration of time to achieve aim of 
call with GP practices of 13 minutes 18 seconds and 2 hours 14 minutes 11 seconds respectively.  Conclusions
This study identifies areas of potential improvement in current methods of communication between primary and secondary care. Direct telephone contact will always have an important role 
in sharing information. However, access for secondary care doctors to electronic patient records, 
with patient consent and consideration for confidentiality, would improve efficiency and alleviate 
time pressures on both busy primary and secondary care doctors. This would have a positive impact on patient care and safety.
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Full details for submission are available from the BJHM website 
at www.magonlinelibrary.com/pb/assets/raw/qip_auth.pdf
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