
Trust compliance with best practice tariff 
criteria for total hip and knee replacement

H
ospitals are financially reimbursed 
for the work they provide based 
on a sum recorded in the national 
tariff. This figure changes annually, 
is derived from nationally 

submitted cost data and forms part of the 
‘payment by results’ system (Department of 
Health, 2002). In certain clinical domains an 
additional top-up is available for excellence 
in clinical practice, termed the best practice 
tariff. There are currently 19 clinical domains 
eligible for this uplift, one of which is primary 
total hip and knee replacement.

There appears to be widespread 
incorporation of the fragility hip fracture 
(neck of femur) best practice tariff into 
clinical practice (Oakley et al, 2017; 
Whitaker et al, 2019). However, the same 
is not true for the tariff for primary total 
hip replacement and total knee replacement. 
This reflects the authors’ personal experiences 
and opinion that this domain is less well 
understood or known about. Moreover, the 
Getting it Right First Time report (Briggs, 
2015) highlighted this as one of the key 
emerging themes: 

‘some trusts were unaware of the 
financial opportunity lost by not 
complying with the requirements of 
the best practice tariff for arthroplasty.’ 

It was this statement that led to the current 
investigation.  

Chelsea and Westminster Hospital 
NHS Trust was formed in September 
2015 following the merger of West 
Middlesex University Hospital with Chelsea 
and Westminster Hospital. Following 
discussion with the finance department 
in October 2017 it was evident that the 
trust had never received best practice tariff 
reimbursement. This was thought to relate 
to non-compliance with patient-reported 
outcome measure standards but the specific 
details were unknown. This highlighted 
a disconnect between management and 
clinical staff, and a wider issue of uncertainty 
regarding what the standards were to ensure 
compliance.  
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The primary aim of this study was to 
investigate trust compliance with the best 
practice tariff criteria for primary hip and 
knee replacement. The secondary aim 
was to ensure that these factors were met 
with resultant reimbursement to the trust. 
The hypothesis was that the trust had not 
been receiving reimbursement because 
of inadequate return of patient-reported 
outcome measure questionnaires. 

Methods
The national tariff (2017–18) for primary 
total hip replacement and primary total 
knee replacement is shown in Table 
1. Reimbursement varies according 
to the recognized complications and/
or comorbidities of each patient and is 
approximately £5000/primary joint. There 
is also an additional average £560 uplift if 
the best practice tariff criteria are satisfied 
(NHS Improvement, 2016a). 

Trust repayment also includes a unique 
‘market forces factor’ which is defined as 
‘an estimate of unavoidable cost differences 
between health-care providers based on 
their geographical location’ and is applied 

individually for each hospital episode, e.g. 
national tariff reimbursement figure x market 
forces factor to calculate total reimbursement 
per patient. For the authors’ trust this is 

ABSTRACT
Background: Satisfaction of the best practice tariff criteria for primary hip and knee replacement 
enables on average an additional £560 of reimbursement per case. The Getting it Right First Time 
report highlighted poor awareness of these criteria among orthopaedic departments.  

Methods: The authors investigated the reasons for non-compliance with the best practice tariff 
criteria at their trust and implemented a quality improvement approach to ensure successful 
adherence to the standards (a minimum National Joint Registry compliance rate of 85%, a 
National Joint Registry unknown consent rate below 15%, a patient-reported outcome measure 
participation rate of ≥50%, and an average health gain not significantly below the national 
average). This was investigated using quarterly online reports from the National Joint Registry and 
NHS Digital. 

Results: Initially, the trust had a 31% patient-reported outcome measures participation rate arising 
from a systematic error in the submission of preoperative patient-reported outcome measure 
scores. Re-audit following the resubmission of patient-reported outcome measure data under 
the trust’s correct organization data service code confirmed an improvement in patient-reported 
outcome measure compliance to 90% and satisfaction of all criteria resulting in over £450 000 of 
additional reimbursement to the trust. 

Conclusions: The authors would urge others to review their compliance with these four best practice 
tariff criteria to ensure that they too are not missing out on this significant reimbursement sum.

British Journal of Hospital Medicine, September 2019, Vol 80, No 9� 537

Quality Improvement
©

 2
01

9 
M

A 
H

ea
lth

ca
re

 L
td



x1.2447, leading to a total potential extra 
£466 314 (£374 640 x 1.2447) (assuming an 
average increase for meeting the best practice 
tariff of £560 per case) per annum if the best 
practice tariff criteria are satisfied for the 
current workload of 669 primary joints per 
year (Table 2). 

The best practice tariff for primary total 
hip replacement and primary total knee 
replacement was introduced in 2014–15 
and has seen slight modification to reach 
the current (2018) standards: 
1.	 National Joint Registry compliance rate 

of >85% 
2.	 National Joint Registry unknown consent 

rate <15%
3.	 Minimum preoperative patient-reported 

outcome measures participation rate of 
50% 

4.	 A health benefit not significantly below 
the national average (NHS Improvement, 
2016b). 

The first two standards relate to the quality 
of National Joint Registry data captured by 
a hospital and are published online in freely 
available quarterly reports. 

Patient-reported outcome measures were 
introduced to all NHS-funded providers 
in April 2009 and allow outcomes to be 
quantified from a patient’s perspective. At 
a local level, preoperative (Q1) data are 
collected by the hospital and forwarded on 
to their approved patient-reported outcome 
measures contractor. This contractor will 
then contact the patient 6 months after 
surgery to collect the Q2 questionnaire. At 
the authors’ trust two separate companies 
were employed to provide this service: 

Quality Health for Chelsea and Westminster 
Hospital and Capita for West Middlesex 
University Hospital. 

Nationally, all patient-reported outcome 
measures data are collated by NHS Digital 
who relate the volume of questionnaire 
returns to an individual trust’s workload 
via Hospital Episode Statistics data. 
Comprehensive quarterly reports are 
generated which can be used to determine 
compliance and an assessment of health 
gain. Finalised patient-reported outcome 
measures reports are also produced regularly 
by NHS Digital and can similarly be 
accessed online. 

As regards the final standard of health 
gain this is calculated from a difference in 
the preoperative questionnaire (Q1) to that 
collected at 6 months post-surgery (Q2). The 
questionnaire contains three components: 
an EQ-5D (which measures health-related 
quality of life), EQ-VAS (records the patient’s 
self-rated health on a visual analogue scale) 
and an Oxford Hip or Oxford Knee Score, 
and the same questionnaire is given at Q1 
and Q2. The health benefit is calculated 
based on a case-mix adjustment algorithm, 
the details of which can be found on the 
NHS Digital website (NHS Digital, 2018a). 
A trust is considered a ‘significant outlier’ 
(criteria number 4) if it has an average health 
gain below the lower 99.8% control limit 
(three standard deviations) in any given year, 
or below 95% of the average (two standard 
deviations) for two consecutive years. 

Results
From the quarterly National Joint Registry 
reports it was established that the authors’ 
trust was compliant with the first two of 
the required standards. The compliance 
rate was 93% in 2016–17 and 92% in 
the 2017–18 re-audit period (cf >85% 
standard) (National Joint Registry, 2017a). 
The unknown consent rate was 3% and 
5% respectively for the two investigation 
periods (cf <15% standard) (National Joint 
Registry, 2017b).

Scrutiny of the finalised NHS Digital 
patient-reported outcome measures report 
for April 2016 to March 2017 revealed a Q1 
return rate of 30% for total hip replacement 
and 32% for total knee replacement which 
fell short of the standard (≥50%). These 
data were further interrogated to establish 
average health gains for the individual 
patient-reported outcome measure metrics. 

Table 1. Illustration of 2017–18 national tariff reimbursement for primary total 
hip and knee replacement

HRG 
code HRG name

Non-best 
practice 
tariff (£)

Best 
practice 
tariff (£)

Difference 
(£)

Potential 
trust total 
(£)*

HN22E Very major knee procedures for non-trauma 
with complications/comorbidities score 0–1

4976 5528 552 6880

HN12F Very major hip procedures for non-trauma 
with complications/comorbidities score 0–1

4888 5431 543 6760

HN22D Very major knee procedures for non-trauma 
with complications/comorbidities score 2–3

5336 5929 593 7380

HN12E Very major hip procedures for non-trauma 
with complications/comorbidities score 2–3

5063 5625 562 7001

*Potential trust total calculated by multiplying best practice tariff sum by the market forces factor (x1.2447).  
HRG = healthcare resource group.

Table 2. Calculation of additional funds available for satisfaction of best 
practice criteria based on relevant National Joint Registry data  
(1 April 2016–31 March 2017)

Hospital Primary knee replacement* Primary total hip replacement

Chelsea and Westminster Hospital 146 168

West Middlesex University Hospital 212 143 

Trust total 358 311 

Additional best practice tariff 
reimbursement available (£)

200 480 174 160 

Total (£) 374 640

Total including market forces  
factor† (£)

466 314

*Primary knee replacement surgery includes total, partial and patello-femoral joint replacement; † see text –
market forces factor for this trust is x1.2447
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This confirmed the trust to be within the 
standard set but to be below the national 
average in all but one domain (Table 3). 

A comprehensive investigation into the 
process revealed that the patient-reported 
outcome measures data for the West 
Middlesex University Hospital site were 
being submitted under its own unique 
organization data service code (RFW) 
and not that of the trust (RQM). By not 
updating their systems to submit data under 
the trust’s code (RQM) their Q1 submissions 
were not contributing to the trust totals. This 
systematic error was highlighted to NHS 
Digital who allowed resubmission of all 
Q1 data for the tax year April 2017–March 
2018. To enable satisfactory linkage all Q2s 
which had been incorrectly submitted had to 
be recoded under the trust’s code.   

The authors subsequently re-audited 
patient-reported outcome measure 
compliance using the publication of the 
finalised data for April 2017–March 
2018 (NHS Digital, 2019). This revealed 
an improvement to 86% for total hip 
replacement and 93% for total knee 
replacement. The improved data quality 
had an effect on health gain calculation 
with all the total hip replacement parameters 
transforming to above those of the national 
average (Table 4). 

This finding took the trust from being one 
of the most poorly performing for patient-
reported outcome measures (ranked 285 out 
of 312) to 112 out of 315. It has also enabled 
an approximate £466 300 reimbursement to 
the trust for satisfaction of the best practice 
tariff criteria. 

Discussion
This study was devised following a key 
observation in the Getting it Right First 
Time report. It investigated the best practice 
tariff criteria for primary hip and knee 
replacement and ascertained the financial 
reimbursement related to it. The primary 
objective was to determine if the authors’ 
trust was achieving these standards, and 
secondarily to rectify any reasons for non-
compliance and ensure the reimbursement 
was appropriately rewarded. 

The trust was non-compliant with the 
50% standard set for preoperative patient-
reported outcome measure submission, 
achieving only 30% for eligible total hip 
replacement procedures and 32% for total 
knee replacement procedures in the 2016–17 

study period. The study hypothesis that the 
trust had not been receiving reimbursement 
because of inadequate return of patient-
reported outcome measures questionnaires 
was therefore accepted. This shortcoming 
had arisen from data from the sister hospital 
(West Middlesex University Hospital) not 
being submitted under the correct trust 
code and therefore not contributing to the 
Q1 totals. These data were resubmitted 
under the correct organization data service 
code for the financial year resulting in 
retrospective payment for the whole year 
(2017–18). 

The main limitation of this study 
could be its relevance to patient-reported 
outcome measure handling by other 
trusts. It may well be unusual to have two 
separate parties managing this for a single 
trust and certainly led to the confusion 

reported here. Indeed, rationalising this 
to a single provider would be preferable 
and has now been implemented. However, 
this situation may not be unique as many 
hospitals have merged to form foundation 
trusts and some may well have retained 
their alternative provider for historical or 
contractual reasons. 

In January 2019, NHS England 
and NHS Improvement published a 
consultation notice that the criteria for 
many best practice tariffs would change 
for 2019–20 (NHS Improvement, 2019). A 
significant amendment has now been passed 
for this best practice tariff such that at least 
80% of patients aged 70 years or over are 
required to have a cemented or hybrid 
total hip replacement. This introduction 
is likely to cause some consternation 
among centres which use predominantly 

Table 3. Comparison of adjusted average health gains between the 
investigation trust and the national average for each of the best practice tariff 
patient-reported outcome measure domains (April 2016–March 2017)

Domain

Patient-reported 
outcome measure 
metric

England 
average

Chelsea and 
Westminster NHS 
Trust

Relationship to 
national average 

Compliant 
(Y/N)

Total hip 
replacement

Oxford Hip Score 21.382 20.581 Below Y

EQ-5D 0.437 0.397 Below Y

EQ-VAS 13.137 8.996 Below Y

Total knee 
replacement

Oxford Knee Score 16.392 16.344 Below Y

EQ-5D 0.323 0.308 Below Y

EQ-VAS 6.892 7.601 Above Y

From NHS Digital (2018b) 

Table 4. Data for April 2017–March 2018 showing adjusted average health gain 
data confirming compliance with this standard and improvement in relation to 
the national average

Domain

Patient-reported 
outcome measures 
metric

England 
average

Chelsea and 
Westminster NHS 
Trust

Relationship to 
national average 

Compliant 
(Y/N)

Total hip 
replacement

Oxford Hip Score 22.138 23.699 Above Y

EQ-5D 0.460 0.538 Above Y

EQ-VAS 13.530 15.147 Above Y

Total knee 
replacement

Oxford Knee Score 16.971 16.442 Below Y

EQ-5D 0.338 0.322 Below Y

EQ-VAS 7.938 7.610 Below Y

From NHS Digital (2019) 
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cementless fixation for their implants. 
It further highlights the importance of 
clinicians keeping abreast of such guideline 
developments in their field if they are to be 
assured to remain compliant. 

Conclusions
This investigation highlighted an easily 
rectifiable issue and enabled significant 
retrospective and prospective reimbursement 
to the trust. The authors would strongly urge 
others to familiarise themselves with the 
best practice tariff criteria not only in this 
field but also in any of the other relevant 18 
clinical domains.  BJHM
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KEY POINTS
■■ The best practice tariff for primary 

hip and knee arthroplasty provides 
approximately £560 of additional 
reimbursement per patient above the 
baseline tariff.

■■ Four criteria must be satisfied to achieve 
the tariff: two relate to the quality of data 
submitted to the National Joint Registry, 
and the other two relate to standards of 
patient-reported outcome measures. 

■■ The Getting it Right First Time report 
highlighted that many trusts were 
unaware that there was a primary hip 
and knee replacement best practice tariff 
and were therefore missing out on this 
remuneration.

■■ It is vital that surgeons are aware of 
the criteria and keep updated with any 
changes to them.

■■ From January 2019 the criteria have 
been revised to include the use of cement 
or hybrid fixation for more than 80% of 
total hip replacements in patients over 
70 years of age.
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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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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.

464 British Journal of Hospital Medicine, August 2017, Vol 78, No 8

Quality Improvement

©
 2

01
7 

M
A 

H
ea

lth
ca

re
 L

td

HMED_2017_78_8_464_466.indd   464 25/07/2017   10:26

Full details for submission are available from the BJHM website 
at www.magonlinelibrary.com/pb/assets/raw/qip_auth.pdf

540� British Journal of Hospital Medicine, September 2019, Vol 80, No 9

Quality Improvement

©
 2

01
9 

M
A 

H
ea

lth
ca

re
 L

td


