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APPENDIX 1: GLOSSARY OF TERMS AND ACRONYMS AND INITIALISMS 

Acronym/ 

Initialism 

Full term 

4AT a rapid clinical test for delirium 

AAGBI Association of Anaesthetists of Great Britain and Ireland 

AFFINITY National Falls and Bone Health Project (2018–2023) 

AMRIC Anti-Microbial Resistance Infection Control 

AMT Abbreviated Mental Test 

ANP/ cANP advanced nurse practitioner/ candidate advanced nurse practitioner 

ANZHFR Australian & New Zealand Hip Fracture Registry 

ASA American Society of Anesthesiologists 

BCIS bone cement implantation syndrome  

BGS British Geriatric Society  

BIU Business Intelligence Unit 

BOA British Orthopaedic Association  

BPT Best Practice Tariff 

CAS 

CNS 

CNM 

Cumulative Ambulatory Score 

clinical nurse manager 

clinical nurse specialist 

CDC Centre for Disease Control and Prevention 

COVID-19 coronavirus disease 2019 

DFB Dublin Fire Brigade 

DHS dynamic hip screw 

DVR data validation report 

DXA dual-energy X-ray absorptiometry 

ECDC European Centre for Disease Control 

ED emergency department 

EHDEN European Health Data and Evidence Network 

FFN Fragility Fracture Network 
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FLS Fracture Liaison Service 

GA 

HCA 

general anaesthetic 

health care assistant 

HAI hospital-acquired infection 

HFGC hip fracture governance committee 

HIPE Hospital In-Patient Enquiry 

HIQA Health Information and Quality Authority 

HPO Healthcare Pricing Office 

HRB Health Research Board 

HSCP health and social care professional 

HSE Health Service Executive 

ICD-10-AM International Classification of Diseases, Tenth Revision, Australian Modification 

IGS Irish Gerontological Society 

IHFD Irish Hip Fracture Database 

IHFS Irish Hip Fracture Standards 

IITOS Irish Institute for Trauma and Orthopaedic Surgery 

IM intramedullary  

KPI key performance indicator 

LOS length of stay 

MDT multidisciplinary team 

MTC Major Trauma Centre 

NAS National Ambulance Service 

NHFD National Hip Fracture Database (UK) 

NICE National Institute for Health and Care Excellence 

NMS New Mobility Score 

NOCA National Office of Clinical Audit 

NPEC National Perinatal Epidemiology Centre 

NPHET National Public Health Emergency Team 

OLOL Our Lady of Lourdes 

PHE Public Health England 
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PPI Public and Patient Interest 

PUTZ Pressure Ulcer to Zero 

QIT Quality Improvement Team 

RCSI  Royal College of Surgeons in Ireland 

ROI Republic of Ireland 

SA spinal anaesthetic 

SARS-Co-2 severe acute respiratory syndrome coronavirus 2 

SHFA Scottish Hip Fracture Audit 

SHO Senior House Officer 

SpR Specialist Registrar 

SPSS Statistical Package for the Social Sciences 

SSI Surgical site infection 

THR total hip replacement 

TU trauma unit 

UK United Kingdom 

WHO World Health Organisation 
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APPENDIX 2: HOSPITALS AND PEOPLE THAT WE WORK WITH. 

Hospital Clinical Lead(s) Audit Coordinator(s) 

Midland Regional Hospital Tullamore Ms Dorothy Niall Breda Conlon 

Allison Burke 

Orla Morris 

St James’s Hospital Mr Tom McCarthy 

Prof. C. Geraldine McMahon 

Ricardo Paco 

Genevieve Wynne 

Abigail Mendoza 

Tallaght University Hospital Prof. Tara Coughlan 

Mr Brendan O’Daly 

Rachel Chambers 

Ann Dwyer 

Louise Power 

Mater Misericordiae University 

Hospital 

Mr Sven O’hEireamhoin 

Prof. Joe Duggan 

Yomi Waya 

Mary Mullen 

St Vincent’s University Hospital Mr Conor Hurson 

Dr Rachael Doyle 

Ursula Kelleher 

Luke Corish 

Connolly Hospital Mr Paddy Kenny Jacinta Shields 

Karen Gantley 

Our Lady of Lourdes Hospital 

Drogheda 

Mr Aaron Glynn 

Dr Helen O’Brien 

Pheadra Monahan 

Orla Cooney 

Beaumont Hospital Dr Linda Brewer Anthony O’Loughlin 

Ruth Kavanagh 

Letterkenny University Hospital Mr Tony Shaju Bruce MacGregor 

Carole Mc Fadden 

Sligo University Hospital Mr William Gaine Ann Marie Mullen 

Michelle Gilroy 

University Hospital Galway Mr Colin Murphy Louise Brennan 

Catherine Keane 

Shauna Buckley 
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Mayo University Hospital Mr Derek Bennett Sinead Corley 

University Hospital Waterford Mr Terence Murphy 

Dr Niamh O’Regan 

Lorraine Smith 

Gavin Egan 

Olivia O ‘Houlihan 

Cork University Hospital Dr Emer Ahern 

Mr Shane Guerin 

Toni O’Keeffe 

University Hospital Kerry Mr John Rice Esther O’Mahony 

University Hospital Limerick Dr Jude Ryan 

Mr Matthew Nagel Sarah Maher 

APPENDIX 3: DATA COLLECTION CALENDAR 2022 

Data-collection period Closure date for 
data entry 

Date data are 
received 

Date data is reported 

01/01/2022–
31/03/2022 

30/06/2022 Usually the 8th of the 
month July 8th; in 

2022,however this 
was delayed for this 
quarter due to HIPE 

closing late 

11/09/2022 

01/04/2022–
30/06/2022 

30/09/2022 
NB extended to 

the end of 
October 

8 November 2022 3rd week in November 

01/07/2022–
30/09/2022 

31/12/2022 8 January 2023 3rd week in January 
2023 

01/10/2022–
31/12/2022 

31/03/2022 8 April 2023 3rd week in April 2023 
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APPENDIX 4: IHFD DATASET 
HIPE Portal Data Entry / Hip Fracture Admission (V11.0.1) 01 Jan 2023 

Question Options 

1. Date of trauma causing hip fracture

1A. Time of trauma causing hip fracture 

2. Type of trauma 1 High energy trauma, 2 Low energy trauma 
8 Unknown, 9 Not documented 

3. Date of arrival at first presenting hospital

3A. Time of arrival at first presenting hospital 

4. Admission via ED in operating hospital 1 Yes, 2 No 

4A. Date of arrival in ED of operating hospital 

4B. Time of arrival in ED of operating hospital 

4C. Date left ED in operating hospital 

4D. Time left ED in operating hospital 

4E. Did patient go directly to theatre from ED 1 Yes, 2 No 

4F. Date seen by orthopaedic team in operating 
hospital (if not admitted via ED) 

4G. Time seen by orthopaedic team in operating 
hospital (if not admitted via ED) 

4H. Did patient fall during an existing inpatient 
admission in operating hospital 

1 Yes, 2 No 

5. Type of ward admitted to in operating hospital 1 Orthopaedic Ward 
2 Never Admitted to Orthopaedic Ward 
9 Not Documented 

5A. Date of admission to orthopaedic ward 

5B. Time of admission to orthopaedic ward 

6. Is pre-fracture mobility documented? 1 Yes, 2 No 

6A. Pre-fracture Indoor Walking 0 Unable 
1 Assistance of one person 
2 With an aid 
3 independent 

6B. Pre-fracture Outdoor Walking 0 Unable 
1 Assistance of one person 
2 With an aid 
3 independent 

6C. Pre-fracture Shopping 0 Unable 
1 Assistance of one person 
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2 With an aid 
3 independent 

6D. Pre-fracture New Mobility Score (Sum A+B+C) 

7. AMT Performed 1 Yes, 2 No 
3 Patient Refused, 9 Not Documented 

7A. AMTS 00 - 10 

7B. Delirium assessment 4AT Day 1 1 Yes, 2 No 

7B2. If yes, enter score 00 - 12 

7C. Delirium assessment 4AT Day 3 1 Yes, 2 No 

7C2. If yes, enter score 00 - 12 

7D. Delirium assessment 4AT any other time 1 Yes, 2 No 

7D2. If yes, enter score 00 - 12 

8. Side of fracture 1 Left, 2 Right, 3 Both 

8A. Type of fracture 1 Intracapsular - displaced 
2 Intracapsular - undisplaced 
3 Intertrochanteric 
4 Subtrochanteric 
5 Periprosthetic 
8 Other 
9 Not documented 

8B. Type of fracture (Other, please specify) 

8C. Type of fracture (Right) See Q8A 

8D. Type of fracture (Right, Other, please specify) 

9. Pathological 1 Atypical, 2 Malignancy 
3 No, 9 Not documented 

10. History of previous fragility fracture(s) 1 Yes, 2 No, 9 Not documented 

11. Pre-op medical assessment 1 Routine by geriatrician 
2 Routine by medical physician 
6 None 
7 Ger review following request 
8 Med physician review following request 
9 Not documented 

11A. Assessed by Geriatrician during this acute 
admission 

1 Yes, 2 No, 9 Not documented 

11B. Geriatrician Assessment Date 

11C. Geriatrician Assessment Time 

11D. Geriatrician Grade 1 Consultant 
2 SpR 
3 Registrar 
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8 Other 
9 Not documented 

11E. Assessed by a cANP/ANP 
gerontology/orthopaedics 

1 Yes, 2 No, 9 Not documented 

12. Nutritional risk assessment performed on 
admission 

0 No 
1 Indicates malnourished 
2 Indicates risk of malnutrition 
3 Indicates normal  

13. Nerve block in ED or ward before arrival in 
theatre suite 

1 Yes, 2 No, 9 Not documented 

14. Operation 00 no oper. performed 
01 int fix DHS 
02 int fix Screws 
03 int fix IM nail long 
04 int fix IM nail short 
05 art uni-p hemi uncem uncoated 
06 art uni-p hemi uncem coated 
07 art uni-p hemi cem. 
08 art bi-p hemi uncem uncoated 
09 art bi-p hemi uncem coated 
10 art bi-p hemi cem. 
11 art THR uncem uncoated 
12 art THR uncem coated 
13 art THR cem. 
88 other 
99 not documented 

14A. ASA Grade 1 Normal healthy individual 
2 Mild systemic disease that does not limit 
activity 
3 Severe systemic disease that limits activity 
but is not incapacitating 
4 Incapacitating systemic disease which is 
constantly life-threatening 
5 Moribund - not expected to survive 24 hours 
with or without surgery 
9 Not documented 

14B. Type of Anaesthesia 1 GA only 
2 GA + nerve block 
3 GA + spinal anaesthesia 
4 GA + epidural anaesthesia 
5 SA only 
6 SA + nerve block 
7 SA + epidural (CSE) 
8 Other 
9 Not documented 



 

11 
 

14C. Surgeon Grade 1 Consultant 
2 Specialist Registrar 
3 Registrar 
4 SHO 
8 Other 
9 Not documented 

14C2. Was consultant orthopaedic surgeon present 
in the operating room 

1 Yes 
2 No 
9 Not documented 

14D. Anaesthetist Grade 1 Consultant 
2 Specialist Registrar 
3 Registrar 
4 SHO 
8 Other 
9 Not documented 

14D2. Was consultant anaesthetist present in the 
operating room 

1 Yes 
2 No 
9 Not documented 

14E. Date of primary surgery 
 

14F. Time of primary surgery 
 

14F2. Date surgery finished 
 

14F3. Time surgery finished 
 

14G1. Skin preparation used in theatre 0 None 
1 Iodine 
2 Chlorohexidine/Alcohol 
7 Unknown 
8 Other 
9 Not documented 

14G2. Skin preparation used in theatre (Other) 
 

14G3. Wound contamination classification 1 Clean 
2 Clean-contaminated 
3 Contaminated 
4 Dirty/Infected 
7 Unknown 
9 Not documented 

14H. Reason if delay >48 hours 0 No delay - surgery < 48 hours 
1 Awaiting orthopaedic diagnosis or 
investigation 
2 Awaiting medical review investigation or 
stabilisation 
3 Awaiting inpatient or high dependency bed 
4 Awaiting space on theatre list 
5 Problem with theatre/equipment 
6 Problem with theatre/surgical/anaesthetic 
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staff cover 
7 Cancelled due to list over-run 
8 Other 
9 Not documented 

14H2. Other Reason if delay >48 hours 

14J. Mobilised on day of, or day after surgery 1 Yes 
2 No, 9 Not documented 

14J2. Mobilised by 1 Physiotherapist 
8 Other, 9 Not documented 

14J3. If no, reason why 1 Pain 
2 Confusion/agitation/delirium 
3 Patient declined 
4 Medically not fit 
5 Not mobile pre-fracture 
6 Physio staffing issues 
7 Other staffing 
8 Other 
9 Not documented  

14J4. If no, reason why (other, please specify) 

14K. Physiotherapy Assessment on day of, or day 
after surgery 

1 Yes 
2 No, 9 Not documented 

14L. Cumulated Ambulatory Score - day after 
surgery (0 - 6) 

14I1. Were prophylactic antibiotics administered 1 Yes 
2 No 
7 Unknown 
9 Not documented 

14I2. If yes, which prophylactic antibiotics were 
administered 

14I3. Is the patient currently receiving antibiotics for 
another reason 

1 Yes 
2 No 
7 Unknown 
9 Not documented 

14I4. If yes, which antibiotics 

14I5. Surgical Skin Closure type 1 Sutures 
2 Staples 
3 Glue 
7 Unknown 
8 Other 
9 Not documented 

14I6. Surgical Skin Closure type (Other) 

14I7. Dressing type applied 
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14M. Re-operation within 30 days 0 None 
1 Reduction of dislocated prosthesis 
2 Washout or debridement 
3 Implant removal 
4 Revision of internal fixation 
5 Conversion to Hemiarthroplasty 
6 Conversion to THR 
7 Girdlestone/excision arthroplasty 
8 Surgery for periprosthetic fracture 
9 Not documented 

15. Operation (Right) See Q12 

16. Pressure ulcers 1 Yes, 2 No, 9 Not documented 

17. Specialist Falls Assessment 0 No, 1 Yes - performed on this admission 
2 Yes - awaits further out-patient assessment 

18. Bone protection medication 0 No assessment 
1 Started on this admission 
2 Continued from pre-admission 
3 Awaits DXA scan 
4 Awaits out-patient assessment 
5 Assessed - no bone protection medication 
needed/appropriate 

18A. If medication type changed during admission 
please document 

1 Yes, 2 No, 9 Not documented 

19. Multidisciplinary rehabilitation team assessment 1 Yes, 2 No, 9 Not documented 

20. Cumulated Ambulatory Score - day of acute 
hospital discharge (0 - 6) 

  

21. Where was the patient discharged to following 
the acute hospital spell? 

1 Home 
2 On-site rehab unit 
3 Off-site rehab unit 
4 Convalescence care 
5 New adm to nursing home or long-stay care 
6 Return adm to nursing home or long-stay 
care 
8 Other  

21A. Discharged to (Other, please specify)   

22. Surgical site infection diagnosis documented 1 Yes 
2 No 
7 Unknown 

22A. Date Surgical Site Infection diagnosis first 
documented 

 

22B. Type of Surgical Site Infection 1 Superficial 
2 Deep 
3 Organ space 
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22C. Was a swab / sample taken for culture 1 Yes 
2 No 
7 Unknown 
9 Not documented 

22D. Is a swab / sample result available 1 Yes 
2 No 
7 Unknown 
9 Not documented 

22D2. If yes, swab / sample result (free text) 

22E. Was the patient treated with antibiotics 
specifically for an SSI 

1 Yes 
2 No 
7 Unknown 
9 Not documented 

22E2. If yes, which type of antibiotic was given 
(free text) 

22F. Type of wound treatment 1 Primary Dressing 
2 Antimicrobial Dressing 
3 PICO 
4 Vac Dressing 
5 Surgical Intervention 
8 Other 
9 Not documented 

22F2. Type of wound treatment (Other) 

22G. Was Normothermia Maintained 1 hr post 
primary surgery  

1 Yes 
2 No 
7 Unknown 
9 Not documented 

22H. Date of last inpatient hip fracture surgery 
wound review 

23. Is admission data entry complete for this
episode?

1 Yes, 2 No 
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APPENDIX 5: IHFD FREQUENTLY ASKED QUESTIONS 
Question Answer 

What does IHFD stand for? Irish Hip Fracture Database 

How do I get access to the IHFD? Contact the IHFD and Major Trauma Audit Manager 

(Pamelahickey@noca.ie) (Louisebrent@noca.ie), who will then 

arrange access via the HPO. 

What do I do if I forget my username and password? Contact ihfd@noca.ie 

Can I view anyone else’s data? No; each hospital is registered separately and can only view its 

local data. 

Can more than one person in a hospital be given 

access to the database for data entry? 

Yes, as many as you wish; however, the request must come from 

the clinical lead. 

How long will it take to enter data? Entering the data takes less than 15 minutes per patient entry, 

but time must be factored in for collection of the data (i.e. 

sourcing notes, access to IT systems, and administrative duties). 

There are two options for data entry, which will vary according 

to experience, but will usually consist of the following: 

1. Pre-discharge

a. Type in the Medical Record Number, e.g. 1234567.

b. Click on ‘New Case’.

c. Enter the hip fracture data.

d. Click on ‘Store’.

Note: Only select the option ‘Store as Non-Admitted Episode’ if 

you are sure the patient was not admitted during this episode of 

care. If you choose to enter pre-discharge data, the system will 

automatically merge the hip fracture data and the HIPE data 

after the patient has been discharged. 

2. Post-discharge

a. Type in the Medical Record Number, e.g. 1234567.

b. Click on the relevant discharge date.

c. Enter the hip fracture data under the ‘Optional’ tab.

d. Click on ‘Store’.

mailto:Pamelahickey@noca.ie
mailto:ihfd@noca.ie
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Question Answer 

Once submitted, can I retrieve records to edit 

content? 

Yes, at any time. 

What if date of trauma is not documented? If unknown, enter ‘99-99-9999’ for date and time fields only; 

otherwise, select the option ‘Not documented’. Where possible, 

do not leave any question unanswered.  

What if the patient is transferred from another 

hospital? 

Document the hospital the patient first presents at, for example 

if the patient presents at a hospital with no orthopaedic service 

and has to be transferred to an operating hospital. The clock 

starts ticking from the time of presentation at the first ED; or, if 

it is a transfer from within a hospital with no orthopaedic service 

to an operating hospital, enter the date and time the patient was 

seen by an orthopaedic team, as this was the most likely time 

the diagnosis was made. In most cases, the first presenting 

hospital will be the same as the operating hospital. This should 

still be documented. 

If the patient is admitted from within hospital, how do 

I record this? 

We recognise that some patients may sustain a hip fracture 

while already in hospital or may require acute medical 

management (i.e. they are not admitted primarily due to a 

fractured hip). In this case, complete Q4H. 

What constitutes admission to orthopaedic ward? Includes dedicated orthopaedic/trauma wards or dedicated 

geriatrician-staffed hip fracture wards. 

Enter ‘orthopaedic ward’ if the patient was an inpatient on an 

orthopaedic ward at any time during the acute hip fracture spell. 

What is the AMT Score (Abbreviated Mental Test 

Score)? 

This 10-item version is a simple and robust screening tool for the 

acute patient. Full assessment for confused people (AMT Score 

less than 7) requires more detailed tools to screen for cognitive 

impairment (Mini-Mental State Examination) or presence of 

delirium (4AT). 

What is the 4AT? 
The 4AT is a simple, quick (<2 minutes) and effective bedside tool 

which helps practitioners to detect delirium in their day-to-day 

practice. 

What fracture type is classed as intertrochanteric? Basal and basicervical fractures are to be classed as 

intertrochanteric. 
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What fracture types are recorded in the IHFD? Hip fracture cases either identified as a HIPE Injury Diagnosis 

Code S72.00 to S72.2 OR with a specified type of fracture (e.g. 

intracapsular – displaced, intracapsular – undisplaced, 

intertrochanteric, or subtrochanteric) are recorded in the IHFD.  

What is arthroplasty? Any replacement of the upper femur, including unipolar and 

bipolar hemiarthroplasties and total hip replacements. 

What is a pathological fracture? A broken bone, caused not by trauma alone, but so weakened 

by disease as to break with abnormal ease. Pathological 

fractures are characteristic of primary and metastatic malignant 

disease and myeloma. Answer ‘malignancy’ only if a primary or 

secondary malignancy is present at the fracture site. 

What is an atypical fracture? Atypical fractures are transverse femoral fractures with an 

unusual cortical spike medially which occur in the 

subtrochanteric and shaft regions (you should only enter 

subtrochanteric fractures to the database). They follow low-

trauma injuries and patients may report pre-injury pain.  

What are normal working hours? The National Confidential Enquiry into Perioperative Deaths 

reports from 1997 and 2003 define ‘out of hours’ as any time 

outside of 8.00am to 5.59pm on weekdays, and any time on a 

Saturday or Sunday. 

When is considered the time of primary surgery? The time of primary surgery is taken from the time of induction 

of anaesthesia. The time is shown in hours to two decimal places, 

e.g. 1.25 = 1 hour 15 minutes, 3.50 = 3 hours 30 minutes, and

2.67 = 2 hours 40 minutes. 

When does the clock start ticking? As soon as the patient arrives in an ED or is seen by the 

orthopaedic team in the operating hospital. 

What is an ASA grade? The American Society of Anesthesiologists (ASA) devised a pre-

operative risk grade based on the presence of comorbidities at 

the time of surgery. The ASA’s (Dripps, 1963) physical status 

classification is: 

1. Healthy person.

2. Mild systemic disease.

http://www.medterms.com/script/main/art.asp?articlekey=4484
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3. Severe systemic disease. 

4. Severe systemic disease that is a constant threat to life. 

5. A moribund person who is not expected to survive with or 

without the operation. 

This grading does not take into account acute illness, hence a 

patient can be ASA 1 and ‘unfit’. 

What is meant by ‘Routine by geriatrician’? Review by a geriatrician at the registrar level or above. 

What is meant by ‘Review by ANP’? A review by an advanced nurse practitioner (ANP) is considered 

the same as a review by a geriatrician. 

What is meant by ‘Medical review following request’? Review by a member of the medical team at the registrar level 

or above following a request from the orthopaedic service or ED. 

Reasons for delay to surgery Please document only the main reason for delay. Options are: 

 Medically unfit – awaiting orthopaedic 

diagnosis/investigation: this means waiting for a magnetic 

resonance imaging scan or other confirmation of diagnosis. 

 Medically unfit – awaiting medical review, investigation or 

stability: this means waiting for a medical review, as the 

patient remains medically unfit for surgery/anaesthetic. (If 

this option is selected, a free text box will appear on the 

database to be populated with a brief description of the 

medical issues.) 

 Administrative/logistic – awaiting inpatient or high-

dependency bed. 

 Administrative/logistic – awaiting space on theatre list. 

 Administrative/logistic – problem with theatre/equipment. 

 Administrative/logistic – problem with 

theatre/surgical/anaesthetic staff cover. 

 Cancelled due to theatre over-run: this option is to be used 

when the patient has been allocated a theatre slot, but for 

some reason the list has over-run. 

 Other: any reason other than those given in the list above. 
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If you select ‘Other’, an empty box will appear so you can 

populate it with the reason for delay. 

 No operation performed.

What definition of pressure ulcer is used for the IHFD? Did the patient acquire a new pressure ulcer (Grade 2 or above) 

during the acute admission? 

 This should be answered as ‘yes’ only if the patient has

developed a Grade 2 pressure ulcer or above during their

acute orthopaedic admission.

 Ignore ulcers acquired during an acute stay but which were

acquired more than 120 days after admission.

 If nothing is documented and the patient has left the

hospital, ‘not documented’ must be recorded.

What is the definition of a ward round? The ward round is a parade through the hospital of professionals 

where most decisions concerning patient care are made. The 

round provides an opportunity for the multidisciplinary team to 

listen to the patient’s narrative and jointly interpret their 

concerns. From this unfolds diagnosis, management plans, 

prognosis formation, and the opportunity to explore social, 

psychological, rehabilitation and placement issues.  

Physical examination of the patient at the bedside still remains 

important (O’Hare, 2008). 

What is the definition of mobilised? Mobilised means that, at a minimum, the patient has stood up 

from the bed. To meet IHFS 7, mobilisation must be done by a 

physiotherapist on the day of or the day after surgery.  

What is a specialist falls assessment? A systematic assessment by a suitably trained person, e.g. a 

geriatrician or a specialist assessment trained nurse, which must 

cover the following domains: 

 falls history (noting previous falls)

 cause of index fall (including medication review)

 risk factors for falling and injury (including fracture)

 medication review.
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From this information, the assessor must formulate and 

document a plan of action to prevent further falls. 

What is the definition of multidisciplinary 

rehabilitation assessment team? 

A group of people of different professions (and including, at a 

minimum, a physiotherapist, occupational therapist, nurse and 

doctor) with job plan responsibilities for the assessment and 

treatment of hip fracture patients, and who convene (including 

face to face or via a virtual ward round) regularly (and at least 

weekly) to discuss patient treatment and care and to plan shared 

clinical care goals. 

What drugs constitute bone protection therapy? Not just calcium and vitamin D: 

1. Bisphosphonates (oral,

combined with 

calcium/vitamin D, 

intravenously)  

 Etidronate

 Alendronate

 Risedronate

 Ibandronate

 Zoledronate

 Pamidronate

4. Parathyroid hormone

 PTH 1-34

 PTH 1-84

2. Denosumab 5. Strontium

 Strontium ranelate

3. HRT and SERMS

 HRT (various)

 Tibolone

 Raloxifene

6. Calcium and vitamin D

 Calcitriol

 Calcium and vitamin D

– various

 Alpha-calcidol (or One

alpha)

7. Calcitonin

What is the minimum age? We collect data on all patients aged 18 years and over, but to 
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date, we only report on those aged 60 years and over in the 

national report. 

What is the pre-fracture New Mobility Score? This was a new field for 2016, and there has been 

communication directly with physiotherapy departments 

regarding the collection of this score. 

If you do not have a score recorded for any of Q6A, Q6B and Q6C, 

then leave them blank. 

How do I calculate Q6D if not all fields are answered? Q6D will auto-calculate. 

Does the CAS need to be recorded daily? No, just on the day after surgery and again on the day of acute 

hospital discharge. 

In relation to the CAS, what happens if the patient is 

discharged at the weekend and there are no 

physiotherapists on duty? 

Retrospectively fill it in on the following Monday based on the 

nursing note on the day of discharge, or the last 

physiotherapist’s note if it was recent. 

What is required for Q21 – where was the patient 

discharged to following the acute hospital spell? 

Fill in the option which represents the reason/intent for the 

patient’s initial care after being discharged to a location other 

than home. 

Was skin preparation preformed pre-op? Skin prep is defined as the cleaning of the skin prior to incision. 

 All incision sites should be prepared with an alcohol 

based solution to reduce the risk of contamination 

Removing microorganisms that normally colonise on the skin, 

reduces risk of contamination.  

Skin Preparation used  Is defined as the solution used to clean the skin prior to skin 

incision.  

Wound Classification: 

 Clean 

 Contaminated  

 Dirty.  

The degree of risk is also associated with area prior to incision 
and can be classified into  

 

 Clean wounds. These are not inflamed 

or contaminated and do not involve operating on 

an internal organ. 

 Clean-contaminated wounds. These have no 

evidence of infection at the time of surgery, but do 

involve operating on an internal organ. 

 Contaminated wounds. These involve operating on 
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an internal organ with a spilling of contents from 

the organ into the wound.  

 Dirty wounds. These are wounds in which a

known infection is present at the time of the surgery.

 Note that no spillage, urine, etc. before closure.

Was antibiotic prophylaxis's administered to reduce 

the risk of SSI? 

Preventing the multiplication of microorganisms at the 

operative site, for example by using 

prophylactic antimicrobial therapy. 

 Ensure that the antibiotic is given AT INDUCTION

(WITHIN 60 MINUTES BEFORE SKIN INCISION). In

surgery where a tourniquet is to be applied, a 15

minute period is required between the end of

antibiotic administration, and tourniquet application.

 Surgical antibiotic prophylaxis is a critical step in

preventing surgical site infection. The maximum

benefit with the least harm is gained by

administering an appropriate agent at the right time

and for the right duration. Giving the antibiotic for

longer than is needed does not reduce the risk of

infection and does increase the risk of harm such

as acute kidney injury

and Clostridioides difficile infection.

 2017 Point Prevalence Survey found that

Surgical antimicrobial prophylaxis accounted for 9.5%

of prescriptions, of which nearly 70% exceeded the

single dose recommended for the majority of surgical

procedures.

Preventing the multiplication of microorganisms at 

the operative site, for example by using 

prophylactic antimicrobial therapy (Antibiotic question) 

What antibiotic prophylaxis's was administered to 

reduce the risk of SSI? 

In line with AMRIC/RCSI Position paper 

Was the patient receiving any other antibiotic PATOS 

(present at the time of surgery)  

https://www.hse.ie/eng/services/list/2/gp/antibiotic-

prescribing/hospital-related-guidelines/antibiotic-prophylaxis-

https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/hospital-related-guidelines/antibiotic-prophylaxis-in-surgery.html
https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/hospital-related-guidelines/antibiotic-prophylaxis-in-surgery.html
https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/hospital-related-guidelines/antibiotic-prophylaxis-in-surgery.html
https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/hospital-related-guidelines/antibiotic-prophylaxis-in-surgery.html
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in-surgery.html 

Skin closure type Skin Closure type is defined as the method used to complete 

primary closure of the skin level during the original 

surgery, regardless of the presence of wires, wicks, drains, or 

other devices or objects extruding through the incision. 

Wound dressing applied Defined as the dressing applied in the operating room to cover 

the surgical incision. 

Finish time The time when surgery ends is when all instruments and 

sponges are counted and verified as correct. Post-operative 

radiological studies to be done in the operating room are 

competed. All drains and dressings are secured. The surgeons 

have completed all surgical related procedures on the patient. 

What is a surgical site diagnosis? Surgical site infection is a diagnosis made by a clinician under 

the following criteria of superficial, deep and organ space. 

Link to framework Here 

What normothermia maintained? Within 1hour of the end of an operation, a patients 

temperature is between 35.5 ° and 37.5 ° non rectal. Between 

36 ° and 38 ° for a rectal measurement. Temperature should 

be recorded in the recovery room.  

Date of hip fracture wound dressing check The last documented wound review before discharge. 

What is a swab/sample A swab/sample is a sample that is taken from a suspected 

surgical site infection source to obtain a culture. 

https://www.hse.ie/eng/services/list/2/gp/antibiotic-prescribing/hospital-related-guidelines/antibiotic-prophylaxis-in-surgery.html


28 

APPENDIX 6: FREQUENCY TABLES 
FIGURE 4.1b: NUMBER OF PATIENTS RECORDED ON THE IRISH HIP FRACTURE DATABASE BY 

INDIVIDUAL HOSPITAL, IN 2018 (N=3751), 2020 (N=3666), AND 2022 (N=3909). 

Hospital 2018 2020 2022 

Waterford 426 388 440 

Cork 455 461 429 

Limerick 324 331 345 

Drogheda 219 218 270 

Tullamore 228 213 266 

Connolly 220 211 263 

Galway 229 227 263 

Beaumont 205 235 246 

Tallaght 201 203 231 

St. Vincent’s 358 326 213 

St. James’s 164 169 199 

Mater 164 138 178 

Sligo 115 130 155 

Mayo 146 127 141 

Letterkenny 140 161 136 

Kerry 157 128 134 

National 3751 3666 3909 

FIGURE 4.1C: PERCENTAGE OF PATIENTS NATIONALLY WHO MET EACH IRISH HIP FRACTURE 
STANDARD IN 2018 (N=3,751), 2019 (N=3,701) AND 2020 (N=3666), 2021 (N=3806) AND 2022 
(N=3909). 

2018 2019 2020 2021 2022 

IHFS n % n % n % n % n % 

IHFS1 637 17% 923 25% 1225 33% 979 26% 815 21% 

IHFS2 2561 72% 2672 76% 2598 75% 2769 76% 2762 74% 

IHFS3 101 3% 108 3% 102 3% 102 3% 100 3% 

IHFS4 2589 69% 3029 82% 3017 82% 3165 83% 3118 80% 

IHFS5 2992 84% 3289 94% 3180 91% 3305 92% 3252 88% 

IHFS6 2483 70% 2912 83% 2946 85% 3073 85% 2979 80% 

IHFS7 2617 74% 2732 77% 2705 78% 2959 81% 3203 86% 
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FIGURE 4.2: IRISH HIP FRACTURE STANDARD 1: PERCENTAGE OF PATIENTS ADMITTED TO AN 
ORTHOPAEDIC WARD WITHIN 4 HOURS OF FIRST PRESENTATION OR ADMITTED TO THEATRE FROM 
THE EMERGENCY DEPARTMENT WITHIN 4 HOURS BY INDIVIDUAL HOSPITAL, 2018 (N=3751), 2020 
(N=3666), AND 2022 (N=3909) 

2018 2020 2022 

Hospital n % n % n % 

Tallaght * * 49 24% 113 49% 

Drogheda 33 15% 155 71% 122 45% 

Mater ~ * 42 30% 77 43% 

St James’s 11 7% 56 33% 50 25% 

Cork 140 31% 228 49% 103 24% 

Limerick 88 27% 144 44% 70 20% 

Mayo 45 31% 31 24% 27 19% 

Tullamore 38 17% 64 30% 51 19% 

Letterkenny 44 31% 46 29% 20 15% 

Waterford 29 7% 61 16% 62 14% 

Kerry 10 6% 28 22% 17 13% 

Sligo 49 43% 40 31% 19 12% 

Connolly 27 12% 79 37% 29 11% 

St Vincent’s 77 22% 107 33% 23 11% 

Beaumont 23 11% 60 26% 21 9% 

Galway 14 6% 35 15% 11 4% 

National 637 17% 1225 33% 815 21% 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer.
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FIGURE 4.3: IRISH HIP FRACTURE STANDARD 2: PERCENTAGE OF PATIENTS RECEIVING SURGERY 
WITHIN 48 HOURS OF FIRST PRESENTATION (AND WITHIN NORMAL WORKING HOURS) BY 
INDIVIDUAL HOSPITAL, 2018 (n=3554), 2020 (n=3485) and 2022 (n=3723)1 
 

  
2018 2020 2022 

Hospital n % n % n % 

Limerick 156 52% 206 66% 203 60% 

Tullamore 165 77% 146 71% 156 63% 

Cork 310 72% 269 60% 295 69% 

Drogheda 131 65% 136 66% 172 70% 

Beaumont 145 74% 171 76% 168 71% 

Letterkenny 106 78% 115 77% 96 71% 

Connolly 177 83% 166 85% 190 73% 

Kerry 88 62% 81 66% 90 74% 

Waterford 221 53% 251 67% 311 74% 

Galway 162 75% 181 83% 192 80% 

Sligo 81 70% 103 84% 114 81% 

St James’s 124 78% 125 79% 154 82% 

Mayo 96 72% 100 84% 110 84% 

Tallaght 156 82% 155 83% 184 85% 

Mater 121 78% 105 85% 134 86% 

St Vincent’s 322 95% 288 93% 193 91% 

National 2561 72% 2598 75% 2762 74% 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
1  Patients who did not have surgery have been excluded. 
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FIGURE 4.4: IRISH HIP FRACTURE STANDARD 3: PERCENTAGE OF PATIENTS WHO DEVELOPED 

PRESSURE ULCERS FOLLOWING ADMISSION, BY INDIVIDUAL HOSPITAL, 2018 (n=3567), 2020 

(n=3481) and 2022 (n=3712)2 

  2018 2020 2022 

Hospital n % n % n % 

Galway ~ * 8 4% 13 5% 

St James’s 18 12% 7 5% 9 5% 

Limerick 12 4% ~ * 15 5% 

Letterkenny ~ * 6 4% ~ * 

Connolly ~ * ~ * 8 3% 

Beaumont 15 8% 11 5% 7 3% 

Waterford ~ * 6 2% 11 3% 

Sligo ~ * 8 6% ~ * 

Drogheda 6 3% 6 3% 6 2% 

Kerry ~ * ~ * ~ * 

Tallaght ~ * 6 3% ~ * 

Tullamore 9 4% 9 4% ~ * 

Mayo ~ * ~ * ~ * 

Cork ~ * 6 1% 6 1% 

St Vincent’s 9 3% ~ * ~ * 

Mater ~ * 12 9% ~ * 

National 101 3% 102 3% 100 3% 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer. 

  

 

 

 

 

 

 

 

 

 

                                                           
2 Patients who died have been excluded. 
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FIGURE 4.5: IRISH HIP FRACTURE STANDARD 4: PERCENTAGE OF PATIENTS SEEN BY A 
GERIATRICIAN OR ADVANCED NURSE PRACTITIONER DURING ADMISSION, BY INDIVIDUAL 
HOSPITAL, 2018 (N=3751), 2020 (N=3666) and 2022 (N=3909)  

2018 2020 2022 

Hospital n % n % n % 

Beaumont 191 93% 227 97% 232 94% 

Connolly 80 36% 135 64% 186 71% 

Cork 267 59% 459 100% 421 98% 

Drogheda 73 33% 190 87% 68 25% 

Galway 166 72% 216 95% 238 90% 

Kerry ~ * 57 45% 105 78% 

Letterkenny 80 57% 43 27% 110 81% 

Limerick 253 78% 236 71% 193 56% 

Mater 162 99% 119 86% 167 94% 

Mayo * * 93 73% 56 40% 

Sligo 92 80% 95 73% 118 76% 

Tallaght 113 56% 151 74% 206 89% 

Tullamore 181 79% 174 82% 214 80% 

Waterford 389 91% 353 91% 418 95% 

St James’s 148 90% 159 94% 181 91% 

St Vincent’s 339 95% 310 95% 205 96% 

National 2589 69% 3017 82% 3118 80% 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer.
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FIGURE 4.6: IRISH HIP FRACTURE STANDARD 5: PERCENTAGE OF PATIENTS WHO RECEIVED A BONE 
HEALTH ASSESSMENT, BY INDIVIDUAL HOSPITAL IN 2018 (n=3567), 2020 (n=3481) and 2022 
(n=3712)3 
 

  2018 2020 2022 

Hospital n % n % n % 

Cork 429 98% 437 100% 408 100% 

Letterkenny 130 98% 140 92% 136 100% 

St Vincent’s 326 97% 299 98% 199 99% 

Galway 203 94% 205 96% 229 95% 

Waterford 384 94% 338 92% 392 95% 

Beaumont 183 94% 215 97% 222 94% 

St James’s 146 96% 147 95% 182 94% 

Sligo 108 96% 109 86% 141 94% 

Mater 157 100% 117 91% 152 93% 

Tallaght 176 96% 191 100% 199 92% 

Kerry 50 33% 100 83% 112 87% 

Tullamore 210 96% 197 96% 219 86% 

Limerick 251 81% 267 84% 252 77% 

Drogheda 80 39% 184 87% 185 72% 

Connolly 124 58% 126 62% 174 69% 

Mayo 35 25% 108 89% 50 37% 

National 2992 84% 3180 91% 3252 88% 

 

FIGURE 4.6B: IRISH HIP FRACTURE STANDARD 5: PERCENTAGE OF PATIENTS WHO RECEIVED A 
BONE HEALTH ASSESSMENT IN 2018 (n=3567), 2020 (n=3481) AND 2022 (n=3712)4 
 

  2018 2020 2022 

Bone Health Assessment n % n % n % 

No assessment 598 16% 326 9% 409 11% 

Started on this admission 1678 45% 2107 57% 2130 57% 

Continued From pre-admission 575 15% 478 13% 476 13% 

Awaits dual-energy X-ray absorptiometry scan 204 5% 173 5% 172 5% 

Awaits outpatient assessment 469 13% 311 8% 336 9% 

Assessed — no bone protection medication 189 5% 252 7% 138 4% 

Not known 38 1% 19 1% 51 2% 

Total 3751 100% 3666 100% 3712 100% 

 

  

 

                                                           
3 Patients who died have been excluded. 
4 Patients who died have been excluded. 
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FIGURE 4.7: IRISH HIP FRACTURE STANDARD 6: PERCENTAGE OF PATIENTS WHO RECEIVED A 
SPECIALIST FALLS ASSESSMENT, BY INDIVIDUAL HOSPITAL, 2018 (n=3567), 2020 (n=3481) and 2022 
(n=3712)5 

2018 2020 2022 

Hospital n % n % n % 

Cork 199 45% 436 100% 405 99% 

St Vincent’s 327 98% 300 98% 199 99% 

Letterkenny 123 93% 109 72% 133 98% 

Mater 155 99% 118 91% 156 96% 

St James’s 148 97% 145 94% 184 95% 

Waterford 360 88% 336 91% 392 95% 

Galway 140 65% 209 98% 227 95% 

Beaumont 187 96% 215 97% 222 94% 

Kerry 7 5% 59 49% 115 89% 

Tallaght 88 48% 147 77% 184 85% 

Tullamore 175 80% 171 83% 206 81% 

Sligo 94 83% 94 74% 117 78% 

Connolly 57 27% 99 49% 172 68% 

Limerick 243 79% 234 74% 174 53% 

Drogheda 129 63% 184 87% 62 24% 

Mayo 51 36% 90 74% 31 23% 

National 2483 70% 2946 85% 2979 80% 

5 Patients who died have been excluded. 
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FIGURE 4.8: IRISH HIP FRACTURE STANDARD 7: PERCENTAGE OF PATIENTS MOBILISED BY A 
PHYSIOTHERAPIST ON THE DAY OF OR DAY AFTER SURGERY, BY INDIVIDUAL HOSPITAL 2018 
(n=3554), 2020 (n=3485) and 2022 (n=3723)6 

2018 2020 2022 

Hospital n % n % n % 

Letterkenny 125 92% 136 91% 130 96% 

St James’s 133 84% 143 91% 179 95% 

Connolly 193 91% 159 81% 237 92% 

Cork 254 59% 324 72% 390 91% 

Waterford 249 60% 245 65% 371 88% 

Mater 147 94% 111 90% 137 88% 

Limerick 278 93% 291 93% 298 88% 

Galway 198 91% 203 93% 209 87% 

Mayo 121 90% 94 79% 110 84% 

Sligo 78 68% 90 73% 118 84% 

Tullamore 122 57% 163 79% 208 84% 

Tallaght 123 65% 114 61% 177 82% 

St Vincent’s 197 58% 198 64% 170 81% 

Beaumont 114 58% 173 77% 187 79% 

Drogheda 183 91% 164 80% 190 77% 

Kerry 102 72% 97 79% 92 75% 

National 2617 74% 2705 78% 3203 86% 

6 Patients who did not have surgery have been excluded. 
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FIGURE 6.1:  MODE OF ADMISSION TO OPERATING HOSPITAL, BY HOSPITAL, 2022 (N=3909) 

Directly to ED or 
Operating Theatre 

Seen by an 
Orthopaedic 

Team Not Known Total 

Hospital n % n % n % n 

Beaumont 234 95% ~ * * * 246 

Connolly 235 89% 28 11% 0 0% 263 

Cork 404 94% 25 6% 0 0% 429 

Drogheda 263 97% * * ~ * 270 

Galway 240 91% * * ~ * 263 

Kerry 133 99% ~ * * * 134 

Letterkenny 131 96% ~ * * * 136 

Limerick 343 99% ~ * ~ * 345 

Mater 171 96% ~ * ~ * 178 

Mayo 133 94% 8 6% 0 0% 141 

Sligo 151 97% ~ * * * 155 

Tallaght 199 86% * * ~ * 231 

Tullamore 255 96% * * ~ * 266 

Waterford 346 79% 94 21% 0 0% 440 

St James’s 194 97% ~ * * * 199 

St Vincent’s 205 96% * * ~ * 213 

National 3637 93% 246 6% 26 1% 3909 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer.

FIGURE 6.2: CUMULATIVE TIME TO SURGERY, 2022 (n=3723)7 

Cumulative time 
to surgery % n 

<12 5% 193 

<24 40% 1488 

<36 57% 2115 

<48 75% 2797 

<60 82% 3038 

<72 89% 3311 

<84 92% 3411 

<96 94% 3502 

<108 95% 3541 

<120 96% 3583 

>120 99% 3701 

7 Patients who did not have surgery have been excluded. 



37 

FIGURE 6.3: PERCENTAGE OF PATIENTS BY TYPE OF ANAESTHESIA, 2022 (n=3723)8 

Anaesthesia Type n % 

Both 95 3% 

General anaesthesia 828 22% 

Other 37 1% 

Spinal anaesthesia 2763 74% 

Total 3723 100% 

FIGURE 6.3A: PERCENTAGE OF PATIENTS BY TYPE OF ANAESTHESIA, BY HOSPITAL, 2022 (n=3723)9 

Both 
General 

Anaesthesia Other 
Spinal 

Anaesthesia Total 

Hospital n % n % n % n % n 

Beaumont 0 0% * * ~ * 150 63% 238 

Connolly 16 6% 70 27% 0 0% 173 67% 259 

Cork * * 22 5% ~ * 397 93% 428 

Drogheda ~ * 58 24% * * 186 76% 246 

Galway 12 5% 67 28% 7 3% 155 64% 241 

Kerry ~ * 9 7% ~ * 106 87% 122 

Letterkenny ~ * 13 10% * * 119 88% 136 

Limerick * * 44 13% ~ * 252 74% 340 

Mater 0 0% 89 57% 0 0% 67 43% 156 

Mayo ~ * 38 29% * * 91 69% 131 

Sligo ~ * 35 25% * * 105 74% 141 

Tallaght * * 53 25% ~ * 162 75% 216 

Tullamore ~ * 64 26% ~ * 182 73% 249 

Waterford * * ~ * 6 1% 412 98% 421 

St James’s ~ * 83 44% * * 91 48% 188 

St Vincent’s ~ * 94 45% * * 115 55% 211 

National 95 3% 828 22% 37 1% 2763 74% 3723 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer.

8 Patients who did not have surgery have been excluded. 
9 Patients who did not have surgery have been excluded. 
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FIGURE 6.4:  PERCENTAGE OF NERVE BLOCK USAGE, BY HOSPITAL, 2022 (n=3723)10 
 

  
Nerve Block No Nerve Block Not known Total 

Hospital n % n % n % n 

Beaumont 162 68% 21 9% 55 23% 238 

Connolly 207 80% 32 12% 20 8% 259 

Cork 424 99% ~ * * * 428 

Drogheda 166 67% * * ~ * 246 

Galway 200 83% 35 15% 6 2% 241 

Kerry 89 73% * * ~ * 122 

Letterkenny 87 64% * * ~ * 136 

Limerick 319 94% 16 5% 5 1% 340 

Mater 142 91% * * ~ * 156 

Mayo * * 73 56% ~ * 131 

Sligo * * 22 16% ~ * 141 

Tallaght 180 83% 30 14% 6 3% 216 

Tullamore 209 84% 18 7% 22 9% 249 

Waterford 315 75% 95 23% 11 3% 421 

St James’s 108 57% 38 20% 42 22% 188 

St Vincent’s 117 55% 39 18% 55 26% 211 

National 2900 78% 587 16% 236 6% 3723 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer. 

  

                                                           
10 Patients who did not have surgery have been excluded. 
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FIGURE 6.5:  PERCENTAGE OF PATIENTS BY NUTRITIONAL RISK ASSESSMENT, BY HOSPITAL, 2022 

(N=3909) 

No 
Assessment 
Performed 

Indicates 
Malnourished 

Indicates 
Risk of 

Malnutrition 
Indicates 
Normal Total 

Hospital n % n % n % n % n 

Cork 0 0% 0 0% 119 28% 310 72% 429 

Sligo ~ * ~ * * * 143 92% 155 

Letterkenny ~ * ~ * 58 43% 71 52% 136 

Waterford 22 5% 10 2% 86 20% 322 73% 440 

Kerry 11 8% ~ * 66 49% 55 41% 134 

Beaumont 28 11% 0 0% 34 14% 184 75% 246 

Connolly 45 17% ~ * 29 11% 188 71% 263 

Tallaght 73 32% 9 4% 38 16% 111 48% 231 

Mater 62 35% 24 13% 51 29% 41 23% 178 

Drogheda 100 37% ~ * 27 10% 142 53% 270 

St. James’s 78 39% 8 4% 34 17% 79 40% 199 

St. Vincent’s 110 52% ~ * 13 6% 87 41% 213 

Mayo 87 62% ~ * 13 9% 38 27% 141 

Galway 184 70% 13 5% 40 15% 26 10% 263 

Limerick 285 83% ~ * ~ * 54 16% 345 

Tullamore 265 100% ~ * 0 0% 0 0% 266 

Total 1355 35% 83 2% 620 16% 1851 47% 3909 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer

FIGURE 6.6:  PERCENTAGE OF PATIENTS RECORDED AS HAVING A 4AT DELIRIUM ASSESSMENT AT 

DAY 1, BY YEAR (N=3909) 

2019 2020 2021 2022 

Delirium 
assessment n % n % n % n % 

No assessment 2853 77% 2283 62% 2264 59% 2235 57% 

Assessment 848 23% 1383 38% 1542 41% 1674 43% 

Total 3701 100% 3666 100% 3806 100% 3909 100% 



40 

FIGURE 6.6A: PERCENTAGE OF PATIENTS RECORDED AS HAVING A 4AT DELIRIUM ASSESSMENT 

AT DAY 1, BY HOSPITAL, 2022 (N=3909) 

Yes No Not known 

Hospital n % n % n % 

Connolly 169 64% 83 32% 11 4% 

Tullamore 0 0% 231 87% 35 13% 

Limerick 79 23% 228 66% 38 11% 

Letterkenny 119 88% 8 6% 9 7% 

Sligo 20 13% 135 87% 0 0% 

Waterford 90 21% 8 2% 342 78% 

Cork 379 88% ~ * 49 11% 

Kerry ~ * 104 78% 25 19% 

Galway 163 62% 67 26% 33 13% 

Mayo 6 4% 135 96% 0 0% 

St. James’s 10 5% 125 63% 64 32% 

Mater 122 69% 49 28% 7 4% 

St. Vincent’s 175 82% 35 16% ~ * 

Drogheda 164 61% 103 38% ~ * 

Beaumont 24 10% 222 90% 0 0% 

Tallaght 149 65% 22 10% 60 26% 

National 1674 43% 1556 40% 679 17% 
~ Denotes five cases or fewer. 

* Further suppression required to prevent disclosure of five cases or fewer.

FIGURE 6.7:  PERCENTAGE OF PATIENTS BY TYPE OF SURGERY, 2022 (N=3723)11 

Surgery type n % 

Arthroplasty hemi cemented 1427 38% 

Arthroplasty hemi uncemented 395 11% 

ArthroplastyTHR cemented 98 3% 

ArthroplastyTHR uncemented 72 2% 

Internal fixation DHS 332 9% 

Internal fixation IM nail (long) 565 15% 

Internal fixation IM nail (short) 718 19% 

Internal fixation screws 45 1% 

Other 71 2% 

Total 3723 100% 

11 Patients who did not have surgery have been excluded. 
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FIGURE 6.7B:  PERCENTAGE OF PATIENTS WITH CEMENTED OR UNCEMENTED ARTHROPLASTIES, 

BY HOSPITAL (n=1992) 

  Cemented Uncemented 

Hospital n  % n  % 

Beaumont 127 98% 2 2% 

Connolly 124 97% 4 3% 

Cork 249 100% 0 0% 

Drogheda 97 83% 20 17% 

Galway 12 9% 123 91% 

Kerry 66 100% 0 0% 

Letterkenny 79 100% 0 0% 

Limerick 185 97% 5 3% 

Mater 68 96% 3 4% 

Mayo 51 68% 24 32% 

Sligo 61 80% 15 20% 

Tallaght 97 88% 13 12% 

Tullamore 13 10% 120 90% 

Waterford 180 79% 47 21% 

St James’s 95 94% 6 6% 

St Vincent’s 21 20% 85 80% 

National 1525 77% 467 23% 

~ Denotes five cases or fewer. 
* Further suppression required to prevent disclosure of five cases or fewer. 
  
FIGURE 6.8:  PERCENTAGE OF PATIENTS WHO WERE ASSESSED BY A PHYSIOTHERAPIST ON THE 

DAY OF OR DAY AFTER SURGERY, BY HOSPITAL, 2022 (n=3723)12  

Hospital n % 

Beaumont 206 87% 

Connolly 253 98% 

Cork 428 100% 

Drogheda 242 98% 

Galway 237 98% 

Kerry 94 77% 

Letterkenny 135 99% 

Limerick 313 92% 

Mater 151 97% 

Mayo 123 94% 

Sligo 135 96% 

St James’s 186 99% 

St Vincent’s 203 96% 

Tallaght 206 95% 

Tullamore 242 97% 

Waterford 373 89% 

National 3527 95% 

                                                           
12 Patients who did not have surgery have been excluded. 
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FIGURE 6.8A:  PERCENTAGE OF PATIENTS WHO WERE MOBILISED BY A PHYSIOTHERAPIST ON THE 

DAY OF OR DAY AFTER SURGERY, 2022 (n=3723) 13 

Mobilisation n % 

Not known 23 1% 

Not mobilised 460 12% 

Yes: mobilised by other 37 1% 

Yes: mobilised by 
physiotherapist 3203 86% 

Total 3723 100% 

FIGURE 7.1:  PERCENTAGE OF PATIENTS BY FUNCTIONAL OUTCOMES: CUMULATIVE AMBULATORY 
SCORE, 2022 (n=2118) 

Day after surgery Day of discharge 

Ambulatory score n % n % 

0 125 6% 114 5% 

1 141 7% 30 1% 

2 266 13% 72 3% 

3 1412 67% 792 37% 

4 103 5% 203 10% 

5 49 2% 321 15% 

6 22 1% 586 28% 

FIGURE 7.2: PERCENTAGE OF PATIENTS BY DESTINATION ON DISCHARGE AND YEAR 

13 Patients who did not have surgery have been excluded. 

2018 2019 2020 2021 2022 

Discharge 
Destination n % n % n % n % n % 

Discharged 
elsewhere 3012 80% 2816 76% 2640 72% 2663 70% 2774 71% 

Discharged 
home 739 20% 885 24% 1026 28% 1143 30% 1135 29% 

Total 3751 100% 3701 100% 3666 100% 3806 100% 3909 100% 
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FIGURE 7.2A:  PERCENTAGE OF PATIENTS BY DESTINATION ON DISCHARGE, 2022 (N=3909) 

Discharge destination n % 

Home 1135 29% 

Off-site rehabilitation unit 1073 27% 

Return admission to nursing home or long-
stay care 514 13% 

Convalescence care 349 9% 

Other 293 8% 

Died 197 5% 

New admission to nursing home or long-stay 
care 154 4% 

On-site rehab unit 109 3% 

Not known 85 2% 

Total 3909 100% 

FIGURE 7.4: PERCENTAGE OF PATIENTS BY REOPERATION WITHIN 30 DAYS BY YEAR 

2018 2019 2020 2021 2022 

Reoperation 
within 30 
Days n % n % n % n % n % 

No 3052 86% 3058 86% 3081 88% 3561 98% 3600 97% 

Yes 47 1% 59 2% 58 2% 55 2% 55 1% 

Not known 455 13% 419 12% 346 10% 23 1% 68 2% 

Total 3554 100% 3536 100% 3485 100% 3639 101% 3723 100% 
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APPENDIX 7: SPECIFICATIONS FOR COMPOSITE VARIABLES 
See Appendix 1: IHFD Dataset for question references. 

FIGURE 4.2: ADMISSION TO ORTHOPAEDIC WARD OR THEATRE WITHIN 4 HOURS FROM 

EMERGENCY DEPARTMENT 

4.2.1. Composite variable based on Q3–Q4B, Q4F–Q4H and Q5–Q5B as follows: 

Category* Specification 

Admitted to orthopaedic ward If Q5=1 

– Admitted within 4 hours If Q5=1 and time interval is calculated as within 

4 hours 

– Admitted after 4 hours If Q5=1 and time interval is calculated as more 

than 4 hours 

– Time interval not known If Q5=1 and time interval is not known 

Patient admitted directly to theatre within 4 

hours 

If Q5=1 and time to surgery is calculated as 

within 4 hours 

Never admitted to orthopaedic ward If Q5=2 

Not known If Q5=9 

* If patients go to theatre directly from ED, and within 4 hours of first presentation, they are

included.

4.2.2. Time interval determination for patients admitted to orthopaedic ward (Q5=1): 
(a) If admitted via ED (Q4=1), then the time interval is calculated from the date and time of

arrival at the first presenting hospital (Q3–Q3A) or from the date and time of arrival at the
ED of the operating hospital (Q4A–Q4B), whichever is earlier, to the date and time admitted
to an orthopaedic ward (Q5A–Q5B).

(b) If not admitted via ED (Q4=2), then: (i) for inpatient fall cases (Q4H=1), the time interval is
calculated from the date and time seen by an orthopaedic team in the operating hospital
(Q4F–Q4G) to the date and time admitted to an orthopaedic ward (Q5A–Q5B); (ii) for other
cases, the time interval is calculated from the date and time of arrival at either the first
presenting hospital (Q3–Q3A) or from the date and time seen by an orthopaedic team (Q4F–
Q4G), whichever is earlier, to the date and time admitted to an orthopaedic ward (Q5A–
Q5B); and if the date and time of arrival at the first presenting hospital (Q3–Q3A) is not
recorded, and the date and time seen by an orthopaedic team (Q4F–Q4G) postdates the
date and time admitted to an orthopaedic ward (Q5A–Q5B), then the time interval is set at 0
minutes.

4.2.3. Determination of time interval categories 

Category Specification 

Within 4 hours If interval range is 0–240 minutes 

After 4 hours If interval range is 241–525,600 minutes 
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Not known If relevant dates and times are missing; or the 
interval range is invalid, i.e. <0 minutes; or the 
interval is implausible, i.e. >525,600 minutes (1 
year) 

FIGURE 4.3: TIME TO SURGERY – 48 HOURS/WORKING HOURS 

4.3.1. Composite variable based on Q3–Q4B, Q4F–Q4G, Q5–Q5B, Q14 and Q14E–Q14F, as follows: 

Category Specification 

Within 48 hours and working hours (Monday–
Sunday, 8.00am–5.59pm) 

If Q14=01–88, and time interval is calculated as 
within 48 hours, and time of surgery is within 
specified working hours 

Within 48 hours but out of hours (Monday–
Sunday, 6.00pm–7.59am) 

If Q14=01–88, and time interval is calculated as 
within 48 hours, and time of surgery is within 
specified working hours 

After 48 hours If Q14=01–88, and time interval is calculated as 
more than 48 hours 

Not known If Q14=01–88, and time interval is not known 

4.3.2. Time interval determination for patients who had surgery (Q14=1–88): 
(a) If admitted via ED (Q4=1), then the time interval is calculated from the date and time of

arrival at the first presenting hospital (Q3–Q3A), or from the date and time of arrival at the
ED of the operating hospital (Q4A–Q4B), whichever is earlier, to the date and time of surgery
(Q14E–Q14F). If Q3–Q3A and Q4A–Q4B are missing and the patient was admitted to an
orthopaedic ward (Q5=1), then the time interval is estimated by using the date and time
admitted to an orthopaedic ward (Q5A–Q5B) as its starting point.

(b) If not admitted via ED (Q4=2), then: (i) for inpatient fall cases (Q4H=1), the time interval is
calculated from the date and time seen by an orthopaedic team in the operating hospital
(Q4F–Q4G) to the date and time of surgery (Q14E–Q14F); (ii) for other cases, the time
interval is calculated from the date and time of arrival at either the first presenting hospital
(Q3–Q3A) or from the date and time seen by an orthopaedic team (Q4F–Q4G), whichever is
earlier, to the date and time of surgery (Q14E–Q14F); (iii) if the date and time of arrival at
the first presenting hospital (Q3–Q3A) is not recorded, and the date and time seen by an
orthopaedic team (Q4F–Q4G) postdates the date and time admitted to an orthopaedic ward
(Q5A–Q5B), then the time interval is calculated from the date and time of admission to an
orthopaedic ward to the date and time of surgery (Q14E–Q14F); and (iv) if Q3–Q3A and
Q4A–Q4B are missing and the patient was admitted to an orthopaedic ward (Q5=1), then
the time interval is estimated by using the date and time admitted to an orthopaedic ward
(Q5A–Q5B) as its starting point.

4.3.3. Determination of time interval and working hours categories: 

Category Specification 

Within 48 hours and working hours (Monday–
Sunday, 8.00am–5.59pm) 

If interval range is 0–2,880 minutes; and time of 
surgery (Q14F) range is 8.00am–5.59pm 

Within 48 hours but out of hours (Monday–
Sunday, 6.00pm–7.59am) 

If interval range is 0–2,880 minutes; and time of 
surgery (Q14F) range is 6.00pm–7.59am 

After 48 hours If interval range is 2,881–525,600 minutes (1 
year) 
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Not known If relevant dates and times are missing; or 
interval is invalid, i.e. <0 minutes; or interval is 
implausible, i.e. >525,600 minutes (1 year) 

 
FIGURE 4.5: PERCENTAGE OF PATIENTS REVIEWED BY A GERIATRICIAN AT ANY POINT DURING 

ADMISSION 

4.5.1. Composite variable based on Q11A/Q11E: 

Category Specification 

Assessed by a geriatrician during this acute 

admission 

If Q11A=1 

Assessed by a cANP/ANP 

gerontology/orthopaedics 

If Q11E=1 
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APPENDIX 8: ADDITIONAL INFORMATION 

Type of trauma n % 

High-energy trauma 

Low-energy trauma 

Not known 

Total 

PATHOLOGICAL N % 

Atypical 

Malignancy 

No 

Not known 

Total 

PREVIOUS FRAGILITY FRACTURE n % 

Yes 

No 

Not known 

Total 

GERIATRICIAN GRADE* N % 

Consultant 

Specialist registrar (SpR) 

Registrar 

Other 

Not known 

Total 

SURGEON GRADE** n % 

Consultant 

SpR 

Registrar 
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Other 

Not known 

Total 

ANAESTHETIST GRADE*** N 

Consultant 

SpR 

Registrar 

Senior house officer (SHO) 

Not known 

Total 

MULTIDISCIPLINARY REHABILITATION TEAM ASSESSMENT*** n % 

Yes 

No 

Not known 

Total 

* Only includes patients assessed by a geriatrician during their acute

admission.

** Only includes patients who received surgery during their acute 

admission. 

*** Excludes patients who died in hospital. 
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APPENDIX 9: IHFD GOVERNANCE COMMITTEE MEETING ATTENDEES, 2022 



IHFD QI PROJECT SUBMISSIONS 
QI Project Title Author Institution 

1 Implementing the Irish Hip 
Fracture Standards (IHFS) 
in Beaumont Hospital  

Renato David Damalerio Beaumont Hospital 

2 Charting for Completeness Esther O’Mahony University Hospital Kerry 
3 Improving IHFD Standard 2 (48 

hours to theatre for patients 
with a hip fracture) in 
University Hospital Limerick 

Sarah Maher University Hospital Limerick 

4 What Happens to Our Hips?: 
Establishing MMUH as a Hip 
FORGE Pilot Site 

Shanice Vallely Mater Misericordiae University 
Hospital 

5 Implementation of a patient 
flow based electronic clinical 
pathways (ECP) for patients 
presenting with hip fractures in 
emergency departments. 

Geraldine Mc Mahon, Joseph 
Queally and Ricardo Paco. 

St James’s Hospital 

6 Hip Fracture Care in SVUH: 
Completing the picture 

Marie Gilmartin and Ursula 
Kelleher 

St Vincent’s University Hospital 

7 Heavy Metal Lead Jackets Michelle Gilroy Sligo University Hospital 

8 Implementation of Seven-Day 
Physiotherapy Service Leads to 
Improved Outcomes Following 
Hip Fracture Surgery 

Karol Byrne St Vincent’s Hospital 

9 Overview of Quality 
Improvement 

Midlands Regional Hospital 
Tullamore Governance 
Committee 

Midlands Regional Hospital 

Tullamore 

10 Long-Term Hip Fracture 
Outcomes; A Multicenter, 
Retrospective, Observational 
study 

Adefunke Salawu1, Clare 
Doyle1, Abbie Phelan1, Sarah 
O’Callaghan2, Melissa Nolan2, 
Sinead Kiernan3, Felix Moon3, 
Eva- Marie Elliot3, Rachel 
Murphy3, Anne-Marie 
Seddon3, Edel McDaid4, Lauren 
Fenton4, Aine Gilheany4 

1St. Mary’s Hospital, Phoenix 
Park (SMH), 2National 
Orthopaedic Hospital Cappagh 
(NOHC); 3Clontarf Hospital (IOH); 
4The Royal Hospital, Donnybrook 
(RHD) 

APPENDIX 10: QI Submission 



How it started 
The establishment of the National Office of Clinical Audit (NOCA) 
in 2012 has facilitated a specific focus within the Irish Healthcare 
System on continually improving the standards of patient care 
across a range of healthcare issues. 
Since 2013, the Irish Hip Fracture Database (IHFD) has been 
under the operational governance of NOCA. 
The IHFD measures the care of all patients > 60 years who have 
been admitted to any of the 16 hospitals partaking in the audit 
process. 
Each patient’s experience is measured across 7 agreed standards 
of care which have evolved to align with the Irish context and 
consequentially have become known as the Irish Hip Fracture 
Standards (IHFS see figure1 ). 

How it’s going 
In June 2023 a quality improvement project (QIP) aimed at 
improving Beaumont Hospital (BH) compliance with the IHFS was 
commenced. The initial focus of the QIP was to improve hospital 
performance in respect of IHFS 1. 
A data review found that from Jan-June 2023, 52% of patients 
presenting to BH with a hip fracture did so between 08.00-18.00. 

Recommendations from the local hip fracture governance 
committee supported the introduction of a Hip Fracture Liaison 
Nurse. This role then facilitated the rollout of a hip fracture fast- 
track pathway (see figure 3). 

c 

Fig. 1: The 7 Irish Hip Fracture Standards (IHFS) by NOCA 

Fig. 2: Beaumont Hospital commenced collecting data in 2015 on all Pts over the age of 30, and NOCA reported those 
60 and above with confirmed NOF # 

From Jan-March 2023 Beaumont Hospital data shows only 1% of 
hip fracture patients met IHFS 1. 
Since the introduction of the “CODE HIP ALERT” hip fracture 
pathway and under the supervision of the Hip Fracture Liaison 
Nurse, weekly data collected in June 2023 shows 16% of hip 
fracture patients in BH have met IHFS 1 in the first 2 weeks, 25% in 
week 3, and 50% in week 4. Of note is that most patients meeting 
IHFS 1 in the month of June have done so during core working 
hours when the Hip Fracture Liaison Nurse is on duty. 

How it’s evolved 
In 2016, the IHFD moved to hospital-level reporting across a 
number of data quality and clinical standards with all 16 eligible 
hospitals regularly uploading data to the IHFD. 

In 2018, a milestone development in the health service in Ireland 
was the introduction of a Best Practice Tariff (BPT). The BPT acts 
as a financial incentive for hospitals to provide high quality care 
to hip fracture patients. This funding is ring fenced for the 
support of the trauma service in the receiving hospital. 

The impact of BPT appears to be a notable improvement in data 
quality, clinical governance and performance towards the Irish 
Hip Fracture Standards (IHFS) 

Fig. 3: Irish Hip Fracture Fast-Track Pathway created for Beaumont Hospital 

The Future 
Other initiatives currently being considered for introduction 
include a hip fracture specific blood bundle, a ward admission 
time check and establishing pathways for shared learning from 
hospitals who have received the ‘Golden Hip Award’. 
In the short time since its’ introduction the role of the Hip Fracture 
Liaison Nurse has been found to be instrumental in achieving 
increased compliance with IHFS 1. Though the data presented 
herein is crude, the hope is that refined data collection will 
demonstrate that consistent improvement across all IHFS is 
achievable with the right processes and supports in place. 

A recently published study by Kelly et al. in 2018 on emerging 
trends in hospitalisation for fragility fractures in Ireland found that 
the absolute number of all fragility fracture admissions increased 
by 30% between 2000 and 2014 for both men (40% increase) and 
women (27% increase). Inpatient bed days for osteoporotic 
fractures have increased by 5%, with hip fractures dominating 
these admissions (37%) and accounting for almost half (47%) of all 
bed days. 

References: 

1. Irish Hip Fracture Database (IHFD) under the governance of National Office of Clinical Audit (NOCA) National Report 2017-2022 

2. Beaumont Hospital (IHFD) Local Governance weekly report and NOCA Jan-Mar 2023 quarterly report 

3. Kelly, M.A., McGowan, B., McKenna, M.J., Bennett, K., Carey, J.J. Whelan, B. And Silke, C. (2018). Emerging trends in hospitalisation for 

fragility fractures in Ireland. 

4. Ferris, Helena; Brent, Louise; Hurson, Conor; Ahern, Emer (2022): Lessons learnt from a decade of the Irish Hip Fracture Database. Royal

College of Surgeons in Ireland. Journal contribution. 

Acknowledgements: 

1. Fionnuala Duffy (DNM) Surgical Directorate 

2. Dr. Linda Brewer and Dr. Denis Collins (IHFD Clinical Leads, Beaumont Hospital) 

3. Dr Sarah Jane Yeung and Dr Patricia Lucey (EM Consultants, Beaumont Hospital) 

4. Anthony O’Loughlin/Ruth Kavanagh- IHFD Audit Coordinators, Beaumont Hospital

5. Shona Wilson- Assistant Director of Nursing, Emergency Dept. 

6. Yvonne Downey- CNM3 

7. Neasa Hoey- CNM2, Banks ward 

8. Nicola Campbell- Head of Patient Flow 

9. John David Damalerio – RCSI PhD Student 

10. Banks ward and A/E staffs 

Implementing the Irish Hip Fracture Standards (IHFS) in 
Beaumont Hospital 
By: Renato David Damalerio (PGDip ORTHO, RCSI) 
Hip Fracture Liaison Nurse 



 
1. To get consistent Clerical Support 
2. To meet the deadlines and Targets within the given time 
frame 
3. To receive The Best Practice Tariff monies which will be used 
to benefit the Orthopaedic Department and also Patients. 
4 .All IHFD standards will be met to improve all aspects of 
Patients care from admission to Discharge. 

Aim 

 
General Manager, ( Business Case put Forward) 
Medical Record Officer 
HIPE Officer 
Clerical assistant 
IHFD Clinical Lead 
IHFD Co- Ordinator 

Stakeholder involvement 

To Get the Charts Listed on the HIPE List at the start of every 
week. 
That the submissions are captured and submitted in time. 
Targets are met in time 
Maximum monies gained -Best Practice Tariff 
Communications – not replying to emails 

Tests of change 

 
 

Monitoring the time in getting the charts on my working week of 23 hours 
Highlighting the problem on a weekly basis , the impact it has on the BPT- the loss of monies which could benefit the 
patients and the Orthopaedic Department when the submissions are not captured. 
Communicating continuously via emails highlighting the lack of support. 

Tools/methods 

 
7 Hours to get 15 Charts from the various Departments - Outpatients , Wards, Medical Records , Filing Cabinets 
Secretaries , HIPE Office ( 23 Hours working week) 
Problem ongoing - No consistency or Clerical Assistance given on a regular basis. 
Emails ignored , no replying to any emails sent 
No Charts received on a regular basis or charts removed from the office 
Getting some charts myself 

Results 

  

 
 

 

 

  

Clerical Assistance to get Charts 
Charting for completeness 

Esther O Mahony University Hospital Kerry 

 
 

Problem still on going despite highlighting the need for regular assistance to meet the Targets and deadlines for the 
Irish Hip Fracture audit 
To continue seeking Clerical assistance until this problem is solved. 

Learning points 



Background/Introduction 
Hip fractures continue to represent one of the largest cohorts in Orthopaedic and Trauma Surgery. They are one of the 

most serious and costly injuries suffered by older adults globally, associated with high mortality and morbidity rates and a 

decline in overall quality of life. Timely intervention through early surgery within the critical 48-hour window has been 

shown to be highly advantageous in reducing the risk of complications and enhancing long-term outcomes for patients. 

However, timing of surgery for this patient cohort remains a challenge, this is multifactorial including staffing issues, 

theatre access, theatre equipment, anticoagulation therapy or patient’s condition. The Irish Hip Fracture Database (IHFD) 

is a web based clinical audit which measures hip fracture care against 7 clinical key performance indicators (KPI’s). The 

introduction of a 7 day Trauma theatre commenced in University Hospital Limerick (UHL) in February 2023 to increase 

theatre access for hip fracture patients and improve our compliance with IHFD standard 2 – receive surgery within 48 

hours. 

Aims and Objectives 
The primary outcome of this study is to examine the impact that access to a 7 day Trauma theatre has on the percentage 

of patients with a hip fracture that receive surgery within 48 hours. Secondary outcomes include the impact on length of 

stay (LOS), cost and mortality. 

Methodology & Standards 

A retrospective cohort study was performed with data collected from the Irish Hip Fracture Database between November 

2022 and January 2023 (n=93), and compared with a similar cohort between February and April 2023 (n=83). Inclusion 

criteria for both cohorts included; all patients 60 years and older admitted to UHL with a hip fracture within the above 

dates. Exclusion criteria included patients who did not undergo surgical fixation (conservative management or deceased 

pre-operative) and patients who sustained a hip fracture while in hospital. 

Results 
The introduction of access to a 7 day trauma theatre resulted in a 15% increase in patients receiving surgery in 48 

hours and achieving IHFD standard 2 (pre intervention cohort 57% and post intervention cohort 72%). The average 

LOS decreased from 13.5 days to 10 days, which resulted in an average savings of €290,500 in relation to the bed 

days saved. Also a noted decrease in mortality rates from 3% to 2%. 

Conclusion 

Increased access to trauma theatre in UHL had a significant impact on achieving IHFD standard 2, reducing mortality 

rates, reducing LOS resulting in cost savings. Ongoing auditing and research is needed in this area to monitor the impact 

of access to a 7 day trauma theatre in UHL. 

Improving IHFD Standard 2 – 
48 hours to theatre for 

patients with a hip fracture in 
University Hospital Limerick 

S. Maher, M. Nagle, F. Condon Department of Trauma & Orthopaedic
Surgery & J. Ryan Department of Medicine, UHL 

For more information: E: sarah.maher6@hse.ie Orthopaedic CNS, University Hospital Limerick. 

mailto:sarah.maher6@hse.ie


What Happens to our Hips?: Establishing MMUH as a Hip FORGE Pilot site 
S Vallely1, P Burke1, D Danaher1, J Duggan1, M Mullen1, S Kiernan2, A Salawu3 

1Mater Misericordiae University Hospital, 2Clontarf Orthopaedic Hospital, 3St Mary’s Hospital 

Hip fractures are associated with lengthy functional recovery 
and mortality. Many older adults do not return to pre-fracture 
mobility or place of residence post hip fracture (Dyer et al. 
2016). Providing high quality care is essential to ensure best 
outcomes for these patients. 
Our aim was to collect outcomes for Mater Hospital (MMUH) hip 
fracture patients at day 30 post fracture across our acute and 
associated rehabilitation sites in St Mary’s Hospital and Clontarf 
Orthopaedic Hospital. 

Aim 

Average New Mobility 
Score at day 30: 3/9 

Conval 
e-sence 

n=1 

Return 
to LTC 
n=14 

On – Site 
Rehab 

n=6 

• 

RIP 
n=4 

Off-Site 
Rehab 
n=25 

Home 
n=19 

A total of 69 patients had outcomes completed 
for day 30 post hip fracture from 
Dec 2022 – May 2023 across acute & rehab sites 
3 patients were re-admitted to the acute site 
within 30 days 
3 patients required re-operation e.g. dislocation 
reduction 
100% of patients were on bone protection at 
day 30 

• 

 

• 

• 

Results 

Tools used 

Figure 1. Swim lane Process map 

Figure 2. Stakeholder Mapping 

References 

.Dyer, S.M., Crotty, M., Fairhall, N., Magaziner, J., Beaupre, L.A., Cameron, I.D., Sherrington, C. and Fragility Fracture 
Network (FFN) Rehabilitation Research Special Interest Group, 2016. A critical review of the long-term disability 
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Contact : shanicevallely@mater.ie - Senior Physiotherapist 
With Thanks : Lily O’Keeffe (MMUH), Felix Moon, Eva-Marie Elliot & Sophie Keddie (Clontarf Orthopaedic Hospital) 

An Hip FORGE working group was established as a result of our 
appetite and enthusiasm for measuring outcomes for our hip 
fracture patients. This included representation from 
Physiotherapy, Orthogeriatrics & IMS services to ensure 
adherence to GDPR regulations. 
Support from our IHFD Governance committee, as well as 
continuous communication across sites, led to a successful and 
feasible method of data collection. 

Stakeholder involvement 

mailto:shanicevallely@mater.ie


IMPLEMENTATION OF PATIENT FLOW BASED 

ELECTRONIC CLINICAL PATHWAYS (ECP) FOR 

PATIENTS PRESENTING WITH HIP FRACTURES IN 

EMERGENCY DEPARTMENTS  

PROJECT LEAD(S): Geraldine McMahon, Joseph Queally, 

Ricardo Paco  
 

PROJECT TEAM: Hip Fracture Governance Committee  
 

ORGANISATION(S): St. James’s Hospital CLINICAL  
 

AUDIT TYPE: National 
 

In 2018, the Hip Fracture Multidisciplinary Clinical Governance 

team was established at St. James´s Hospital to oversee patient 

care across specialties – providing guidance and making decisions 

on the best approaches to enhance and sustain compliance with 

the Irish Hip Fracture Database (IHFD). In the same year, our IHFS 

compliance was within the national average, except for Standard 1, 

where only 4% of patients were transferred to a specialist ward 

from ED within 4 hours.  

As a result, our team started a project called Code Hip, which 

sought to improve outcomes for patients who suffer hip fractures 

by increasing compliance with the Irish Hip Fracture Standards. In 

phase 1 of Code Hip, we increased compliance with Standard 1 

from 4% to 50%, however, Covid-19 impacted negatively on the 

ability to sustain the changes implemented, leading to a decrease 

in compliance with the Irish Hip Fracture Standards.  

Digital Transformation and Electronic Clinical Pathways as 

a Potential Solution 

A need for another improvement cycle became imperative and thus 

Code Hip 2.0 was created. An easy to use electronic interface 

enabled with real-time monitoring of the patient journey, Code Hip 

2.0 enabled both automated and manual inputs for monitoring a 

patient's progress from arrival to admission in the orthopaedic 

ward.  

 

Figure 1. Code Hip 2.0 Care Pathway  

Upon triage, the patient's complaint code triggers the system to 

place them on the appropriate pathway, such as Code Hip for limb 

injuries. This information is instantly displayed on the ED 

whiteboards and communicated to the ward with a flashing red 

mark, indicating that the patient is on the Code Hip pathway. 

Both departments have real-time access to each other's tasks and 

progress updates in the patient's journey. Each step has a target 

time and an actual time for completion. Imaging requests and 

completions are automatically logged in the system, while other 

tasks require user input to confirm their completion, such as 

acknowledging the patient's arrival, bed readiness, or notifying the 

orthopaedic team.  

Previously, the ward had no visibility of patient arrivals in the ED 

and only received a call from bed management after the patient 

had been accepted for admission, causing delays if a bed was not 

available. However, with the new system, the ward can 

acknowledge a patient's arrival on the Code Hip pathway within 30 

minutes, allowing for ED and ward processes to work in parallel, 

reducing the lead time from arrival to admission. 

Ease of use as a crucial factor – staff members can easily log in by 

swiping their ID card using an RFID code reader, and all actions or 

modifications are recorded in the same way. With the touch of a 

finger, users can access a task and confirm its completion, providing 

organization-wide insight into the progress of the patient's journey. 

Inputting information takes mere seconds, as opposed to the 

several minutes that would be spent on phone calls to obtain the 

same data. 

Results – Standard 1 Compliance/Sustainability 

As shown on the figure 2 below, an improvement in achieving 

Standard 1 is evident throughout the months of January to July 

2023 in comparison to the past two years. More so, it can be 

observed that the process can be sustainable given that the results 

are close to or above the control measure. It can also be seen that 

in July 2023 the target of 100% compliance to Standard 1 was 

achieved. With no significant drop in data points, this gives us the 

confidence in the effectivity and efficiency of Code Hip 2.0. 

 

Figure 2. Standard 1 Compliance January 2021 to July 2023 

Conclusion 

For Code Hip 2.0, we adopted an agile methodology to streamline 

deployment by prioritizing the team's needs and adjusting our 

processes as needed in response to changing circumstances or 

feedback. This approach not only promoted active involvement 

from the team in the design process, but also instilled a sense of 

ownership and engagement, increasing the chances of successful 

adoption. We relentlessly pursued progress until we attained 100% 

compliance with standard 1 

Moreover, this success was only possible due to the combination of 

exceptional leadership from the teams working in the different 

departments and advanced digitization that enabled an 

organisation-wide view of the patient journey in real-time. This 

enabled swift action by all stakeholders, which led to accurate data 

for meaningful operational meetings. Through real-time data, we 

were able to gather and analyse useful insights that helped us make 

informed decisions. Overall, our approach was highly effective in 

achieving our goals, and we continue to use it for ongoing success. 



Aim 

• The St Vincent’s University Hospital (SVUH) Hip Fracture Governance Committee (HFGC) recognises that to design a system of care that meets the Irish Hip Fracture Standards (IHFS) requires many layers of multi-disciplinary process to align, interact 

and adapt on a continuous basis. In reviewing the SVUH compliance with the IHFS 1-7, we identified the need to expand our perspective to capture the full breadth of our process improvements to drive continued growth.

• To do this, we compiled a Quality Report for 2022, which aimed to capture key HFGC quality improvement initiatives both under the umbrella of the IHFS 1-7 and in other areas of hip fracture care such as post-acute rehabilitation and nutrition.

• The report also aimed to identify areas that need our focus to improve performance and to enable the HFGC to communicate its priorities in 2023.

Stakeholders & Methods Outcome Read our Report here 

• All SVUH HFGC members contributed summaries of key quality 

improvement initiatives, audits, education and collaborations 

undertaken in the previous 12-18 months.

• This information was collated along with the SVUH IHFS data.

• A report was compiled, reviewed and edited by the HFGC prior to

circulation to heads of department and senior management in SVUH.

• Following presentation to senior management, we were successful in securing support for 

the IHFD co-ordinator to address emerging challenges with SVUH IHFD data quality.

• We established a clear plan for targeted QI initiatives for 2023.

• Staff, colleagues and senior management provided positive feedback on the function of 

the report in applauding all work undertaken to drive QI across the spectrum of hip 

fracture care in SVUH.

Project Title 
Hip Fracture Care in SVUH: Completing the Picture 

What is your main achievement? 
The SVUH IHFD Quality Report demonstrates our sustainable, adaptable approach to high quality hip fracture care. It highlights the value of a 

collective approach to patient centred care and enables communication of our methods, successes and challenges to local & national audiences. 

Learning points 
Generating this report enabled the SVUH HFGC to: 

1. Communicate the key challenges faced in meeting data quality and best practice tariff funding to SVUH senior management.

2. Present, acknowledge and communicate the volume of work that drives continuous quality improvements in areas that are not currently captured by the IHFD.

3. Identify key areas to direct focused quality improvement in 2023, including IHFS 1, 7 and involving the patient voice in QI. 

4. Create a platform that communicates the work necessary to sustain high standards of care in areas where SVUH consistently performs highly (IHFS 2-6). 

5. Prospectively plan how we may use SVUH IHFD dashboard data to best effect (in advance of the National IHFD local dashboard rollout). 

Get in touch 

Máire Gilmartin m.gilmartin@svuh.ie 

Ursula Kelleher U.Kelleher@svuh.ie 

mailto:m.gilmartin@svuh.ie
mailto:U.Kelleher@svuh.ie


HEAVY METAL (lead)JACKETS !!!! 
“It has been 

estimated that a 

15-pound lead

apron can exert a

load of 300

pounds per

square inch on

the intervertebral

discs.”6 – Society

of Interventional

Radiology



What is your main achievement? 

Quality improvement project for Trauma Theatre Sligo 

We used staff training and education sessions to provide information 
and understanding of the IHFD audit and asked for feedback on what 

they felt was working well and also what improvements they would 

like to see that would have a positive impact 

Suggestion sheets were placed around the theatre department and the most 

frequently recorded one was what shaped our QI 

Staff involvement and support is vital for any QI success and also 

makes it more meaningful and sustainable . 

Theatre staff involvement in the journey patient should be 

celebrated 

Learning points 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 

Tools/methods 
 

 

Heavy metal(lead) jackets 

Heavy metal jackets !! 

We asked staff to think about the 
theatre experience of our # NOF 
patients and their contribution to 

this and also what could be 
improved for the staff to assist with 

the care of these patients 

Tests of change 

To engage theatre staff in the NOF 

patient pathway and develop their 

understanding and knowledge of the 

patient journey ,challenges and 

positive outcomes 

Aim 
The patients theatre experience and timely appropriate management is 

such a vital component of their journey and often shapes their outcome 

and rehabilitation . 

The theatre staff of all grades who provide the care in the perioperative 

environment are stakeholders often not at the forefront of involvement. 

With a large change of staff in recent months there was the potential to 

present and educate about the audit how and why we collect the data 

and how it is used. 

Stakeholder involvement 

Results 

 
There were many suggestions that improved patient safety and care warming 

devices, portable scanner and anaesthetic equipment all which were purchased 

for theatre 

But the over whelming response for a QI project wanted by staff was 

replacement of our heavy lead aprons to lighter 2 pieces 

References 

https://www.jvir.org/article/S1051-0443(16)30714- 

X/fulltext#s0035 
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Many thanks to Siobhan &Robin 2 

off our hard working Ortho Theatre 

staff for modelling some of our 

fabulous new lead 2 piece sets 

purchased with BPT funds 

which have had a positive impact 

for the wellbeing of all grades of 

staff looking after and involved 

with the care of fractured hip 

patients . 

Michelle Gilroy IHFD audit 

Coordinator Sligo University 

Hospital 



Mobilisation of patients on the day of or day after surgery by a 
physiotherapist has from 2020 become a clinical care standard 
of the Irish Hip Fracture Database (IHFD). A 7-day 
physiotherapy service to patients following hip fracture 
surgery was commenced in St. Vincent’s University Hospital 
(SVUH) in July 2019. Here we compare patient outcomes for 
the both the year preceding and following introduction of this 
service. 

Aim 

Introduction of 7-day physiotherapy service was first suggested in November 2018. Based on 
feedback from this time, a more detailed proposal was prepared, which was presented to 
physiotherapy staff in April 2019 featuring best evidence in favour of day 0/1 mobilisation 
post-op, predicted impact on physiotherapy weekend workload, and potential dividend to 
individual physiotherapists and the physiotherapy department as a whole from the 
commencement of a 7-day service. This finally helped secure agreement from 
physiotherapists to the introduction of a 7-day service to hip fracture surgery patients from 
July 2019. 

Stakeholder involvement 

Frequency of physiotherapy assessment on day 0/1 post- 
op. 
Median length of stay 
Percentage of patients discharged directly home post- 
surgery 

Outcomes measured 

Agreement secured from physiotherapy department to commence 7-day physiotherapy service to patients 
following hip fracture surgery from July 2019 
7-day service commenced 1st July 2019 
Using data submitted to the IHFD from SVUH, patient outcomes for one year before the commencement of 7- 
day service and one year after compared – July 2018 to June 2019 (year before) and July 2019 to June 2020 (year
after)

Tools/methods 

• Frequency of physiotherapy assessment on day 0 / 1 post-surgery increased from 77% (before 7-day service) to 97%
(7-day service)

• Median length of stay reduced from 14 (year before) to 11 days (year after)
• Percentage of patients discharged directly home post-surgery increased from 18% (year before) to 27% (year after)

Results 

What is your main achievement? 
Reduced median length of stay and increased frequency of home discharge 

Implementation of seven-day physiotherapy service leads 
to improved outcomes following hip fracture surgery 

Karol Byrne, Muireann Mulcahy, Lauren Diskin 

Implementation of a 7-day physiotherapy service to patients following hip fracture surgery has led to meaningful and 
valuable improvements in patient outcomes. 

Learning points 

• Chartered Society of Physiotherapy (2018). Chartered Society of Physiotherapy. Available at: 
https://www.csp.org.uk/system/files/publication_files/001563_Hip%20Fracture%20Standards_Full%20version_A4_V4. 
pdf 

• McDonough, C.M. Harris-Hayes, M. Kristensen, M.T. Overgaard, J.A. Herring, T.B. Kennedy, A.M. and Mangione, K.L. 
(2021) ‘Physical therapy management of adults with hip fracture’, Journal of Orthopaedic & Sports Physical Therapy, 51 
(2): pp. CPG1-CPG81. Available at: https://online.boneandjoint.org.uk/doi/epdf/10.1302/2058-5241.2.160060 

References 
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Midland Regional Hospital Tullamore (MRHT) QI Project

MRHT IHFD Governance Committee 

Alison Burke IHFD audit coordinator 
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Long-term hip fracture outcomes; A multi-centre 
retrospective observational study 

Adefunke Salawu¹, Clare Doyle¹,Abbie Phelan¹, Sarah O’Callaghan², Melissa Nolan², Sinead Kiernan³, Felix Moon³, Eva- 
Marie Elliot³, Rachel Murphy³, Anne-Marie Seddon ³, Edel McDaid4 Lauren Fenton4, Aine Gilheany4 

¹St Mary’s Hospital, Phoenix Park (SMH), ²National Orthopaedic Hospital Cappagh (NOHC); ³Clontarf Hospital (IOH); The Royal Hospital, 
Donnybrook (RHD) 4 

Background: 
31% of patients who sustain hip fractures are transferred from acute hospitals to onsite or off-site 
rehabilitation units (NOCA,2022). The National Office of Clinical Audit (NOCA) has recently intensified 
efforts to gather relevant data from post-acute settings on long-term outcomes for these patients. 
Walsh et al, 2023 reports while long term hip data collection is feasible, heterogeneity of measures and 
poor reporting are huge challenges. 

Aim: 
To collate hip fracture patient longer-term 
outcomes in four post-acute rehabilitation 
centres including length of hospital stay (LOS), 
and mobility status and place of residence 30 
days post initial date of hip fracture (Day 30). 

Method: 
• This was a retrospective observational study

of all hip fracture patients transferred for
rehabilitation to the four centres between
January and December 2022.

• Data collected included age, sex, date of hip
fracture, date of Day 30, LOS in acute
settings and rehabilitation centre, record of
transfer back to acute setting, patients’
residence at Day 30, New Mobility Score
(NMS, Figure 1)at baseline and at Day 30
and Cumulative Ambulation Score (CAS,
Figure 2) on admission to rehabilitation
centre and on discharge.

• Data were analysed with mean reported as
grand mean across the four rehabilitation
centres.

Outcome Measures: 

Results: 

Total number of patients with hip fractures across 
four sites: 427 

Sex Mean 

69% 81.3 

LOS (Days) 

Acute: 18.6 

Rehabilitation: 37.8 

Cumulated Ambulation Score 
(Grand Mean) 

6 5.5 

4 
3.6 

2 

0 

Admission CAS Discharge CAS 

Residence at Day 30 
(Total n= 427) 

Figure 1 :Cumulative Ambulatory Score 
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Figure 2: New mobility Score Acute Hospital Home Rehabilitation 

Conclusion: Most patients were in rehabilitation centres at 30 days post hip fracture. The mean CAS

had improved from 3.6 on admission to 5.5 on discharge, highlighting the effectiveness of offsite 
rehabilitation. Therefore service providers’ awareness of the effectiveness of rehabilitation settings is 
paramount to ensure adequate service delivery to patients. Data collection was limited in the reporting 
of some datasets such as the NMS. This study concludes that while multi-centre hip fracture long-term 
data collection is feasible, data sets should be standardised supporting Walsh et al, 2023 findings. This 
study also highlights the need for technological and human resources support to ensure completeness 
of data collection. 

Reference: 

Walsh, M.E., Cunningham, C., Brent, L. et al (2023) Long-term outcome collection after hip fracture in Ireland: a systematic review of traditional 
and grey literature. Osteoporosis Int. 34(7):1179-1191 
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