
WELCOME 
TO 
Northern Care Alliance ORTHOPAEDICS ROTATIONAL HUB

[image: animated dancing skeletons may contain flashing images]

WELCOME PACK FOR LEARNERS



The guidelines below apply to all learners too.
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Welcome!!
We are looking forward to you working with!

Welcome to the Orthopaedic Rotational Hub.
We hope that you enjoy your time with us and that you find it a worthwhile and interesting learning experience.
This package is to give you comprehensive information of what you can expect from your time with us.
Outpatients can be a foreign environment for learners who sometimes feel a little “lost” or unsure of what’s going on.  This welcome pack provides you with an insight of who we are and how we operate.   The intention is to provide you with an opportunity to get the most out of your learning experience.
While you are with us you will be working with various members of the team who come from diverse nursing backgrounds and have their own “specialities”

Your Practice Assessor will be …………………………………………

Your Practice Supervisor will be ………………………………………..

    





Orthopaedic Outpatients & Fracture Clinic.

Our Mission Statement.

· Our mission – What are we here for
To provide care and services that we and our families would want to use
· Our Vision – What we aspire to be
To enable people to live healthier and more independent lives through high quality seamless care

· Our Values – What is important to us
Patient and Customer Focus – To put the patient at the centre of all we do
Accountability – for all staff to be accountable for our actions and deeds
Continuous Improvement – to be continually improving out practice and communication
Respect – Dignity and Respect for all patients and colleagues at all times



Induction checklist 
To be completed on your first day.

□ Introduction to Orthopaedic Hub, staff and Environment
□ Introduction to the Multi-Disciplinary Team
    * Physiotherapy
    * Occupational Therapy
     * Ilizarov Nurses
     * Plaster Technician Team
     * Nursing Team
□ Welcome Pack
□ Fire Regulations and Housekeeping Discussion
□ Allocation of Emergency Equipment, Emergency Number and Learner Role
□ Uniform Policy Discussion
□ Sickness and Absence Reporting Discussion
□ Specific learning needs discussed including objective setting




IN CASE
             OF 
                 EMERGENCY!!!
	CRASH TEAM
	2222

	FIRE
	3333

	MAJOR HEAMORRHAGE
	4444

	SECURITY
	5555

	SITE CO-ORDINATOR
	BLEEP   
3092                 



State where and what the emergency is e.g., cardiac arrest, fire, collapse or medically unwell.
“Crash call, Crash call 
Fracture clinic, Fracture clinic”
Health and safety are everyone’s business.  You will need to be aware of hazards in the area and how they are managed
The Fracture Clinic can be a noisy and busy environment.  
Please wear plastic aprons over your uniform and gloves when assisting with casting and wounds.

Meet the Team
Nurses
Our Orthopaedic Team consists of Nurses, we utilise our nursing skills and judgement to assess health needs and provide care and to advise and support people to manage their health. 
We practice independently and in collaboration with other Healthcare Professionals and perform general nursing task.
We prepare and check clinics; we also do a variety of other tasks for example ordering x-rays and bloods and also carry out Pre-operative Assessments for trauma surgery.

Ilizarov Specialist Nurses.
The Specialist limb recon nurses are Lynn Adams and Amanda Redfern.  They plan, coordinate and deliver all aspects of care for patients undergoing complex limb reconstruction.  They follow the patient throughout their journey from clinic to surgery and post operatively through to recovery.  The Specialist role includes assessment and planning for frames, both urgent and elective.  Removal of frames, frame rebuilds.  Also, they work autonomously and run a Nurse Led Clinic.

Healthcare Assistants
The role of the Health Care Assistant is to provide support to Doctors and Nurses in clinic.  They are highly skilled in dressings and have a wide knowledge of dressing products and possess other skills such as venepuncture and wound care.



Support workers
The Support workers are here to support Consultants and Registrars in clinic, they will send people down for x-ray and take patients to the treatment area if they have wounds or cast that require review
Plaster Technicians.
The Plaster Technicians are highly skilled in applying casts to patient’s limbs and other body parts.  They also apply and make special splints and braces.  They work as part of the team and provide support to Consultants and Surgeons.  They not only work in clinic they also support Accident and Emergency, Theatres, and the wards.
Practice Education Facilitator (PEF)
Andi Surtees – andrea.surtees@nca.nhs.uk 
Mob:07395799524
Mike Hollinshead – michael.hollinshead@nca.nhs.uk 
Office: 0161 20 68223
PEF Team Administrator: Luke Corcoran 63210
PEFTeam@srft.nhs.uk 








USEFUL SPOKE PLACEMENTS
Due to COVID spokes will need to be discussed to ensure the safety of learners, staff, and patients. Your Supervisor will liaise with spoke areas to try to secure full day spokes where possible. Strict guidelines must be followed. Your PEF can advise on this.
	AREA
	 PHONE NO

	Ward B6
	64574

	Day Surgery Unit
	65387

	Physiotherapy
	Ask in fracture clinic

	Occupational Therapy
	Ask in Fracture clinic

	Orthotics
	64912

	Main Pre Op Dept.
	61412



We advise you not to book any spoke placements for the first two weeks when starting your placement; this allows you to settle into Clinic and our routine.  
Please ensure you inform your Assessor/Supervisor of any visits you want to book.
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Everything you ever wanted to know about bones.
Joints are articulations of two or more bones.
There are three basic types of joints
1. Synovial (Freely moveable) - e.g., hip, shoulder.
2. Fibrous (Fixed) – e.g., sutures of skull, inferior tibiofibular joint
3. Cartilaginous (Slight moveable) – e.g., intervertebral joints, symphysis pubis.
When joints are affected by disease, they often have to be rested e.g. in a plaster or splints. However, any joint which is not mobilised should be moved to maintain its function.
When a joint is injured, the body’s reaction is to pour synovial fluid thus stretching and swelling the joint so that it cannot be moved.  In effect, the joint is being rested on order for it to heal.
Sprains involve damage to the soft tissues around the joint, usually as a result of acute muscle spasm. Strains take longer to develop, e.g., lower back pain from prolonged strain on the joints.
Tendons attach muscle to bone, e.g., quadriceps tendon to tibial tuberosity
Ligaments attach bone to bone, e.g., the collateral ligaments of the knee.
When describing a joint, it is usual to give the following information.
1. The type of joint (including the main group and subdivision to which it belongs).
2.  The names of the bones which come in contact at the joint and the articular surfaces concerned.
3. The extent of the joint capsule and its reinforcing ligaments
4. The extent of the synovial membrane, mentioning the function of this tissue.
5. The extra- articular structures contained within the joint, giving the functions they serve.
6. The main blood vessels and nerves from which the blood and nerve supply is derived.
7. The structures related to the joint. These will always include the tendons of the muscle which act upon the joint.
8. The movements which take place at the joint, including the chief muscles which cause these movements and any structures which limit these movements.
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Orthopaedic Vocabulary.
[image: Appendicular Skeleton]
Abduction – to move away from the midline
Active movement – Movement of the joint performed by a person’s own effort
Adduction - To move towards the midline
Adhesion – Abnormal attachment between two structures normally separated
Ankylosis – stiffening of a joint as a result of disease or surgery
Arthritis – Inflammation of the joint
Arthrodesis – Surgical fusion of a joint
Arthroplasty – formation of a new joint by surgery
Aseptic Necrosis – Bone death without infection
Atrophy – Decrease in cell size (muscle, bone or any other type of cell)
Bursitis – Inflammation of a bursa
Callus – new bone formation around a fracture site, during the healing process.
Carpal – Relating to the wrist
Contraction – The action of compressing a union between bone ends to stabilise the union and facilitate healing.
Corticotomy – A cut through the outer hard shell of a bone that completely encircles it but does not sever the internal blood supply.  This enables the bone to be distracted allowing growth of new bone at the corticotomy site.
Coxa -   Relating to the hip
Circumduction – Swing through abduction, adduction, medial and lateral rotation.
Diaphyseal – Relating to the shaft of a long bone
Discography – Examination of intervertebral disc using radio-opaque dye
Dislocation – Complete displacement of the joint surfaces
Distal – The extremity or distant part of the limb
Distraction – The action of stretching a bone at the corticotomy site, separating the ends such that an area is created for the new bone to form and grow.
Dorsal – relating to the back of
Dorsiflexion – bringing the toes and foot upwards
Effusion – Increase of synovial fluid within a joint causing swelling
Epiphysis – Growth nucleus at bone ends
Endosteal – Relating to the endostream or layer of cells lining the inner surface of the bone in the central (medullary) cavity
Equinous – foot pointing downwards
Eversion – Foot – sole of foot turned outwards and upwards (splay- foot)
Exostosis – a small abnormal bony protruberance
Fascia – A sheath of connective tissue enclosing the muscle
Femur- Upper bone of the leg
Fusion – Stiffening – loosely used to cover either surgery or end result of disease.
Gait – Manner of walking or posture
Ganglion – A small cyst-like swelling arising from the tendons and joints
Haemarthrosis – A collection of blood in a joint
Hallux – The great Toe
Humerus – Upper bone of the arm
Hyperextension – the forcible straightening of a limb beyond the normal position
Inversion – Foot – sole of the foot turned inwards and upwards
Ischaemia – Inadequate or deficient blood supply to a part
Lateral – At side, away from the midline
Ligament – A band of fibrous tissue connecting a bone to a bone
Malleolar – Bony prominence such as either side of the ankle joint
Magnetic resonance imaging (MRI) – a radiological examination which provides greater definition than a CT scan or plain xray and produces 3 dimensional images of the bone and soft tissue
Medial – Nearer the midline
Optimum position – the most favourable position for immobilising a joint
Orthosis – Splint or surgical appliance
Osteitis – inflammation of the bone
Osteophyte – irregular outgrowth of bone around the joint margins
Osteotomy – surgical division of the bone
Passive movement – Movement of the joint performed other r than by the patient’s own effort
Periosteal – A thick membrane which covers all the bone except where there is cartilage.  It consists of two layers one of which forms the new bone (osteogenic) and the other which carries blood vessels and nerves.
Plantar Flexion – bringing the toe and foot upwards
Pronation – Refers to the natural side to side movement of the foot as you walk or run.  Composed of three cardinal plane components: subtalar eversion, ankle dorsiflexion, 
and forefoot abduction, these three distinct motions of the foot occur simultaneously during the pronation phase.

Prosthesis – An artificial part fitted to, or in, the body to replace a damaged or disease part
Proximal – Nearest the trunk of the body or point of origin of the limb.
Pseud arthroses – A false joint
Radius and Ulna – lower two bones of the arm
Serous – Relating to containing or producing serum or a substance having a watery consistency.  Seen in wounds, usually a brown /reddish clear fluid that forms within the wound site.
Scoliosis – Lateral curvature of the spine
Spondylosis – Disease of the spine
Subluxation – Partial dislocation
Supination – The act of turning the palms of the hand or soles of the feet upward.
Tendon – A band of fibrous attaching muscle to bone
Tibia and Fibula – lower two bones of the leg
Valgus - An abnormal position in which part of a limb is bent or twisted outwards away from the midline (e.g., hallux valgus)
Varus – An abnormal position in which a part of the limb is bent or twisted outwards
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Bone Remodelling and Repair
Bone renewal continues after birth into adulthood. Bone remodelling is the replacements of old bone tissue by new bone tissue. It involves the processes of bone deposition or bone production done by osteoblasts and bone resorption done by osteoclasts, which break down old bone. Normal bone growth requires vitamins D, C, and A, plus minerals such as calcium, phosphorous, and magnesium. Hormones such as parathyroid hormone, growth hormone, and calcitonin are also required for proper bone growth and maintenance.
Bone turnover rates, the rates at which old bone is replaced by new bone, are quite high, with five to seven percent of bone mass being recycled every week. Differences in turnover rates exist in different areas of the skeleton and in different areas of a bone. For example, the bone in the head of the femur may be fully replaced every six months, whereas the bone along the shaft is altered much more slowly.
Bone remodelling allows bones to adapt to stresses by becoming thicker and stronger when subjected to stress. Bones that are not subject to normal everyday stress (for example, when a limb is in a cast) will begin to lose mass.

[image: image]

Stages of fracture repair: The healing of a bone fracture follows a series of progressive steps: (a) a fracture hematoma forms. (b) Internal and external calli form. (c) Cartilage of the calli is replaced by trabecular bone. (d) Remodelling occurs.



A fractured or broken bone undergoes repair through four stages:
1. Hematoma formation:
 Blood vessels in the broken bone tear and haemorrhage, resulting in the formation of clotted blood, or a hematoma, at the site of the break. The severed blood vessels at the broken ends of the bone are sealed by the clotting process. Bone cells deprived of nutrients begin to die.
2. Bone generation:
 Within days of the fracture, capillaries grow into the hematoma, while phagocytic cells begin to clear away the dead cells. Though fragments of the blood clot may remain, fibroblasts and osteoblasts enter the area and begin to reform bone. Fibroblasts produce collagen fibres that connect the broken bone ends, while osteoblasts start to form spongy bone. The repair tissue between the broken bone ends, the fibrocartilaginous callus, is composed of both hyaline and fibrocartilage. Some bone spicules may also appear at this point.
3. Bony callous formation:
 The fibrocartilaginous callus is converted into a bony callus of spongy bone. It takes about two months for the broken bone ends to be firmly joined together after the fracture. This is similar to the endochondral formation of bone when cartilage becomes ossified; osteoblasts, osteoclasts, and bone matrix are present.
4. Bone remodelling:
 The bony callus is then remodelled by osteoclasts and osteoblasts, with excess material on the exterior of the bone and within the medullary cavity being removed. Compact bone is added to create bone tissue that is similar to the original, unbroken bone. This remodelling can take many months; the bone may remain uneven for years.






Welcome to the Limb Reconstruction Team
[image: ]
Introduction & overview

We are based in the Orthopaedic out-patient clinic, level one, Turnberg building
 
Our Limb Reconstruction Team consists of: 

Sr. Lynn Adams, Specialist Nurse
SN Amanda Redfern, Associate Specialist Nurse

Tel: 0161 206 4894-Treatment Rooms

Mr. Sprott, Ortho consultant surgeon
Mr. Rafee, Ortho consultant surgeon
Mr. Khunda, Ortho consultant surgeon
Mr. Wilkes, Ortho consultant surgeon

Our specialist physiotherapists are:

Nick Holden
Hannah Warwick

They run a rehab class in the large gym on a Friday-you will have the opportunity to do a spoke placement i.e., spend the morning with them to understand more about the importance of rehabilitation. 









Shift patterns Monday to Friday 9.00-1700/1800 

Housekeeping arrangements – staff use the fridge in the team room to store their lunch and dine there. Staff will bring their own tea/coffee/soft drinks. 
Dress code- all learners must adhere to the HEI (University) uniform policy but not wear that uniform to and from work as per Trust Covid policy. There are two toilets on entrance to the department where you can change.


Educator Arrangements 

SN Tracy Evans is our Placement Educational Lead (PEL) Tel: 0161 206 4803 

Rostering in each speciality will be agreed with your Assessor or Supervisor in those areas. For the Limb Reconstruction team that will either be Lynn Adams or Amanda Redfern. Please email us for your off duty on: 

Tracy.evans@srft.nhs.uk

Sandra.dobson@srft.nhs.uk

Stephanie.Smyth@srft.nhs.uk

Lynn.adams@srft.nhs.uk

Amanda.redfern@srft.nhs.uk


During your time with us you will learn about:

· The rationale for limb reconstruction both elective (planned) and trauma
· The management of open fractures and subsequent limb reconstruction
· The different types of devices used and why
· Post-operative management and common complications.
· Clean and dress pin sites including how we assess them.
· Identify wound/pin site infections and management. 
· Observe frame modifications in clinic and frame removals (under light   
 sedation)
· Observe a patient being taught how to adjust their frame to correct bony    
 deformities

You will also have the opportunity to accompany us on the nurse-led ward rounds.

If you would like to go to theatre to observe a frame being applied-this can also be arranged.

Common Orthopaedic Terminology: 

Cellulitis-infection of the skin
Ex-fix-external fixator to support/stabilise a fracture
Distal-furthest away
Erythema-redness associated with infection and cellulitis
FRC- focus rigidity cast (removable synthetic brace made by the plaster techs)


Kurgan method- method of pin site care we use here; this originated in Kurgan, Russia.
Lateral-on the outer aspect
LRS-limb reconstruction system
Medial-inside aspect/surface
POP-Plaster of Paris
Proximal-closest to midline/middle
TL HEX- True lock circular frame



Poster Guide for Pin site care- there is one displayed in the LR and ward treatment rooms:
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 Welcome to 
Enhanced Recovery After Surgery (ERAS)
Trauma & Orthopaedics
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What is Enhanced Recovery?
 
"Optimise every step of the patient's journey"
 
At its core Enhanced Recovery is about improving patient outcomes and speeding up patient recovery following surgery.  Enhanced Recovery focuses on optimising every aspect of a patient’s journey and promoting the patient as an active participant in their recovery process and rehabilitation. Successful pathways are delivered by multi-disciplinary teams and are multimodal in their nature with the aim to optimise every step of a patients’ pathway in order to accelerate postoperative recovery, and reduce complications, adverse events and general morbidity.
The role of early mobilisation is essential to enhanced recovery pathways, but how often do we limit the ability of patients to start walking by keeping in drips, drains and catheters “just in case” they are needed again?  In the exemplar units, patients get washed and dressed for breakfast the first day after hip surgery. Any catheters, drains and cannula will be removed. The patient will walk with the physiotherapist that morning. Informing the patient of all of this, will help to prepare the patient for going home and manage their expectations.
All of this will have a positive effect on how long the patient remains in hospital. With the current, continuous bed pressures within the NHS, it is important to remind patients that being on the ward is not always the best place for them to recover (when they are medically fit for discharge)!
 
The Enhanced Recovery has previously been used for patients attending for elective surgery. Normally in this process the patient is aware and opted for surgery. They attend a pre-op clinic and will meet with the enhanced recovery nurse to go through any questions and provide information. 
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· Develop communication skills and build relationships with patients and the multidisciplinary team.  
· Be able to link patients with any services required such as pain team, mental health team, tissue viability and podiatry. 
· Dealing with potentially stressful topics for example safeguarding issues (including evidence of neglect and abuse), complex family situations and end of life care. Managing own stress levels whilst remaining professional. 
 
· Management of post-operative patients - involving manual handling, personal cares.
 
· Teaching sessions with patients to manage expectations of hospital stay and discharge. Highlight importance of early mobilisation, effective pain relief and nutrition. 
 
· Develop specialist knowledge about orthopaedic trauma, especially with fractures neck of femur and limb reconstruction patients.
 
· Exposure to clinical skills such as, wound care (removal of clips/sutures & negative pressure therapy), catheterization, vital signs, collecting samples for testing (including sputum, urine and stool), traction, medication, ECGs and dealing with cognitive impairment and mental health issues.
 
· Complete documentation
 
· Involvement in collecting data for audits and the national joint registry. 
 
· Enable patients and families to be aware of their care/plans. 
 
There will also be opportunities go follow the patient's surgery journey by attending the patient's surgery in theatre, through recovery and back onto the ward. 
 
 













#NOF - Patients with neck of femur fractures 
 
During your placement, we will be focusing closely on patients who have sustained a neck of femur fracture (#NOF).  Here is an example of the types of fractures obtained. 
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The patients who sustain this injury tend to be older with complex medical backgrounds (including cognitive impairment). Due to the complexity of these patients, it is highly important that these patients can mobilise. If they remain in bed, patients are more likely to sustain pressure sores, chest infections, constipation and be in a lot of pain. 
 
In order for patients to mobilise after sustaining a fracture, surgery is required.
The surgery performed will depend on the type of fracture, medical history and social history of the patient.  The more fragile and medically complex patients should always have the shortest anaesthetic time possible in order to reduce the risk of post-operative complications.  
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#NOF Pathway

This is the general pathway for patients with #NOFs. It helps us to maintain the best practice tariff for the trust and structure the patient's hospital stay. 


Referral from A&E

[image: ]

Pre-Operative Care

· Commence pathway – Abbreviated Mental Test (AMTS), optimise for surgery
· Orthogeriatrician review
· Collateral history of how the patient sustained the injury
· Inform patient and family of management plan
· Pain management protocol
· Nutritional assessment and Preload/Ensure prescription
· Venous Thromboembolism (VTE) prophylaxis
· Avoid catheterisation
· Reverse anti-coagulation
· Reduce fasting
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Intra-Operative Care

· Surgery on day or day after admission (<36 hours, unless medically not fit)
· Senior clinical supervision
· Spinal anaesthetic/GA & Block
· Appropriate fixation/joint replacement
· Appropriate fluid management
· Use of nerve blocks
[image: ]

Post-Operative Care

· Rapid oral hydration and nourishment
· Physio assessment <24hrs
· Mobilise fully weight bearing (FWB) on day 1
· Remove catheters early
· Analgesia protocol
· Avoid constipation
· Pressure area care
· Monitor of complication including delirium
· Early discussions about discharge
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Rehabilitation

· Daily Orthogeriatrician led MDT meeting
· Identify discharge goals
· Structured rehabilitation
· Timely social work involvement
· Maintain diet and oral fluids
· Adequate analgesia
· Mobilisation out of bed everyday
· Falls assessment
· Bone protection medication

 
 
 


























Cognitive Impairment & Delirium 
 
Throughout your placement, you will meet a lot of patients with cognitive impairments due to the nature of patients who sustain these injuries.  Cognitive impairments include patients with dementia, Alzheimer's and learning difficulties. 
 
These patients will require mental capacity assessments when a decision is needed regarding; surgery, treatment, remaining in hospital and discharge.
 
It is important to establish the patient's baseline in terms of behaviour, food and fluid preferences & mobilisation in order to return the patient to this functional baseline. 
 
Some patients may also require patient safety prescriptions or DOLS (Deprivation of Liberty Safeguards), if you don't know what this is, it is worth doing some research. Patients need these if they require 1:1 care or bay tagging due to falls risk/absconding. 
 
Delirium a temporary condition is very common amongst older post-operative patients. 
 
Delirium is any signs of confusion or change in normal behaviour (being more quiet, more aggressive, not eating or drinking). 
This can happen for several reasons such as:
 
· Side effects of anaesthetic 
· Side effects of pain medication
· Due to the change of environment (Patient not being in their own home or care home)
· Withdrawal from alcohol and drugs
· Pain
· Dehydration
· Any Infections
· Constipation/Urinary retention 
 
It is highly important to notice any of these changes with the patient. Keeping an eye on bowel movements, urine output, food and fluid charts are a good place to start! As we see patients regularly throughout the week, it if often us who notice the changes with patients. Always try to re-orientate your patients to the present. 
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Teaching & Information for Patients
Throughout this placement, there will be opportunities for teaching. The Enhanced Recovery pathway is ensuring patients have all the information required around their care. During the initial conservations, here are a few topics to mention:
 
Hospital stay - This can include things like shift changes, when meals are, updates regarding visiting
 
Pain relief - Patients over the age of 60 with fractures are usually prescribed regular paracetamol and immediate release oxycodone (unless allergic). It is vital to encourage patients to ask for regular oxycodone (normally can be given every 3 hours). Inform the patient that nursing staff will only give pain relief if requested and that they will need it before seeing the physiotherapists. 
Patients under the age of 60 are usually prescribed immediate release morphine with the same time frame. 
Checking in with patients to check pain levels is a regular part of enhanced recovery. 
 
Constipation - Post operatively patients normally develop constipation. This can be due to the reduced level of normal mobility, increase in pain relief or lack of diet. Confirm with the patient how often their bowels normally open. Discuss the use of laxatives/suppositories and enemas as part of their hospital stay. 
 
Elimination - When a transfer method has been established by the physiotherapists, actively encourage patients to use bottles standing up, commodes or mobilise to the bathroom. Try to discourage the use of bedpans - it will get patients into bad habits. I don’t know about you but opening your bowels in a bedpan would be my worst fear!
 
Nutrition - With all fractured neck of femur patients, they are prescribed a pre-operative drink called 'Pre-load'. Pre-Load is full of electrolytes and nutrients to help sustain the patient whilst they are fasting before surgery. This is normally given at 0600 or up to 2 hours before surgery. Post-operatively, they are prescribed a supplement Ensures/Nutrillis. The reason why we push these is to prevent patients from losing weight after surgery. 
 
Early mobilisation - Patients who mobilise early after the operation tend to do better in the long run. In order to help prevent chest infections and pressure sores, all patients need to be out of bed as soon as physiotherapists have established a transfer method. Even if patients have been hoisted out into a chair, they are still using core muscles to sit up straight which would not be used lying in bed. If you have any spare time, spend it mobilising patients!
 
Wound care - When patients return from theatre, they will normally have an aquacel surgical dressing. The dressing is to remain on for 14 days. At which point, we will remove the dressing, take out any clips or sutures and either apply a dry dressing or leave it. If patients are discharged before 14 days, a district nurse referral must be sent to review the wound. We check the patient's dressing every day for any excess ooze or colour. A little bit of strikethrough on the dressing is normal whilst the wound is healing. If there is excess ooze, it could be a sign of infection or that the patient's blood has been thinned too much. 
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Abbreviations used in Orthopaedics
 
NWB  (Non Weight Bearing) - No weight can be put through the limb
FWB (Full Weight Bearing) - Patient can put any weight through limb
TTWB (Toe Touch Weight Bearing) - Weight can only be put through toes
PWB (Partial Weight Bearing) - Patient can only put a slight amount of weight 
# - Fracture
NOF (Neck of Femur) - Hip
DHS (Dynamic Hip Screw) - Type of surgery
FNS (Femoral Neck System) - Type of surgery
Hemi (Hemiarthoplasty) -Type of surgery (Half of a hip replacement)
THR (Total Hip Replacement) - Type of surgery
TKR (Total Knee Replacement) - Type of surgery
ABX - Antibiotics 
BKA - Below knee amputation
AKA - Above knee amputation
 
 
Working Hours for ERAS;
Monday-Friday 0800 - 1600 (not including bank holidays)
 
Based on Ward B6, Irving Building 0161 206 0843













Welcome to the
Trauma Nurse Co-Ordinators Team
Trauma & Orthopaedics
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What is the trauma team/ what do we do?
The trauma team is made up of band 6 nurses and admin staff. Our job role is to ensure the efficient, safe and smooth flow of surgical patients through the Orthopaedic Trauma Service. The Trauma team are the link between the multi-disciplinary teams including A&E, theatres, ward staff, consultants, anaesthetic staff, clinic and management providing patient's advocacy throughout.

Every day in this job is different, with new challenges and issues to be solved. The workload can escalate very quickly but effective communication is the key to making this job run smoothly.

The most vital part of our service is reviewing patients!
When seeing patients on the list, it is important to go to the 1st patient first in order to avoid delays. All patients on the list need to be seen in the morning and updated of their plan. 

Unless surgery is small or under local, patients going for surgery need:

· Informing about surgery (estimated times/any questions they have)

· Explain that all plans for surgery are provisional. Patients can still be cancelled/order changed on day.

· Bloods including 2 Group and saves. (If only 1 group and save has been done and patient is difficult to bleed, ring blood bank as there may be a historic result)

· ECG if over 50 years old/any medical or cardiac issues

· Consented and Marked (We cannot consent and mark, this needs to be a doctor)

· [image: ]Check listed surgical pathway

· A correct wristband (Red wristband if any allergies) 

· Dressed in theatre gown

· IV Fluids & Sliding scales 
(IV fluids given for fluid replacement for patients that are at risk of dehydration before surgery/ sliding scales are to control blood sugar management in diabetic patients that are Nil by mouth and there for at risk of becoming hyper/hypo glycaemic as their usual insulin doses are missed or delayed) 

Orthopaedic Rotational Hub WP Version 1 Oct 2021
Patients can eat up to 6 hours before surgery and have clear fluids (water, black tea/coffee) up to 2 hours before surgery. If there is a delay in theatre time and it is confirmed the patient will not be operated on until the afternoon, check with the anaesthetist and offer clear fluids
2

[image: Cartoon Broken Bone Symbol Stock Illustrations – 689 Cartoon Broken Bone  Symbol Stock Illustrations, Vectors &amp; Clipart - Dreamstime]Opportunities for Learning

· Management of pre-operative patients – ensuring they are prepared and ready for theatre to prevent delays.

· Exposure to clinical skills such as, wound care (removal of clips/sutures & negative pressure therapy), catheterization, vital signs, collecting samples for testing (including sputum, urine, and stool), understanding the important of pre-operative blood collection including group and save/ cross match, how to understand the blood results and what they mean, traction for management of hip injuries, medication, ECGs and dealing with cognitive impairment and mental health issues. Ensuring consent forms are filled in correctly, ensuring the patient has capacity to consent and if not then the correct policy and procedure has been followed in keeping with the trust guidelines and the understanding of the importance of this.  

· Develop communication skills and building relationships with patients and the multidisciplinary team. 

· Create surgical plans alongside consultants and create theatre lists.

· Communicate surgical plans with patients and families both inpatients and outpatients

· Be able to link patients with any services required such as pain team, mental health team, tissue viability and podiatry. 

· Dealing with potentially stressful topics for example, informing patients that their surgery has been cancelled.  Managing own stress levels whilst remaining professional. 

· Exposure to Patient Advice and Liaison Services (PALS) complaints and Datix’s (online system to report adverse incidents) 

· Arrange the transfer of patients from other areas of the North West for specialist surgery. For example, patients requiring pelvic or limb reconstruction surgery. 

· Develop knowledge of the IT systems used to manage the trauma patients and theatres. 

· Attend the daily trauma meeting to discuss any new patients and their injuries. 

· Develop specialist knowledge about injuries sustained in orthopaedic trauma and the management of these. 

· Complete all necessary documentation for the patients

· Exposure to other services including major trauma team, orthopaedic wards, trauma ward, fracture clinic, theatres, surgical admission lounge, pain team, accident and emergency, ERAS team, limb recon and the frame management nurses. 


There will also be opportunities to attend surgical procedures though this will need to be arranged with the educational leads in theatres

Shift patterns and housekeeping 
· 06:30-19:30pm 
· 06:30-14:30pm
· 11:00- 19:00pm 
Students will be intitled to a 30minute break per every 7hour shift, they must bring their own food and drinks, water can be provided from the fountains. 
Break area will be away from the office/ clinical area, there is a staff room in fracture clinic that students can use or there are areas within the hospital that can be used for downtime. All possessions are brought at the students own risk; the office is locked when not in use. Students must wear full Salford university uniforms they must come to the placement in their own clothes and change on arrival, changing facilities are located around the trust they must look presentable for their shift, scrubs will be provided when entering clean areas. 

Placement philosophy 
In the trauma team we aim to provide the students; exposure to how the trauma service is run. We will show them how the core principle of our role is the patient and ensuring they receive the care that they deserve to the highest standard in accordance with the trusts values. We expect our students to be willing and to follow guidance within their competence in which the TNCs will assess and adapt to accordingly. 
We will educate our students providing them with the knowledge and understanding of what it means to be a nurse in the trauma sector and how we play a vital role in the journey of a trauma patient. 
We will ask questions and assess competence of each student accordingly ensuring they are benefiting from the placement with the TNC

Spoke opportunities 
· Theatre team lead- 65820 
· Pain team- 64169 
· Fracture clinic- 60055
· ERAS- 65169 
· SAL 3- 68028 
Members of the team:
Sarah Hulmes (Trauma Nurse Co-Ordinator)
Ariadna Ortet-Walker (Trauma Nurse Co-Ordinator)
Kennedy Risby (Trauma Nurse Co-Ordinator)
Jackie Corps (Trauma Nurse Co-Ordinator)

Tomasz Kunowski (Trauma Admin)
Angela Whittaker (Trauma Admin)

The Trauma Service runs every day from 06:30-19:30 including bank holidays
Based in the Orthopaedic Offices, Level 0, Irving Building
01612061454/01612062017











Welcome 
to the 
Plastic Surgery Team 
[image: ]
Salford Royal NHS Foundation Trust have recently created an in-house Plastic surgery service, this is part of the establishment of the Major Trauma Centre. Plastic Surgery includes reconstructive techniques for soft tissue injures, hand injuries and skin cancer. Based in the Orthopaedic outpatients and fracture clinic (Level 1, Turnberg Building) Orthopaedic and Plastic Surgery Secretary’s office (Level 0, Irving Building) and the Trauma Coordinators office in the rehabilitation department (Level 0, Irving Building).

Meet the Team 
Plastic Surgery Consultants 
Miss Yao – Lead consultant for Plastic and Reconstructive Surgery
Mr Ottaviano – Plastic and Reconstructive Surgery Consultant
Miss Lipede – Plastic and Hand Surgery Consultant 
Mr Mossaad – Plastic and Reconstructive Surgery Consultant
Miss Rostom – Plastic and Hand Surgery Consultant

Specialist staff 
David Nelson – Highly Specialist Plastics Nurse
Jennifer Smith – Plastics Nurse Coordinator
Berry Kent – Plastics Dressing Clinic Health Care Assistant 

Working Hours
We work 8am - 4pm Monday to Friday excluding bank holidays
0161 206 1858/ 0161 206 5899/ 0161 206 5898

Housekeeping
Students should not travel to placement in uniform, changing facilities are available in Orthopaedic outpatients and near the Trauma Coordinators office. Compliance with the University’s uniform policy is expected from students whilst on placement. Students are required to provide their own refreshments and the staff room in Orthopaedic outpatients can be used for breaks.


Plastics Nurse Coordinator 
The role of the Plastics Nurse Co-ordinator is very varied and covers most aspects of the service. Linking in with the Orthopaedic Trauma Co-ordinator the role includes triaging and planning acute Plastic Surgery patient’s theatre whether it be joint cases with another speciality or solely for Plastic Surgery reasons. Optimising the patient for theatre is paramount to patient safety so good communication skills are vital when co-ordinating to ensure anaesthetist’s and surgeons have a clear understanding of patients wishes. 
Running a daily hot clinic is a vital part if the plastic surgery service here at Salford the service is available to patients who have attended A&E, have been referred to the Orthopaedic SHO or discussed in the daily trauma meeting who require input from the plastic surgery team with regards to hand injuries or wound management. These patients are reviewed by the Plastics Nurse Co-ordinator and a Plastic Surgery Specialist Registrar who create a management plan or provide access to other services. 

Highly Specialist Plastics Nurse
My role as the highly specialist plastics nurse is to lead on patients’ treatment from admission to discharge and has input into the Trauma, Orthopaedic and Plastic dressing clinic which run every day. This role covers the entire site and I manage wound care for patients that are based on multiple wards. Pre and post-surgery patients have complex wound care needs which is continually supported by myself and the plastics team. 
The role has some elements of outreach working as the service continues to become established. Education is a key aspect of the role and this comes in all types of blended learning approaches from set education sessions to specific training with healthcare professionals. Patient education and empowerment is also an important aspect of the role to help patients make the right decisions to best fit their needs.



[image: ]
The skin is the body’s largest organ, its function is to become a barrier against infection and prevent injury through the sensory element of the skin’s role. Skin is also able to regulate the body’s temperature and store water and fat. The skin is divided into 3 layers the epidermis, dermis and subcutaneous tissue. 
[image: ]

Wound healing is a normal body process, for successful healing the stages should occur in succession. However, there are a variety of factors that may interfere and prevent effective wound healing, these include smoking, weight, medical conditions, nutrition, and infection. Patient education and health promotion is vital to this process to reduce the impact of medical conditions and lifestyle choices. 
Reconstructive Surgery
Reconstructive surgery is the main aspect of the plastic surgery team’s role, techniques include skin grafts and flaps. 
Skin grafts 
Split thickness skin grafts – involves harvesting the epidermis and a portion of the dermis from one area and moving it to another area which has lost or had its skin damaged. 
Full thickness skin grafts – is mainly used on small areas and involves moving all layers of the skin and its donor site being directly closed.  
Flap surgery 
Local flap - A Local flap is a piece of skin and underlying tissues that can be moved to cover a wound/defect whilst still being attached at one end, so the blood supply will remain unaffected.
Regional flap - A Regional Flap is the movement of nearby skin and underlying tissues to cover a wound/defect whilst keeping the blood supply attached.
Free flap - A Free Flap involves the movement of a piece of skin and underlying tissues/structures from one part of the body to another including disconnecting and re attachment of the flaps blood supply.
Muscle flap - A Muscle flap is the transfer of muscle to cover a tissue defect, this can be as free or flap or pedicle flap. Able to eliminate dead space and infection is less likely
Learning opportunities 
· Develop an understanding of skin anatomy  

· Gain knowledge and skills of the wound healing process and be to identify the different stages

· Develop knowledge of dressings and be able to determine appropriate dressing choices based on the wound healing stage, wound tissue type and patient factors

· Recognise the anatomy of a hand and develop an understanding of the function of its structures

· Preparing patients for surgery to reduce time delays and maximise theatre time

· Gain an understanding of the management of plastic surgery injuries and reconstructive techniques 

· Management of hot clinic and plastic dressing clinic to avoid unnecessary time delays and ensure effective treatment is delivered to patients 

· Develop effective communication and interpersonal skills when speaking with service users and members of the Multidisciplinary team
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ANTT technique – KURGAN METHOD

Equipment required:

• Dressing pack       Ɣ Extra packs of gauze   Ɣ Sterile scissors

• Gallipot      Ɣ

Cleaning solution/saline     

Ɣ

Inadine/FOAM 

DRESSINGS

PIN SITE CLASSIFIACTION:  

RAW, IRRITATED, 

INFECTED, SLOUGHY AND CALM 

IF CALM: USE Hydrex Pink 

(pink chlorhexidine gluconate

0.5% 

w/v in 70% isopropyl alcoholic solution) for cleaning solution and 

dressing

FOR: RAW, IRRIATED SLOUGHY OR

INFECTED

; TREAT 

LIKE A “WOUND”

– clean with 

saline

, (Prontosan for sloughy

pin sites) dress with 

Inadine + cover with dry gauze or if pin 

site is 

wet; dress with a foam dressing+/_ Inadine-

CLEAN 

DAILY

NB: IF Allergic/sensitive to Hydrex (red, dry, flaky rash) – clean with

saline, dress with dry gauze, until skin improved IF: History of eczema 

/dermatitis – clean with Chlorhexidine Acetate B.P. 0.05%; dress with 

dry gauze

Care of pin sites (external fixator or circular frame)

Other considerations:

• If a patient has surgical/traumatic 

wounds

within close 

proximity to any pin sites, these should be cleaned with 

saline

and dressed with dry gauze until the wound has healed

•

Do not get leg or frame wet

until surgical wounds are healed 

and checked at first Orthopaedic OPD visit following 

discharge i.e. sutures/clips removed

-

Showering possible if leg and frame covered with plastic 

bag sealed with tape at the top (e.g. yellow clinical waste 

bin bag)

-

Once healed, shower leg and frame on day of pin site 

cleaning, removing dressings but careful not to 

contaminate pin sites with water /body soaps



Dry with hairdryer on cool setting before cleaning pin 

sites

Ensure frame included in risk assessment

• Waterlow risk assessment within 4 hours of admission

• Regularly check skin integrity around metalwork

• Where risk of frame rubbing on skin, use appropriate 

padding (eg. Dermapad /Advazorb)

Contact: Lynn Adams/Amanda Redfern 

– Limb Reconstruction Team, 

Fracture clinic

Pager:

07623 621 293/bleep 5152          

Treatment Rooms ext:  

64894

Mon, Tues, Wednesday and Friday 09:30-16:30 

Frequency of cleaning:

•

THIN WIRES  - Day 3 PO

•

HALF PINS (4-6MM DIAMETER)-- DAY 7 PO UNLESS 

SATURATED/clinically indicated. 

•

Clean every 7 days

unless visible exudate from dressing 

•

If infected-please clean DAILY

•

Signs of pin site infection

: increased pain at pin site, 

erythema, pyrexia, pus, reduced range of movement to limb –

swab for C&S; notify medical team

• If patient having 

frame adjustments

, then pin sites can 

become inflamed so care should be more frequent depending 

on amount of exudate and inflammation

References

Kurgan method of pin site care protocol TC7(04).  SRFT

Davies, R., Holt, N., Nayagam, S. (2005) The care of pin sites with external fixation. The Journal of Bone 

and Joint Surgery. Vol. 87-B, No.5. p. 716-719

Unique Identifier: Surg03(17) Author: LYNN ADAMS Designed with:  Rebecca Hartley Stu/N

Review date: February 2022
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ANTT technique – KURGAN METHOD

Equipment required:

Dressing pack       ● Extra packs of gauze   ● Sterile scissors

Gallipot      ● Cleaning solution/saline     ● Inadine/FOAM DRESSINGS

PIN SITE CLASSIFIACTION:  RAW, IRRITATED, INFECTED, SLOUGHY AND CALM 

IF CALM: USE Hydrex Pink (pink chlorhexidine gluconate 0.5% w/v in 70% isopropyl alcoholic solution) for cleaning solution and dressing

FOR: RAW, IRRIATED SLOUGHY OR INFECTED; TREAT LIKE A “WOUND” – clean with saline, (Prontosan for sloughy pin sites) dress with Inadine + cover with dry gauze or if pin site is wet; dress with a foam dressing+/_ Inadine- CLEAN DAILY

NB: IF Allergic/sensitive to Hydrex (red, dry, flaky rash) – clean with saline, dress with dry gauze, until skin improved IF: History of eczema /dermatitis – clean with Chlorhexidine Acetate B.P. 0.05%; dress with dry gauze



Care of pin sites (external fixator or circular frame)

Other considerations:

If a patient has surgical/traumatic wounds within close proximity to any pin sites, these should be cleaned with saline and dressed with dry gauze until the wound has healed

Do not get leg or frame wet until surgical wounds are healed and checked at first Orthopaedic OPD visit following discharge i.e. sutures/clips removed

Showering possible if leg and frame covered with plastic bag sealed with tape at the top (e.g. yellow clinical waste bin bag)

Once healed, shower leg and frame on day of pin site cleaning, removing dressings but careful not to contaminate pin sites with water /body soaps

Dry with hairdryer on cool setting before cleaning pin sites





Ensure frame included in risk assessment

Waterlow risk assessment within 4 hours of admission

Regularly check skin integrity around metalwork

Where risk of frame rubbing on skin, use appropriate padding (eg. Dermapad /Advazorb)



Contact: Lynn Adams/Amanda Redfern – Limb Reconstruction Team, Fracture clinic

Pager: 07623 621 293/bleep 5152          Treatment Rooms ext:  64894

Mon, Tues, Wednesday and Friday 09:30-16:30 

    

                               

Frequency of cleaning:

THIN WIRES  -    Day 3 PO

HALF PINS (4-6MM DIAMETER)-- DAY 7 PO UNLESS SATURATED/clinically indicated. 

Clean every 7 days unless visible exudate from dressing 

If infected-please clean DAILY

Signs of pin site infection: increased pain at pin site, erythema, pyrexia, pus, reduced range of movement to limb – swab for C&S; notify medical team

If patient having frame adjustments, then pin sites can become inflamed so care should be more frequent depending on amount of exudate and inflammation

References

Kurgan method of pin site care protocol TC7(04).  SRFT

Davies, R., Holt, N., Nayagam, S. (2005) The care of pin sites with external fixation. The Journal of Bone and Joint Surgery. Vol. 87-B, No.5. p. 716-719
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Thin pin wires (Kurgan method): 

Clean: with Pink Hydrex soaked gauze (dampened)

Dressing: cut single slit in Pink Hydrex-dampened  gauze





Thicker pins – larger wound/cavity site: 

Clean with saline 

Dressing: cut Y shape small squares of Inadine covered with dry gauze (less irritating)

Cleaning method:

Soak small squares of gauze swabs in appropriate solution* and squeeze out until just damp

Do not use for 5mins to allow some of the alcohol to evaporate (reduces discomfort /sting)

Pull back bung/clip and clean each pin site separately with individual piece of gauze

Start at pin site entry, wipe up and away from skin  frame; do not wipe back towards pin site – single direction only

Clean off crusts from pin/wire/bungs BUT leave crusts around pin site unless signs of infection, to promote drainage

Place appropriate dressing * around pin, holding in place with black bung (already in place from theatre) or pin clips (not too tight). Clips available from Lynn in clinic.  If no bungs then wrap thin K- bandage around grouping two/three pins together in a  figure of 8 & tie ends 

NB. Once wounds have healed Hydrex Pink can be used for all pin sites (ie revert to Kurgan method)

Care of pin sites (external fixator or circular frame)
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