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Introduction 
 
Last year the National Hip Fracture Database (NHFD) entered data on its one millionth patient. This 

reflects a huge amount of hard work done by all members of the team that care for and collect data 

on patients with hip and other fragility femur fractures. Audit, research, and performance output is 

only as good as the data on which it is based, however.  

 

The work done by all who input data to the NHFD is vital to its accuracy and appropriateness of 

output. We can only reflect good practice or challenge areas of less good care if the data is entered 

accurately in a timely manner. 

 

To maintain these high standards of data entry we have updated our website user guide. This 

document will be of use to both brand new and established users. It will help to correctly identify 

where to enter data and what type of data to enter.  

 

Every year something, often only subtly, changes in the data set so please do use this and share it 

with your teams to help everyone upload high quality data.  

 

 

  

https://www.nhfd.co.uk
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Contact us 
 

Email: nhfd@rcp.ac.uk 
Tel: 020 3075 2395 
 

  

mailto:nhfd@rcp.ac.uk
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Accessing the NHFD 
Lead clinicians 
NHFD lead clinicians at each participating hospital are responsible for: 
 

• Checking the quality of the data submitted to the NHFD from their site - we recommend that 
lead clinicians check a random sample of data (15% of records) each month to ensure data 
accuracy. 

• Authorising access to new users and ensuring only the appropriate people have access to the 
data, and that each has the correct level of access 

• Data governance 
• Being the first point of contact for the NHFD. 

 

We have produced a job description document on the role of the lead clinician: 

 
To function properly each hospital must have shared clinical leadership within the hip fracture 

team. The lead clinicians should include a consultant anaesthetist, orthogeriatrician and 

orthopaedic surgeon. They are not necessarily the service leads for trauma within the Trust/Health 

Board, but consultants with a particular interest in ensuring that patients with hip/femoral fractures 

receive the best standard of care. 

 

Lead clinicians, and their teams, are also responsible for ensuring that data processing information 

about the NHFD is readily accessible for patients to see, to ensure they are informed about the 

audit.  

 

The NHFD team at the RCP are unable to receive patient identifiable information due to our 
granted data permissions. Do not send any of the following patient identifiable information: 
• Patient name 
• Patient DOB 
• Patient NHS number 
• Patient postcode or address 
 

 

Levels of access 
 
There are three levels of access to the database: 

• Public access – This allows access to news, published reports and the resources section of 

the website. A username and password are not needed to access these areas. 

• Read only access – This allows the user to view all records entered to the NHFD, as well as 

the reports and run charts, but it does not allow the user to enter, amend or export data. A 

password and username are required and this level of access is recommended for staff 

members that need to review reports (For example this is often used by staff working 

within hip fracture related studies).  

• Full access – This allows the user to create new records, update and edit patient data 

and export data in spread sheet format. A password and username are required and 

users can also view reports and run charts. 

  

https://www.nhfd.co.uk/FFFAP/Resources.nsf/0/EE3EEDE87733400380258BDB003DAD46/$file/The%20role%20of%20the%20NHFD%20Lead%20Clinician.pdf
https://www.rcp.ac.uk/improving-care/national-clinical-audits/falls-and-fragility-fracture-audit-programme-fffap/fffap-data-processing-statements/
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Getting access to the database 
The lead clinicians at each site are responsible for authorising access to their hospital’s data. New 
user account requests must be submitted by the participating hospital by existing users, by creating 
a new user account for a colleague: 
 

• Log in to the NHFD 

• Click on ‘support’ on the tab on the top right 
• Click on ‘request access’ and follow the instructions on the resulting page 

 

 
 
The request will automatically be emailed to the lead clinician, who will need to log into the 

database to approve or decline it. If the lead clinician creates the new user account, it will be 

automatically authorised at that time. Once your account is approved, you will be sent a link to 

activate it and set up a password; which you must do before you can login and access the database. 

 

Logging into the database 
 

• Go to www.nhfd.co.uk and click ‘Login’ in the top right corner 
• Enter your username and password on the Crown Audit page that appears and click ‘Sign In’ 
• Read the warning in the box that appears and click ‘I agree’. 

 

Always remember to log out of the database when you are finished by clicking 
’logout’ next to your username at the top right. 
 

Forgotten password/username 

If you have forgotten your username this can be resent to you, just click on the ‘Username 
reminder?’ on the login page, complete the details requested and an email reminder will be sent to 
you. 

If you have forgotten your password, this can be reset by clicking on ‘Reset password’ on the login 
page and completing the details to reset a new password. You will be asked to confirm your system 
username that you were given when first registering for the database. You will receive an email to 
your registered email address if the username and email address you entered in the reset stage 
matches your record on file. The email will contain a link to click, which will then activate your new 
password. 

Your new password must have at least 8 characters, letters, capital letters, a number, and a special 
'punctuation' type character. 
 
 
 

https://www.nhfd.co.uk/
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Entering data 
 
Viewing existing records 
 
Once you have logged into the database, you can create new records and update existing records 
using the menu on the left: ‘Patient data’. 
 

To enter a new record for admission from 1 January 2026, click on ‘new 

2026 patient record’. This will also give you options to view past entered 

patients: 

 

 

 
 

 

Current patients: These are patients who have not yet been discharged from 

the hospital, for whom some details have been entered. Records cease to be 

active upon completion of a valid discharge from trust date. 

Draft records: These are records where one or more of the mandatory fields are 
incomplete, or the patient has not yet been discharged. 
Completed records: this displays a list of all patients that have completed records 
and have been treated at the hospital since January 2020 
All records: This displays a list of all patients that have been treated at this 
hospital unit from January 2020.  
Inpatients: this displays a list of all patients that have been admitted as 
inpatients. These patients will be entered in to the 'Falls audit' (NAIF) (see section 
XX) 

Deleted records: This displays a list of records that have been deleted but may be restored. They are 
available to re-instate for up to 30 days after they were deleted. 
Duplicate records: This displays a list of any duplicate records which you should review and correct. 
You can press ‘fix’ to select a duplicate for correction which will help you compare the data for the 
records. 
120 Day follow up: This displays a list of patients who are due for their 120 day follow up. 
 
 

Creating a new patient record 
 
All patients admitted from 1 January 2026 should be entered into the NHFD database using the current 

v16 dataset. Once you have logged in, select the ‘Patient Data’ tab and click on ‘New Patient v16 record’. 

This will open a blank record for you to complete. Click through the tabs to enter the data in each 

section. 
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You will only be able to save the record once the patient ID/hospital number and side of fracture 

have been entered, as these are needed to identify each individual record. 

You can update/amend a record as many times as necessary; just ensure you click ‘Save’ before 

exiting each time. The record will remain in draft until all of the essential and required fields have 

been completed: 
 

Important points to remember when entering data 
 

• Use the calendar icon for data entry when date and time are required. Select the correct 
day and month and then use the time sliders to select the time. 

 

 
 

• You can see any help notes online during data entry on the database when you log in, by 
clicking on the ‘i’ icon. 

 
• If a record is incomplete when you click ‘Save’, a pop-up box with a list of incomplete 

mandatory fields will appear in the middle of the screen listing the issues. The tabs with 
the incomplete fields will also appear orange and red. The record will remain in draft 
until these fields have been completed. 

 
 

• If ‘custom fields/extra questions’ is no longer needed, please mark as 'No' for it not to be 

included in the form. 
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NHFD Inclusion and exclusion criteria 
 
Inclusion criteria 
All patients aged 60 and over with a fracture involving the hip, femoral shaft, distal femur or pelvis 
should be included. All patients aged 60 and over with a pathological hip, femoral shaft, distal femur 
or pelvic fracture* should be included. 
*The Pelvic Fracture Expansion was supported by UCB who provided financial support 

 
• Pelvic fractures include all fractures of the pubic, ischial, ileal and sacral bones that make up 

the ‘pelvic ring’ as well as those of the acetabulum (hip socket). Breaks at the front, back and 
sides of the pelvis should all be included. 

• All patients aged 60 and over with a pathological hip/femoral/pelvic fracture should be 
included. 

• All patients aged 60 and over presenting with their first fracture on either side of the body, 
including patients being treated non-surgically initially. 

• All patients aged 60 and over where the initial diagnosis was unclear, but later identified as 
an eligible fracture. 
 

Exclusion criteria 
 

• For pelvic fractures, ‘pull off’ breaks often associated with tendon avulsions do not need 

to be included (just as avulsion fractures around the hip are not included). 

• Patients who present late with hip/femoral/pelvic fracture (e.g. at an outpatient 

appointment) should not be included. 
 

• Patients with an incidental finding of hip/femoral/pelvic fracture (old undiagnosed 
fracture) should not be included. 

• High impact poly-trauma - Patients who sustain a high energy transfer hip/femoral/pelvic 

fracture such as in a road traffic accident or fall from the top of a building need not be 

included, unless the hip fracture is the primary and only focus of medical and surgical care. 

There is an element of subjectivity here, however: if the patient has been in an accident or 

injured in a manner where fragility is not the main cause and the hip fracture is not the 

predominant concern, they should not be included and should be captured on the National 

Major Trauma Registry.  

 

Important points to note 

• The patient was initially managed non-operatively, but later received surgery. 

If the patient is still in hospital when a decision is made to operate then the time to 

operation will be measured from when they first presented, and may be very long as a 

fair reflection of their experience of what will feel like a delay in surgery. If the patient 

is discharged from hospital after non-surgical management, but later re-presents and 

needs surgery, then this episode should be recorded as a completely new episode. 

• Bilateral hip/femoral fracture - Make a duplicate entry for each hip/femoral fracture; 

one for the left side and one for the right side. If the patient dies remember to record 

the patient’s death on both records. Similarly, when the patient is discharged 

remember to record the discharge details on both records. 

• Simultaneous multiple fractures - When a patient suffers simultaneous fractures at 

more than one site within the same femur, or in both femur and pelvis, the care given 

in respect of the hip fracture should take precedence, and other fractures need not be 
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recorded (just as second fractures, such as of the wrist, are ignored when entering 

data on a hip fracture). 

• Duplicate entries - Other than for bilateral hip/femoral fracture patients your data 

should not contain any duplicate records. If the patient dies after discharge the death 

could be recorded twice against your hospital. 

• The patient attends ED, but is transferred to another hospital for treatment: Patients 

should be entered on the database by the hospital that performs their definitive 

treatment (i.e. their operation or care following a decision to provide non-operative 

management). If a patient is admitted to the ED (or falls and breaks their femur as an 

inpatient) in Hospital A’s ED but is then sent to Hospital B for their operation, it will be 

Hospital B which should enter them on the database. Hospital B should record the 3 

letter code of Hospital A as that is the hospital in which the fracture was first 

identified, but the ‘clock’ measuring time to theatre etc. will start with the date and 

time of first presentation to the ED or trauma team in Hospital B.  

• The patient has surgery but then needs to have a second operation relating to their 

hip/femoral/pelvic fracture within 120 days of admission: this should be recorded by 

editing the original record and selecting ‘yes’ in the ‘reoperation’ field found in the 

‘Follow-up’ tab. 

• The patient has surgery but then needs to have a second operation relating to their 

hip/femoral fracture more than 120 days after admission: NHFD does not collect this 

data. 

• In hospital falls: For inpatient falls, the NHFD data point time is from the time of 

diagnostic imaging. If a patient who is an inpatient on a medical ward having been 

treated for a chest infection falls at 3am, the time of diagnostic imaging (i.e. the time 

that they have their X-Ray showing a fracture) after the fall is when the NHFD time 

point occurs for injury. 
 

Data quality 
 

Checking your data 
 
There are certain built-in checks on the webtool to ensure that the data entered is as accurate as 

possible. These include sense checking of timelines, NHS number and post code validation etc. 

When you try and save a record, a box listing any problems will appear to help you correct any 

inaccuracies - this will flag anything the system deems impossible or incorrect (e.g. date of 

surgery before date of admission). 

 

Deleting records and removing duplicates 
 
The NHFD only collects the primary fracture for each hip/femoral fracture, with each fracture 
recorded separately. If a patient fractures both hips/femurs at once, please enter one record per 
hip/femur. Subsequent admissions for the same hip/femur should not be recorded in the database. 
If entered, these will appear as duplicates. 

It is unusual to break the pelvis at the same time as the hip (except in cases of major trauma) 
because the hip serves as a 'crumple zone' if you fall, and so protects against pelvic fracture. If a 



 

10 
Version 16, November 2025 

patient does break both hip/femur and pelvis at the same time we would suggest that you just 
report the hip/femur fracture. 

 

Duplicate records should be removed from the database. The NHFD creates 30-day mortality 
statistics by linking the patients’ record to the death registry. If the patient has a duplicate record 
the death will be counted twice in your mortality data. The NHFD guards against this by removing 
duplicate records during the mortality analysis. However, we cannot guarantee that all duplicates 
will be identified and removed. You should check your data carefully to remove duplicate records 
which may have been entered in error. 

A small number of patients with bilateral hip/femoral fracture will have two records in the database. 

These are not duplicate records as the side of fracture is different on each record. You should ensure 

that both records are updated when the patient is discharged from hospital or if the patient dies 

otherwise one record may show the patient as deceased whilst the other shows the patient as alive. 

 

Restoring records 
 
Any record can be restored within 30 days of it being deleted: 

1. Open the ‘Deleted patients’ list in the ‘Patient Data’ menu and find the record you wish to 
restore 

 

2. Open the record and click the ‘undelete’ button in the top right of the screen. Confirm you 
wish to ‘undelete’ the record then it will appear in your patient records as before it was deleted. 

 

 
 
 
 
 
 
 
 
After 30 days, any deleted records will be permanently removed and cannot be restored. 
 
If you need to restore permanently deleted records after 30 days, you will need to contact the 

Crown helpdesk: helpdesk@crownaudit.org  
 
 
 
 

Importing and exporting data 
 

mailto:helpdesk@crownaudit.org
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Uploading data from an existing database 
 
Some hospitals have computer software such as Bluespier, eTrauma or existing local hip/femoral 

fracture databases. In these cases it is often easier to upload data files of multiple patients at one 

time to the NHFD. There is a provision within the website to accommodate this by importing files 

saved in comma separated value (CSV) format: 
 

- Go to the ‘Imports’ tab, then click ‘New import’ on the left hand side 

 

 

 

 

 

- Select the dataset for which you want to import a file, select a file to import by clicking 

‘Choose file’ then click ‘Import. Please note data needs to be in a CSV file for import. 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

Once you have imported the file, you can use the import files and import logs to check the success of 
your import. Click on ‘Imports’ to view a list of all of your imported files with a column stating 
whether the import was successful, including any files that failed to import. Open the import log by 
clicking on the file name to see the details of the records. 
 

  
After clicking on the file name, the ‘results’ tab will show you success or otherwise of the import and 
details of any errors encountered: 
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Errors in the import data are categorised: 

• Minor error: the record is imported, but some mandatory data are missing/invalid.  

• Serious error: the record is imported, but only as a draft record as some of the mandatory 
fields are missing/invalid. 
Fatal errors: the record cannot be imported at all. 

 
The ‘Summary’ section at the top of the screen gives an overview of errors in the data uploaded. If 
necessary, you can correct any errors and re-import the file. The record totals box will show the 
updates. 

 

  



 

13 
Version 16, November 2025 

Exporting Data 
All data submitted to the NHFD can be exported in a spread sheet, which can then be used for local 
analysis, improvement projects, or re-importing changes in a data file by those hospitals that bulk 
upload their data. 
 
To export data:  

- click the ‘Exports’ tab, then ‘New export’. 
- Select whether you want V16 or V15 data and the dataset version. 
- Use 'Include calculated fields' if using the file for further analysis, including 30 day mortality 

 
Use ‘Include custom fields’ if you would like to include your custom fields in the export (these are 
locally designated fields, set up by some sites to collect additional data. These data are not used by 
the NHFD and can only be viewed by the sites that create them.) 
 

Then select whether you want to export the whole of that dataset ‘include full record details…’, or 

you can choose and specify a range of admission dates to export. Remember that the date selection 

needs to match the corresponding dataset version, so you’ll only be able to specific dates within 

2026 for example, if you are exporting from the V16 dataset. To export data from a period of time 

spanning more than one dataset version, you will need to do each an export for each dataset 

version separately. 

 
Once all fields are complete click ‘export’ and a prompt will appear to either open or save your 
spread sheet. 
 
The spread sheet is in CSV format, so if you wish to save the data on a local computer for analysis 

select ’Excel workbook’ in the ‘Save as’ option. If you are exporting your data for re-import, it is 

advisable to keep the spread sheet in CSV format as changing the format can corrupt some 

numerical data. 
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Online reporting 
 

Run charts 
 
Click on the ‘Charts’ tab on the homepage to access your hospital’s charts. Underneath each chart is 

a link to the chart details (‘About this chart and how to use it’), which gives an explanation of what 

the chart shows, what data is used and definitions of all the lines. 

 

We have also produced ‘how-to’ video guides on how to use our website and data: 

 
How to use the NHFD run charts 
How to use the NHFD Benchmark tables  
Using the NHFD to examine hip fracture care 
How can Physiotherapists get the most out of National Hip Fracture Database data? 
Quarterly NHFD governance meetings 
Monitoring 30 day survival 
 
If you hold your mouse over any point on a line on the chart, a yellow box will appear, giving the 
numbers shown at that point in time. 
 

Each chart can be customised: 
 

•  You can toggle each line on or off by clicking on the line’s label underneath the chart. 

• You can zoom in on a particular time period by clicking and dragging your mouse on the 

chart, across the time you would like to view. To revert to the original view, just click ‘Reset 

zoom’ in the top right corner. 

The charts can be downloaded from the website in a variety of formats, both images of the charts 

and formats of the aggregated data behind then. To choose and download, click on the three lines 

button in the top right corner and select the format you want to export it in. 

 

These charts are updated every hour, so when you add or amend a record it will be included as the 

charts are refreshed. The charts show data up to the last complete month but one, to give time for 

data checking by inputters and to avoid displaying small numbers. 

 
Best practice tariff report (England only) 
 
Best practice tariff is an uplift of £1,366 paid for each eligible patient whose care meets certain 

criteria, outlined below. From 1 April 2020, BPT was extended to include femoral and distal 

fractures, but not peri-prosthetic fractures, which continue to be excluded from BPT. 

• Surgery within 36 hours of admission to the Emergency Department or from diagnostic 

imaging if an inpatient fall 

• Peri-operative orthogeriatric assessment within 72 hours 

• Bone health assessment during assessment 

• Pre-operative 4AT cognitive assessment 

• Falls assessment during admission 

• Nutrition assessment during admission 

• Delirium assessment using 4AT during admission (post-op) 

• Physiotherapist assessment by day of or day following surgery 

https://youtu.be/GaildZIqcns
https://youtu.be/mXzhnKuMBIo
https://www.youtube.com/watch?v=PQetfaxQp5g
https://www.youtube.com/watch?v=LiulgeAxb5s
https://www.youtube.com/watch?v=t-CXSoc8HrA
https://www.youtube.com/watch?v=Ld_rOH_NQnM
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To access a BPT report, after logging in select the ‘Reports’ tab from the tabs at the top and then 

‘BPT report’ from the left side menu. Select the appropriate quarter from the drop down menu at 

the top of the report. You can also select how many records are displayed per page. The report 

allows you to view your patients and this will show whether each aspect of their care met teach BPT 

criteria.  

 

 

The BPT quarterly status report highlights which records are BPT compliant, showing all entered 

patients, and provides three types of exports to support BPT claims: 

1. Hip BPT report - This should be used for your hip fracture BPT claims 

2. Femur fracture ONLY BPT data - This should be used for your femoral fracture BPT claims 

3. All Export - This export provides BPT status for all audit records, including peri-prosthetic 

types, which don't qualify for BPT. 

Patients will only appear in this report once they have been discharged from the Trust/Health 

Board, as this marks the point when all treatment and assessments have been completed; and 

reports/claims are unaffected by draft status of the record. 

 
NHFD annual reports and resources 
 
NHFD annual reports 

The NHFD’s annual report is released each year and is mainly aimed at clinicians, managers, 

chief executives and policymakers. It presents analysis of participating sites’ performance 

against NICE guidelines and quality standards and recommendations for clinicians. Each year’s 

current report can be found on the main NHFD webpage. 
 
Resources 
You can find all our resources on the NHFD website and we also have a resources repository on the 
RCP website. 
 
Your hip fracture 

This leaflet was developed for patients, their family and carers and was recently updated in 2025. It 

describes what a hip fracture is, why it happens and how it will be treated. It includes a list of 

questions patients should consider asking the team looking after them, based on the essential 

elements of high quality hip fracture care.  

 

A guide for family carers 

This guide was developed to support carers of people who have fractured their hip, to ensure that 

they are equipped with the information they need to support the recovery of the person they care 

for. 

https://www.nhfd.co.uk/
https://nhfd.co.uk/FFFAP/Resources.nsf/pages/NHFD
https://www.rcp.ac.uk/improving-care/resources/nhfd-resource-repository/
https://nhfd.co.uk/20/hipfractureR.nsf/docs/Patients2025
https://www.rcp.ac.uk/improving-care/resources/hip-fracture-a-guide-for-family-carers
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Information governance 
 
Data are collected and processed with specific support of the Secretary of State for Health on the 

recommendation of the Health Research Authority (HRA) Confidentiality Advisory Group (CAG) 

under the Health Service (Control of Patient Information) Regulations 2002. This is more commonly 

referred to as section 251 support. The CAG reference number for the audit is 25/CAG/0032. 

 

Section 251 was established to enable the common law duty of confidentiality to be overridden to 

enable disclosure of confidential patient information for medical purposes, where it was not possible 

to use anonymised information and where seeking consent was not practical with regard to the cost 

and technology available. 

 

Personal confidential data items for this audit are processed by Crown Informatics under section 251 

support prior to anonymisation and transfer to the University of Bristol for analysis. Reported data 

and data files released under government transparency guidance are managed in line with UK 

statistics authority guidance on the handling of small numbers to prevent the identification of 

individuals. After each annual report, we publish aggregate data (with small numbers suppressed) 

for participating English hospitals on www.data.gov.uk 

 
The NHFD team at the RCP are unable to receive patient identifiable information due to our 
granted data permissions. Do not send any of the following patient identifiable information: 
• Patient name 
• Patient DOB 
• Patient NHS number 
• Patient postcode or address 
 
 

http://www.data.gov.uk/
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Explanation of the dataset fields 
 

Calendar icons are available online which should be used to help complete all date and time fields. 
 

Patient information fields 
 

Field Format Validation Status Why required Notes 
1.1 NHS/CHI 
number 

Numbers (10 digits). 
Will accept 3-3-4 
format but converts to 
10 digits once 
entered. 

Digit validation 
in place to 
ensure valid 
NHS number 

Mandatory NHS number is essential to 
ensure that each patient is 
uniquely identified and for 
patient matching to third 
party data sources for 
mortality, superspell and 
BPT (in England).  

It may be formatted as 000 000 0000 
(spaces) or 000-000-0000 (dashes). 
 
NHS numbers start with a 4, 6 or 7 whilst CHI 
numbers start with 0, 1, 2 or 3. 
 
Please use 'OVERSEAS' for patients resident 
outside the UK. Use ‘[NONHS]’, ensuring to 
include the square brackets, for patients 
that reside in the UK, but do not have an 
NHS/CHI number.  

1.2 Hospital/Patient ID 
number 

Free text Validation in 
place to ensure 
correct format. 

Mandatory Hospital, serial, or other 
anonymous reference. This 
is the hospital number 
assigned to the patient or 
care spell for local reference 
and is also used to generate 
an NHFD system ID for the 
record. 

It must be no more than 15 characters long 
and may contain letters and numbers, full-
stops, round brackets, forward or backward 
slashes, or dash characters. 
Spaces and other characters will be removed 
from the reference automatically. 

1.3 First name (s) Free text Validation in 
place to ensure 
only one name 
entered. 

Optional Collected as a secondary 
identifier for data matching. 
Useful for local use for 
follow-up. 

Enter normal first name or given name. First 
name only, no middle names or initials. 

1.4 Surname Free text Validation in 
place 

Optional Collected as a secondary 
identifier for data matching. 
Useful for local use for 
follow-up. 

Surname only - no suffixes/honours etc. 
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Field Format Validation Status Why required Notes 
1.5 Date of birth dd/mm/yyyy Validation in 

place – only 
patients aged 
60+ will be 
accepted 

Mandatory, 
also used for 
BPT 

Date of birth is used as a 
secondary identifier for data 
matching. Age at event is 
used in the casemix 
adjustment of mortality. 

Ages under 60 will generate an error. Ages 
up to 120 accepted, but ages over 110 will 
generate a warning to check age. 

1.6 Sex Select one option One option only Mandatory This field is used in the 
casemix adjustment of 
mortality. 

For those whose gender is different from 
their sex registered at birth, the answer you 
record/enter does not need to be the same 
as their birth certificate. 

1.7 Patient’s post code Alphanumeric Value will be 
checked against 
legal post code 
formats and 
converted to 
upper case.  
See the help 
button ‘i’ for 
details of post 
code formatting 
restrictions. 

Mandatory Collected as a secondary 
identifier for data matching. 
Allows calculation of 
deprivation scoring.  
 

Patient’s post code at usual residence. If 
patient is admitted from either a 'Holiday 
residence' or 'Respite care' – use patient's 
home post code. If a fall occurred during 
acute hospital care or inpatient 
rehabilitation then record their home post 
code.  
 
Use the hospital’s post code only for people 
who sustain their hip fracture while living as 
a 'permanent hospital resident'. 
 
If the patient does not have a valid post 
code please leave the field blank- the 
webtool will not accept invalid post codes. 
 
Enter ‘OVERSEAS’ for non-UK residents. 
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Admission fields 
 

Field Format Validation Status Why required Notes 
2.0 which hospital did 
the patient come from? 

    Complete this field if the patient has been 
transferred to your hospital from another one. 

3 letter NHFD code of 
the operating/treating 
hospital 

Autofilled based on 
user’s account 

   There is no need to complete this field since it is 
your hospital completing the data entry and this 
will be automatically captured within the online 
data tool. 

2.1 date and time of first 
phone call to ambulance 
service 

dd/mm/yyyy hh:mm Valid date/time    

2.2 Date and time of 
first presentation to ED 
or trauma team in this 
operating/treating 
hospital 
 

dd/mm/yyyy hh:mm Valid date/time Mandatory, 
also used for 
BPT 

This is the time that the 
clock starts for all timed 
assessments/treatments. 
Record the date and time 
of arrival in the 
Emergency Department 
(ED) of the operating 
hospital. For patients 
whose fracture occurred 
in hospital, record the 
date and time of 
presentation to trauma 
team. 

For patients admitted via ED, time can be found on 
the ED admission card.  
 
For patients who fell as inpatients, use the date 
and time recorded in the notes by the trauma 
doctor. If this cannot be found, use the date and 
time on the X-ray taken after the patient fell. To 
ensure the correct date and time is entered into 
this field, please refer to the scenarios below. 
 
The operating/treating hospital is the main 
hospital where the patient was admitted and had 
their surgery and/or majority of their treatment as 
an inpatient. It is not when they were initially seen 
at another hospital prior to transfer OR when they 
were originally admitted as an inpatient for some 
other condition and their fracture occurred later 
whilst they were an inpatient. 
 
If the patient was transferred from another unit, 
the date/time should follow shortly after their 
transfer date/time. 

2.3 Residence before 
this hospital admission 

Select one option One option only Mandatory This allows the level of 
dependence of the 
patient to be identified. 
It also allows capture of 

Record where the patient was living immediately 
before admission to hospital with a hip/femoral 
fracture (or before the admission during which 
they sustained a hip fracture, perhaps if following 
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Field Format Validation Status Why required Notes 
the incidence of hip 
fractures resulting from 
inpatient falls. 

an inpatient fall. 
 
If the patient is admitted from holiday home (e.g. 
hotel, relatives’ home), then record 
patient's normal residence.  
 
If the patient is admitted from respite care in a 
care home, then record this as residential or 
nursing care home. 
 
If a hip fracture was present at the time the 
patient is admitted to a medical ward (e.g. with a 
stroke/MI), then ‘admitted from’ would be their 
usual place of residence before this admission. 
If a hip fracture was present at the time the 
patient is admitted but was missed in A&E and 
only identified later, then ‘admitted from’ would 
still be their usual place of residence before this 
admission. 
 
If the patient falls and fractures whilst in hospital, 
then record whether in the same or different 
hospital/site 

2.4 Was patient’s initial 
presentation with a 
hip/femoral/pelvic 
fracture via ED, as 
opposed to possibly 
having arisen while they 
were an inpatient? 

Select one option One option only Mandatory, 
also used for 
NAIF data 
collection 

This confirms which 
patients have fallen as an 
inpatient. 

This question should be answered from the 
patient’s perspective.  
Yes, this patient sustained their fracture outside 
hospital  
Select this option even if initial assessment and 
imaging does not identify a fracture which, even in 
retrospect, the patient’s story (pain, fall etc.) 
suggests was present when they attended ED. 
No, the fracture occurred when they were 
already an inpatient 
- on this hospital site  
- in another hospital site of this trust/HB 
- in another trust/HB 
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Field Format Validation Status Why required Notes 
Select this option if the hip fracture is a result of 
an inpatient fall, or if it arises for any other reason 
during their hospital stay, and there is no story of 
pain or a fall to suggest that it arose before their 
admission with another condition. 

2.5 date/time of 
admission to an 
orthopaedic or 
orthogeriatric ward 

dd/mm/yyyy hh:mm Valid date/time Mandatory This information is used 
to measure the 
percentage of patients 
admitted to specialist 
care within 4 hours of 
admission. 
 
This field will not be 
available if the checkbox 
field is completed for: 
‘No -never admitted to 
orthopaedic/orthogeriatr
ic ward’ 

An orthopaedic/orthogeriatric ward is has 
dedicated staff in those fields as well as a 
conventional orthopaedic/trauma ward. 
Specifically, this is a ward able to deliver specific 
and appropriate geriatric care to elderly patients. 
The NHFD definition of the type of ward in this 
question does not include admission to a more 
general ward designed to accept all types of acute 
surgical patients. 
 
Use the time recorded as patient arrived on ward, 
or first timed entry following patient’s arrival on a 
designated hip fracture ward. 
 
For patients who were already on an orthopaedic 
ward when they fall, their treatment plan will 
change radically once a fracture is diagnosed – one 
minute should be added to the date and time seen 
by the trauma team and entered in this field.  
 
The NHFD does not seek to define the speed with 
which patients leave ED, but to examine how 
promptly they are admitted to a ward that can 
deliver the collaborative orthopaedic-geriatric 
working of a hip fracture programme (NICE 
CG124).  
 
Local NHFD clinical leads should discuss which 
orthopaedic and/or orthogeriatric wards are 
appropriate to the provision of safe and effective 
collaborative care. This will allow the NHFD 
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Field Format Validation Status Why required Notes 
benchmark tables and dashboards to accurately 
describe, and so support, provision of prompt 
appropriate placement.  
 
Transfer from ED to ‘outlier’ beds in other wards, 
including temporary placement in generic surgical 
assessment wards should be recorded as “No”. 

2.6 Nerve block 
administered in ED, 
other location prior to 
admission, or on 
inpatient ward – for hip 
or femoral fractures 

Select one option One option only Mandatory Administration of a nerve 
block reduces pain and 
discomfort, reduces the 
need for opiate pain 
relief and preserves the 
patient’s dignity. 

Does not include interventions occurring in theatre 
at the time of operation. If more than one nerve 
block was administered, record the first one given. 

 

Scenarios 
Scenario 1: Fracture is missed at initial assessment, and is not identified on clinical examination. Reassessment and/or radiology later identifies a fracture. 

• To capture the patient’s experience of delayed diagnosis and care, their time of first presentation to ED should be entered (or time first seen by 
trauma team for a person falling as an inpatient). 

 

Scenario 2: No fracture is identified on initial X-ray. Subsequent imaging by MRI/CT shows a fracture.  

• To capture the patient’s experience of delayed diagnosis and care their time of first presentation to ED should be entered (or time first seen by 
trauma team for a person falling as an inpatient). 

 

Scenario 3a: A patient’s fracture is initially treated non-surgically, so "No operation” should be recorded in 5.3.  

• If the patient continues to struggle and they are still in hospital when plans change and a decision is made to operate then the operation they 
receive should then replace “No operation” in 5.3.  

• To capture the patient’s experience of delayed surgical relief their time of first presentation to ED should be entered (or time first seen by 
trauma team for a person falling as an inpatient). 

 

Scenario 3b: A patient’s fracture is initially treated non-surgically, so "No operation” should be recorded in 5.3.  

• If the patient is discharged but is then readmitted with a problem and a decision is then made to operate: this second admission should be 
recorded as a new episode and data for the admission and operation entered accordingly.  
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Assessment fields 
 

Field Format Validation Status Why required Notes 
3.1 Pre-fracture mobility Select one option One option only Mandatory Poor mobility is often a 

predictor of poor 
prognosis and this field is 
used in the casemix 
adjustment of mortality. 

The physiotherapy team may help to 
provide accurate information for this 
field. 

3.2 Admission 4AT Select one option Valid scores 
between 0 and 10 
inclusive. 

Mandatory, 
also used for 
BPT 

This field records whether 
an assessment of a 
patient’s cognitive 
function has taken place 
and is part of the BPT 
criteria. 

From April 2024 BPT now requires 
patients to be assessed with a 4AT both 
on admission and again post-
operatively.  

 
The pre-op assessment should be made 
on admission; two thirds of people who 
screen positive for post-op. delirium 
already appeared delirious on 4AT 
when admitted. 

3.3 ASA grade Select one option One option only Mandatory ASA is an indicator of a 
patient’s general health 
and is a strong predictor of 
survival and it is used in 
the casemix adjustment of 
mortality. 

ASA grade should be recorded in the 
operating theatre using the theatre 
data collection sheet. 
ASA grade is not needed for patients 
with pelvic fracture. However, ASA 
grade should be recorded in all 
hip/femoral fracture cases, even if the 
patient did not have surgery, as it is 
used in the casemix adjustment 
analysis of mortality. Missing it out may 
affect your unit’s performance. 
 

3.4 Nutritional risk 
assessment performed on 
admission 

Select one option One option only Mandatory, 
also used for 
BPT 

This field records whether 
a clinical evaluation of the 
patient’s nutritional status 
has been made and the 
result. 

Sites may use whatever assessment 
tool they prefer and are advised to 
discuss with their dieticians how best to 
record the assessment results using this 
field’s options. 
If you perform the nutritional 
assessment several times, please 
record the first assessment after 
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admission. 

3.5 Bone protection 
medication being taken prior 
to the hip/femoral/pelvic 
fracture 

Select one option One option only Mandatory This field records whether 
patients were being 
prescribed bone 
protection medication 
prior to their fracture. 

if more than one type has been taken 
then record the most recent treatment.  
A patient is to be considered as 
'on/taking bone therapy' if: 
• For oral-osteoporosis agents, 
prescribed in the last 4 weeks. 
• For Denosumab, prescribed the last 6 
months. 
• For Romosozumab, prescribed in the 
last month. 
• For Teriparatide, prescribed in the 
last 7 days. 
• For Zoledronate, prescribed in the 
last 12 months. 
 
Calcium and vitamin D should be 
ignored when considering how to 
answer this question, since they are 
only considered as an adjunct to more 
effective bone protection medication. 
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Fracture fields 
 

Field Format Validation Status Why required Notes 
4.1 Fracture type Select one option One option only Mandatory The combination of 

fracture type and 
operation type is 
triangulated. 

Must be completed by the surgeon at 
the time of the procedure.  
Selecting the correct fracture type 
affects the measurement of compliance 
with NICE guidance. 

4.2 Side of fracture Select one option One option only Mandatory This ensures that only the 
primary hip/femoral/pelvic 
fracture is recorded. Only 
one record per side should 
be entered. 

Leave blank for pelvic fractures. 
If a patient fractures both hips/femurs, 
please create a separate record for 
each. 
This field is used to generate the unique 
label for the record and prevent 
duplication. 

4.3 Was the fracture an 
atypical bisphosphonate 
type fracture (any site)? 

Select one option One option only Mandatory This is collected to monitor 
trends in pathological 
fractures and atypical 
fractures. 

 ‘Atypical’ fractures are associated with 
specific drug treatments and the 
presence of these fractures should be 
corroborated by the orthopaedic 
surgeon. Select ‘yes’ if the fracture is 
linked to antiresorptive/ 
bisphosphonate use. 
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Surgery fields 

Field Format Validation Status Why required Notes 
5.1 Was an operation 
performed on this patient?  

Select one option One option only Mandatory, 
also used for 
BPT 

 This should be recorded on the theatre 
data collection sheet. 

5.2 Date & time of surgery dd/mm/yyyy 
hh:mm 

Valid date Conditional 
mandatory, 
also used for 
BPT 

This is used to calculate 
time to surgery for BPT and 
KPI purposes. Prompt 
surgery (on the day of or 
the day after admission) is 
recommended as part of 
NICE QS16. 

This should be recorded on the theatre 
data collection sheet. 

5.3 Operation performed Select one option One option only Conditional 
mandatory 

This is used to determine 
whether an appropriate 
operation is performed for 
the type of fracture 
presenting, according to 
NICE guidance. 

This should be recorded on the theatre 
data collection sheet. 
 
A comprehensive list of surgical 
procedures is provided. ‘Other’ should 
be chosen in the first drop down box if 
you need to record additional options 
for non-hip fractures, these options will 
then be provided in the second drop 
down box. 
 
If a patient is managed and discharged 
without surgery then this should be 
recorded as “no operation”. If the 
patient then returns with a problem 
and goes on to have surgery then a new 
record should be created. 

5.4 Modes of anaesthesia 
used 

Multiple choice, 
tick all which apply. 

Incompatible 
options are 
excluded. 

Conditional 
mandatory 

This is collected to monitor 
patterns and trends of 
anaesthetic technique. 

This should be recorded on the theatre 
data collection sheet. 

5.5 Reason if delay > 36 
hours 

Select one option One option only Conditional 
mandatory 

This is used to determine 
whether surgical delays are 
clinical or administrative in 
nature. 

This should be recorded on the theatre 
data collection sheet. 
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Field Format Validation Status Why required Notes 
5.6 Grade of the most senior 
surgeon scrubbed in 
operating room 

Select one option One option only Conditional 
mandatory 

This is used to monitor the 
grade of the most senior 
surgeon performing or 
supervising the operation. 

The most senior surgeon present in the 
operating room should be recorded on 
the theatre data collection sheet. 
This individual will be either: 
• Performing the procedure: completes 
the procedure from start to finish 
• Assisting with the procedure: 
performs the key components of the 
procedure 
• Supervising, scrubbed: the trainee 
performs all or key components of the 
procedure with the trainer scrubbed 
• Supervising, unscrubbed: the trainer 
is unscrubbed and is in the operating 
theatre throughout or in the operating 
theatre suite and regularly enters the 
operating theatre during the procedure 
(70% of the duration of the procedure) 

5.7 Grade of the most senior 
surgeon present in operating 
room 

Select one option One option only Conditional 
mandatory 

This is used to monitor the 
grade of the most senior 
surgeon performing or 
supervising the operation. 

The most senior surgeon present in the 
operating room should be recorded on 
the theatre data collection sheet. This 
individual will be either: 
• Performing the procedure: completes 
the procedure from start to finish 
• Assisting with the procedure: 
performs the key components of the 
procedure 
• Supervising, scrubbed: the trainee 
performs all or key components of the 
procedure with the trainer scrubbed 
• Supervising, unscrubbed: the trainer 
is unscrubbed and is in the operating 
theatre throughout or in the operating 
theatre suite and regularly enters the 
operating theatre during the procedure 
(70% of the duration of the procedure) 
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Field Format Validation Status Why required Notes 
5.8 Grade of the most senior 
anaesthetist present in the 
operating room 

Select one option One option only Conditional 
mandatory 

This is used to monitor the 
grade of most senior 
anaesthetist present. 

The most senior anaesthetist present in 
the operating room should be recorded 
on the theatre data collection sheet. If 
this is not the performing anaesthetist 
then a senior supervising anaesthetist 
should: 
• be present in the theatre suite 
• be easily contactable and must be 
available to attend within two minutes 
of being requested to attend by the 
PA(A) 
• be present in the anaesthetic 
room/operating theatre during 
induction of anaesthesia 
• regularly review the intra-operative 
anaesthetic management 
• be present during emergence from 
anaesthesia until the patient has been 
handed over safely to the recovery staff 
• remain in the theatre suite until 
control of airway reflexes has returned 
and artificial airway devices have been 
removed, or the ongoing care of the 
patient has been handed on to other 
appropriately qualified staff, eg in the 
intensive care unit. 

5.9 Documented that patient 
is allowed to FULL weight-
bear post-op 

Select one option One option only Conditional 
mandatory 

 OR documented within 24 hours of first 
presentation for patients with a pelvic 
fracture who did not undergo surgery 
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Ward care fields 
 

Field Format Validation Status Why required Notes 
6.1 Assessed by 
physiotherapist on the day 
of or day after surgery 

Select one option One option only Mandatory, 
also used for 
BPT. 

Used to assess timeliness 
of physiotherapy 
assessment. 

If the patient has been assessed on the 
day of or the day after surgery then 
record ‘yes’, regardless of whether or 
not they were able to mobilise. 
 
OR assessed within 24 hours of first 
presentation for patients with a pelvic 
fracture who did not undergo surgery 

6.2 ‘Out of bed’ on the day 
of or the day following 
surgery 

Select one option One option only Mandatory This is collected to 
measure patterns of 
mobilisation across the 
country. 

Was the patient helped or hoisted to 
stand or sit out of bed by the day after 
operation (or out of bed within 24 
hours of first presentation for patients 
with a pelvic fracture who did not 
undergo surgery); if not then select one 
option that describes the main reason 
why not. 
It is recognised that not all patients will 
be suitable to get up, and this field only 
seeks to capture how quickly individuals 
progress in initial physiotherapy. 
 
A patient would be described as ‘out of 
bed’ if they are able to sit or stand out 
of bed on the day of their return from 
operation, or on the following day. 

6.3 If assessed by a 
geriatrician, what was their 
grade? 

Select one option One option only Mandatory, 
also used for 
BPT 

This is used to determine 
whether elderly care 
assessments are 
performed by suitably 
senior staff. 

BPT and KPI1 both require assessment 
by a consultant, specialist/associate 
specialist, specialty doctor/staff-grade, 
or registrar at grade ST3 or above 

6.3a Date & time assessed 
by geriatrician 

dd/mm/yyyy 
hh:mm 

Valid date Conditional 
mandatory, 
also used for 
BPT 

This is used to calculate 
whether a perioperative 
geriatric assessment is 
made in line with NICE 
guidance (defined by BPT 

Record the date and time of the first 
geriatrician entry in the notes following 
diagnosis of the fracture. 
If the patient is already under the care 
of a geriatrician but then sustains a 
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Field Format Validation Status Why required Notes 
as 72 hours) hip/femoral/pelvic fracture after a fall 

in hospital, their plan of care will be 
altered. 
Please enter the patient’s first review 
after the fracture in this field. 
For patients referred from one NHFD 
hospital for surgery in another this 
date/time is when which they were first 
seen by an orthogeriatrician in the 
second, operating/treating hospital 

6.4 Specialist falls 
assessment? 

Select one option One option only Mandatory, 
also used for 
BPT 

All patients should be 
assessed for the risk of 
future falls and is one of 
the criteria for meeting 
BPT. 

This is defined as a systematic 
assessment by a suitably trained person 
e.g. 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). 
From this information a plan of action 
to prevent further falls should be 
formulated and documented. 

6.5 Did the patient acquire a 
new pressure ulcer (of Grade 
2 or above) during the acute 
admission? 

Select one option One option only Mandatory This is used to monitor 
rates of hospital acquired 
pressure ulcers – an 
important measure of 
patient safety and quality 
of care. 

All patients should be regularly 
assessed for the presence of pressure 
ulcers. NHFD only collects data on 
pressure ulcers (of grade 2 or above) 
which occur during the acute 
admission. 

6.6 Bone protection 
medication plan after 
hip/femoral/pelvic fracture? 

Select one option One option only Mandatory, 
also used for 
BPT 

All patients should be 
assessed for the need to 
commence or continue 
medication to strengthen 
osteoporotic bone, thus 
reducing the risk of future 
fractures. This is a 

A small number of patients will be 
assessed, and bone medication will 
then not be prescribed for medical 
reasons; however, the majority of 
patients should be offered some form 
of bone strengthening medication.  
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Field Format Validation Status Why required Notes 
component of BPT and is 
part of NICE guidance. 

 
Post-operative 4AT fields 

Field Format Validation Status Why required Notes 
7.1 repeat 4AT after 
operation 

Select one option One option only Mandatory, 
also used for 
BPT 

If an assessment is given 0 to 3 
days after surgery - this will be 
counted in the KPI 5 metric and 
counted for BPT. 
 
If an assessment is given 4 to 7 
days after surgery - this will be 
counted for BPT only. 

This should be undertaken in the 
week following surgery, but while 
the patient is still resident on the 
acute ward. 
 
If an assessment is done 8 or 
more days after surgery, or not 
done at all, this will not be 
counted in the KPI 5 metric nor 
qualify for BPT. 

7.1a Alertness Select one option One option only Conditional 
mandatory 

  

7.1b AMT4 Select one option One option only Conditional 
mandatory 

  

7.1c Attention Select one option One option only Conditional 
mandatory 

  

7.1d Acute change or 
fluctuating course 

Select one option One option only Conditional 
mandatory 

  

7.2 Post surgery overall 4AT 
assessment score 

Auto-calculated based 
on previous answers 
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Discharge fields 
 

Field Format Validation Status Why required Notes 
8.1 Date of discharge from 
acute orthopaedic ward 

dd/mm/yyyy Valid date Conditional 
mandatory 

This is used to calculate acute length 
of stay. This field will not be 
available if the patient was never 
admitted to an orthopaedic ward. 

If a patient is transferred from one 
orthopaedic ward to another within the 
same trust, count this as one episode - 
the discharge date will be the final date 
of discharge from the latest orthopaedic 
ward. 

8.2 Discharge destination 
from acute orthopaedic 
ward 

Select one 
option 

One option 
only 

Conditional 
mandatory 

Determines if patients are returning 
to their usual place of residence. 
Also used to measure length of stay 
in settings with different 
rehabilitation arrangements. This 
field will not be available if the 
patient was never admitted to an 
orthopaedic ward. 

If a patient normally resides in a care 
home then this should be recorded as 
such, not the patient’s own home. ‘Own 
home’ should only be used if a patient 
returns to independent living 
accommodation. 

8.3 Date of final discharge 
from Trust/Health Board 

dd/mm/yyyy Valid date Mandatory This is used to calculate post-acute 
and total hospital length of stay. 

This is the date and time that the patient 
leaves the hospital and the Trust is no 
longer responsible for funding their care. 
The patient may be returning to their 
previous residence, transferring to CCG-
funded rehabilitation, taking up a new 
care home placement or going into self-
funded private care. 

8.4 Discharge destination 
from 
Trust/Health Board 

Select one 
option 

One option 
only 

Mandatory This is used to determine whether 
patients are returning to their usual 
place of residence. This field is also 
used to measure length of stay in 
settings with different rehabilitation 
arrangements. 

If a patient normally resides in a care 
home, then this should be recorded as 
such, not the patient’s own home. ‘Own 
home’ should only be used if a patient 
returns to independent living 
accommodation. 

Example 1: If a patient is discharged from the acute ward directly to their previous residence (own home/care home) the date/time and destinations for both 
discharge fields will be the same. 

Example 2: If a patient is moved from the acute ward to a rehabilitation ward within the hospital, then transferred to a rehabilitation facility at a community 
hospital before returning to their previous residence (own home/care home) the date/time and destination for the discharge fields will be different. 
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Reoperation fields 

Field Format Validation Status Why required Notes 
9.1 Re-operation within 120 
days of first presentation to 
the ED? 

Select one option One option only Optional   

 
Follow-up fields 

Patient follow-up at 120 days is important for measuring patient related outcomes, it is important that this field is completed even though it 

involves recording information downstream of the initial care episode. 
 

Field Format Validation Status Why required Notes 
10.1 Residential status Select one option One option only Optional To determine whether patients are 

returning to their pre-fracture 
place of residence. 

If a patient normally resides in a 
care home then this should be 
recorded as such, not the 
patient’s own home. ‘Own home’ 
should only be used if a patient 
returns to independent living 
accommodation. 

10.2 Post fracture mobility Select one option One option only Optional To determine whether patients are 
returning to their pre-fracture 
mobility. 

The options correspond to those 
in the admission section of the 
dataset. 

10.3 Bone protection 
medication 

Select one option One option only Optional This field measures the number of 
patients who were prescribed and 
received bone protection 
medication and checked to be sure 
that they are continuing to benefit 
from such treatment. 
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National Hip Fracture Database user guide 
 
This user guide was prepared by the members of the NHFD workstream delivery team and Crown Informatics: 

 

Elizabeth Fagan, NHFD project manager 

Theresa Wong, FFFAP programme coordinator 

Will Eardley, NHFD clinical lead, orthopaedic surgery 

Antony Johansen, NHFD clinical lead, orthogeriatric medicine 

Tim Bunning, Crown Informatics 

Data analysis is provided by Bristol NIHR Biomedical Research Centre, Musculoskeletal Research Unit, 
Translational Health Sciences, Bristol Medical School, University of Bristol www.bristolbrc.nihr.ac.uk 
 

NHFD data collection webtool and www.nhfd.co.uk are provided by Crown Informatics 

www.crowninformatics.com 

 

Falls and Fragility Fracture Audit Programme (FFFAP) 
The NHFD is run by the Care Quality Improvement Directorate (CQID) of the Royal College of Physicians (RCP). It 

is part of the Falls and Fragility Fracture Audit Programme (FFFAP); one of three workstreams, alongside the 

Fracture Liaison Service Database (FLS-DB) and National Audit of Inpatient Falls (NAIF). The programme is 

commissioned by the Healthcare Quality Improvement Partnership (HQIP) and works within a governance 

structure that includes the Programme’s Board, Advisory Groups and Patient and Carer Panel. 

 

Healthcare Quality improvement Partnership (HQIP) 
The Falls and Fragility Fracture Audit Programme is commissioned by the Healthcare Quality Improvement 

Partnership (HQIP) and funded by NHS England and Governments of Wales, Northern Ireland, Guernsey, Jersey 

and the Isle of Man as part of the National Clinical Audit and Patient Outcomes Programme. 

 
 

The Royal College of Physicians (RCP) 
The Royal College of Physicians is a registered charity that aims to ensure high-quality care for patients by 

promoting the highest standards of medical practice. It provides and sets standards in clinical practice, 

education and training, conducts assessments and examinations, quality assures external audit programmes, 

supports doctors in their practice of medicine, and advises the government, the public and the profession on 

healthcare issues. 

 

https://www.bristol.ac.uk/translational-health-sciences/research/musculoskeletal/
https://www.nhfd.co.uk/
https://www.crowninformatics.com/
https://www.hqip.org.uk/
https://www.hqip.org.uk/
https://www.hqip.org.uk/national-programmes/

