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NEW HORIZONS

Orthogeriatrics moving forward

DaARREN Aw, OPINDER SAHOTA

Orthogenatric Medicine, Nottingham University Hospitals NHS Trust, Nottingham, UK

e The role of the orthogeriatrician has been expanding over the last few
years, with an emphasis not just on managing hip fractures, but more
comprehensive care of older people admitted to hospital with any major
fracture.

e There has also been an expansion of the orthogeriatric role in
optimisation of ‘high-risk’ patients for elective joint and spine surgery as it
has been increasingly recognised that comprehensive geriatric assessment
can have a positive impact on reducing complication rates and improving
post-operative outcome, which ultimately translates to better patient

care and recovery.
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Author, date, Country

Interventions

Results

Sample size PEDro scale
[100] quality

Whitney U-test
p— 0.0185).

Trials started after discharge from hospital or at the end of usual care

Sylliaas et al., 2012
[55]; Norway

Sylliaas et al., 2011
[54]; Norway

The intervention group (n = 48)
underwent a 3 month
progressive strength training
program with one session at an
outpatient clinic and another
session at home. The control
group (n = 47) was asked to
maintain their current lifestyle.

The intervention group

(n = 100) received a 3-month
strength training program
conducted by a physiotherapist
twice a week with a home
session to be completed once
per week. The control group
was asked to maintain their
current lifestyle.

o There were no statistically
significant differences be-
tween groups in the pri-
mary outcome Berg
Balance Scale.

e The intervention group
showed significant im-
provements in strength,
gait speed and gait dis-
tance, instrumental activ-
ities of daily living and
seli-rated health.

e Al follow-up,
intervention group
showed highly significant
improvements both in the
primary endpoint (Berg
Balance Scale, mean
difference 4.7 points) and
in secondary end- points
of sit-to-stand, 6 min walk
test, gait speed, step
height, timed up and go
and instrumental
activities of daily living.

the

score
95 8/10
150 8/10



Enhancing recovery after surgery (ERAS): extended rehabilitation

Extended Exercise Rehabilitation After
Hip Fracture Improves Patients’
Physical Function: A Systematic

Review and Meta-Analysis
Mohammad A. Auais, Owis Eilayyan, Nancy E. Mayo

RCTs retrived for full
length and detailed
evaluation (n=45)

A 4

Studies included in the
structured review (n=13)

RCTs excluded:
Different scope=16
Reported on same RCTs=6
Non-RCTs=4
Multicomponent=2
No physical outcome=2
Other reasons=2
(n=32)

A 4

Studies included in the
meta-analysis (n=11)

Auais et al Physical Therapy, 2012

RCTs excluded from meta-
analysis due to poor
methodological quality,
missing data
(n=2)

Study :

Hedges

g and 95% Cl

Knee Extension Tre
Strength-Affected Side

Sherrington and Lord, 19972
Hauer et al, 2002%
Binder et al, 20047
Sherrington et al, 2004
Portegijs et al, 20082
Bischoff-Ferrari et al, 20102¢

Knee Extension Strength-
Nonaffected Side
Shemington and Lord, 1997
Hauer et al, 2002*
Binder et al, 20047
Shermrington et al, 2004>
Portegijs et al, 2008*

Balance

Sherrington and Lord, 1997
Hauer et al, 2002

Binder et al, 2004*
Sherrington et al, 2004*
Portegijs et al, 2008
Orwig et al, 2011

Syllias et al, 2011

Physlcal Performance Tests

Hauer et al, 2002*
Binder et al, 20047
Sherrington et al, 2004
Mangione et al, 2010%

Six-Minute Walk Test

Mangione et al, 20052
Mangione et al, 2010
Orwig et al, 2011+
Sylliaas et al, 2011

Timed "Up & Go” Test

Hauer et al, 2002
Bischoff-Ferrari et al, 2010
Sylliaas et al, 2011

Fast Galt Speed

Hauer et al, 2002*
Binder et al, 20047
Mangione et al, 2010
Sylliaas et al, 2017

Normal Galt Speed

Shemington and Lord, 1997
Mangione et al, 2005*
Mangione et al, 2010%
Portegijs et al, 2008

ADL
Hauer et al, 2002%
Binder et al, 20047
Orwig et al, 2011
Singh et al, 20123

IADL
Hauer et al, 2002%%
Binder et al, 20047
Orwig et al, 2011*
Sylliaas et al, 20113

SF-36-PF
Binder et al, 2004
Mangione et al, 2005%
Mangione et al, 2010%
Orwig et al, 2011*
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Effects of a Multicomponent Home-Based Physical Rehabilitation

Program on Mobility Recovery After Hip Fracture: A Randomized
Controlled Trial

e Objective: To investigate whether a home-based rehabilitation program
for community-dwelling older people with recent hip fracture is more
effective than standard care in improving mobility recovery and reducing
disability.

e Design: Randomized, controlled, parallel-group trial.

e Setting: Rehabilitation in participants’ homes; measurements in
university-based laboratory and local hospital.

e Participants: Clinical population of community-dwelling men and women
(aged 60 y) recovering from hip fracture. Participants were randomly
assigned into control (n=41) or intervention (n=40) groups on average 42
+23 days after discharge home.

e Intervention: A year long multicomponent home-based rehabilitation
aimed at promoting mobility recovery and physical functional capacity
after hip fracture. The intervention included evaluation and modification
of environmental hazards, guidance for safe walking, nonpharmacological
pain management, a progressive home exercise program, physical activity
counseling, and standard care.

Salpakoski A et al. JAMDA, 2014



Baseline Characteristics of the Intervention and Control Groups

Intervention Control Pvalue
n n
Demographics

Age, vy, mean £ 5D 40 809 + 7.7 41 791 +64 249
Women, n (%) 40 31(78) 41 32(78) 853
Body height, cm, mean + 5D 40 1609 + 8.9 40 1603 +£9.1 JBS
Body weight, kg, mean + 5D 40 628 4+ 11.9 41 B9+ 113 S68
Body mass index, ke/m®, mean + 5D 40 253+ 36 40 2564+ 39 710
Mo. of chronic diseases, mean <+ 50 40 342 41 342 581
Blood pressure, diastolic, mm Hg, mean + 5D 34 T4 £ 12.7 41 7954+ 103 671
Blood pressure, systolic, mm Hg, mean + 50 39 153.4 + 264 41 144.1 +2049 D44
Hemoglobin, g/L, mean + 50 40 127 +£13 41 130 + 13 351
C-reactive protein, mean + 50D 40 B4 11 41 749 15"
Walking aid, indoors, n (%) 40 28 (70 41 24 (59 356
Walking aid, outdoors, n (%) 40 30(75) 39 35 (8%) 276
Type of surgery, n (&) 40 41 719

Intemal fixation 19 (48) 19046

Hemiarthroplasty 15(38) 18 (44)

Total hip replacement G(15) 410
Time from surgery to baseline, wk, mean + 5D 40 93423 41 92 4+ 3.6 BE9
Lower body pain, mean + 50 40 120.4 + 1247 41 Q24 4+ 1127 292

Mohility at baseline

LEP deficit, W, mean + 5D 32 165 4 259 38 226 4 252 as7!
SPPB, score, mean =+ 50D 40 58425 4] bb 4+ 22 A15
Functional balance, score, mean + 50D i7 405 + 10.4 41 436 £ 8.5 a7z
Stair climbing, n (%) 40 41 380

Mo difficulties 20 (50) 24 (59)

Some difficulties 10(25) 12(29)

Great deal of difficulties 3(8) 3(7)

Manage only with help 410 2(5)

Unable to manage even with help 3(8) 0o

*P value from median test.

LEP, leg extension power deficit; SPPB, Short Physical Performance Battery.

Salpakoski A et al. JAMDA, 2014



p (group x time) = 0.001

Negotiating stairs

pre-
fracture

baseline

3 mth

tarventio

pre-
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3 mth

Comtrol

unable to manage even with help

0

0

M manage only with help

3

2

great deal of difficulties

3

1

some difficulties

7

B

W no difficulties

Salpakoski A et al. JAMDA, 2014



Original Investigation

Effect of a Home-Based Exercise Program on Functional
Recovery Following Rehabilitation After Hip Fracture
A Randomized Clinical Trial

OBJECTIVE To determine whether a home exercise program with minimal contact with a
physical therapist improved function after formal hip fracture rehabilitation ended.

DESIGN, SETTING, AND PARTICIPANTS Randomized clinical trial conducted from September
2008 to October 2012 in the homes of 232 functionally limited older adults who had
completed traditional rehabilitation after a hip fracture.

INTERVENTIONS The intervention group (n = 120) received functionally oriented exercises
(such as standing from a chair, climbing a step) taught by a physical therapist and performed

independently by the participants in their homes for 6 months. The attention control group
(n = 112) received in-home and telephone-based cardiovascular nutrition education.

MAIN OUTCOMES AND MEASURES Physical function assessed at baseline, 6 months (ie, at
completion of the intervention), and 9 months by blinded assessors. The primary outcome
was change in function at 6 months measured by the Short Physical Performance Battery
(SPPB; range 0-12, higher score indicates better function) and the Activity Measure for
Post-Acute Care (AM-PAC) mobility and daily activity (range, 23-85 and 9-101, higher score
indicates better function).

Latham N et al, JAMA 2014



Table 2. Primary Outcomes for Both Adjusted and Unadjusted Analyses and Between-Group Differences

Score Change From Baseline,

PValues for Exercise
Intervention

Mean (SD) Score Mean (95% CI) vs Control
At &6 mo At9 mo At 6 mo At 9 mo Unadjusted? Adjusted®
SPPES
Exercise intervention® 7.2 (3.0) 7.6(2.9) 1.0(0.8t0 1.3) 1.3 (1.0to 1.5)
Control® 5.2 (3.0) 6.3 (2.9) 0.2 (0 to 0.5) 0.3 (0 to 0.6)
Exercise vs control 0.8(0.4to01.2) 1.0(0.6t0 1.4) =.001 ‘
AM-PAC mobilityf
Exercise intervention 58.1(7.9) £9.5 (9.3) 1.9(1.1to 2.7) 2.6(1.9t03.4)
Contral 56.6 (8.1) 56.7 (7.6) 0.6 1.0
(-0.2 to 1.4) (0.2 to 1.8)
Exercise vs control 1.3(0.2to 2.4) 1.7 (0.5 to 2.8) .01 ‘
AM-PAC daily activity?
Exercise intervention 61.3 (15.7) 63.0 (15.9) 3.9(2.2t05.7) 4.2 (2.5t0 6.0)
Contral 58.6(15.3) 59.0 (14.9) 0.5 1.4
{(-1.3 to 2.2) (-0.4 to 3.3)
Exercise vs control 3.5 (0.9 to 6.0) 2.8(0.3t05.4) .02 ‘
Berg Balance Test"
Exercise intervention 44.4 (10.7) 45.6 (10.0) 2.4(1.6tn3.2) 2.7 (1.9 to 3.6)
Control 41.1(10.7) 40.4 (11.4) 0.1 0.1
(-0.7 to 1.0) (-0.8 to 1.0)
Exercise vs control 2.3(1.1to03.5) 2.7 (1.4 to 3.9) <001 .

Latham N et al, JAMA 2014



Changes in functional measures over time
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Original Investigation

Effect of a Home-Based Exercise Program on Functional
Recovery Following Rehabilitation After Hip Fracture

A Randomized Clinical Trial Salpakoski A et al. JAMDA, 2014

e Exclusion criteria: Patients suffering from severe memory problems (Mini
Mental State Examination [MMSE] <18), alcoholism, a severe
cardiovascular or pulmonary condition or some other progressive disease,
or suffering from severe depression (Beck Depression Inventory [BDI-II]
>29) were excluded from the study.

Effect of a Home-Based Exercise Program on Functional
Recovery Following Rehabilitation After Hip Fracture
A Randomized Clinical Trial Latham N et al. JAMA, 2014

e Exclusion criteria

— Exclusion criteria: significant cognitive deficits (ie, Mini-Mental State
Examination score of <20), severe depression (ie, a score of 210 on the short
form of the Geriatric Depression Scale), a terminal illness (survival expected to
be <T year), signiticant pulmonary or cardiovascular contraindications, legally
blind, currently receiving rehabilitation therapy, lived outside of the study’s
catchment area in New England, had a bilateral hip fracture, hip fracture was
the result of a malignancy, or had a rapidly progressive neurological disease.




Does Rehabilitation Matter in Patients With Femoral

Neck fracture and Cognitive Impairment?

e A multicenter study of the Stockholm Hip Fracture Group including 4
university hospitals.

e Consecutive patients (N=246) with femoral neck fracture, older than 65
years (mean, 84y; 72% women) with cognitive impairment (known
dementia or low [0-2 points] score) in Short Portable Mental Status
Questionnaire [0-10 points]) and able to walk before the fracture.

Table 2: Variables Independently Associated With Preserved Walking Ability

4 Months 12 Months
Qutcome OR* (95% CI) P OR* (95% CI} P
Discharge to rehabilitation 2.84 (1.18-8.90) .022 2.83(1.10-7.28) .030
Walking ability before fracture 12.19 (5.18-28.66) =.001 8.98 (3.562-22.93) =.001

*Adjusted for age, sex, ASA score, fracture type, and surgical method.

Al-Ani et al. Arch Phys Med Rehabil 2010



Percentage of participants with walking independence at

discharge and at 1 year according to Mini-Mental State
Examination (MMSE) score (range 0-30)

Percentage of patients*

0

MMSE 0-15 (n=81) MMSE 16-23 (n=108) MMSE 24-30 (n=117)

[0 Walking independence at discharge B Walking independence at 1 year

Morghen et al, JAGS 2011



Recupero funzionale & deficit cognitivo

0 1 2 3 4
Cognitively Non—Impaired (N=199) Cognitively Impaired (N=32)
7h 4 | 231 soggetti con deficit
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Moderate to severe depressive symptoms and rehabilitation

outcome in older adults with hip fracture.

Walking Dependence at Thscharge

Adverse Duteome at 1 year

Unadjusted Adjusted Tnadjusted Adpusted

OR %% (I P OR %5%CI P OR %5% (I P OR 9% (I P
Age 1.1 11-11 001 1.1 10-11 007 11 11-12 0001 1.1 10-1,1 013
{ender 05 02-09 031 - - Ns - - ns - - ns

nane A lane 17 1_318 (] - - 0- i ] i . v

Mild Depreszive Syvoptoms
Moderate-severs depressive
symotoms
Mim Mental State Examination 0% 08-09 0001 - - Ns 09 04-19 0001 - - ns
Charlson Comorbadity Index 14 12-16 0001 - - Ns - - ns il ot nt
Alburn serum levels 04 02-08 016 04 01-09 028 - - ns 03 01-09% 038
Pre-Fracture Walking Abihity 08 07-08 0001 08 07-09 001 - - - - - -
Wallang dependence at Dhscharge - - - - - 49 26-95 0001 26 12-33 013
Number of drugs 12 11-14 001 12 10-13 042 - - ns - - ns

Morghen S et al, Int J Ger Psych, 2011
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Projected Hip Fractures Worldwide

Total number of
hip fractures:

1990 = 1.66 million
2050 = 6.26 million

Adapted from Cooper C et al,
Osteoporosis Int, 1992; 2:285-9



Earlier fractures signal the hip fracture

Morbidity

Dependence

Hip fracture ~—————

Vertebral fracture

\ =
Colles' fracture \

No fractures —
increasing morbidity
due to ageing alone

50 60 70 80 90

Age Adapted from Kanis JA, Johnell O; 1999



Prevalence of prior fractures among

patients presenting with hip fracture

100,0
90,0
80,0
70,0 - n=2124 n=632 n=701
60,0
50,0 4

45,3 44,6 45,4
40,0
30,0 -
20,0
10,0
0,0 - ; l .

Lyles et al Edwards et al Mclellan et al

Percentage

1

1

1

Lyles KW et al. The Horizon Recurrent Clinical Fracture after Recent Hip Fracture Trial (RFT) Study Cohort Description. ASBMR 2006
Edwards, B. J. et al (2007) Prior Fractures Are Common in Patients With Subsequent Hip Fractures. Clinical Orthopaedics & Related Research, 461, 226-230

McLellan Alastair R. et al.(2004) Effectiveness of Strategies for the Secondary Prevention of Osteoporotic Fractures in Scotland (CEPS 99/03). NHS Quality
Improvement Scotland.



16% of women over 50 have had

at least one low trauma fracture

Post-menopausal
women with new
fracture each year

50% of hip
fractures from

0.2 million :
16% of the
Post-menopausal population
women with prior o
fracture history 1.8 million
Post-menopausal
women with .
3.4 million :
osteoporosis 50% of hip
s~ | fracturesfrom
Post | 84% of the
ost-menopausa - :
opulation
women 11.1 million pop
UK figures

Courtesy prof Marsh



Interventions after fragility fracture

Target 100% 100% 100% ~70%

60

90 1

AN
o

Bhip (n=3184)
B non-hip (n=5642)

Percentage
w
o

20 1
10 1
O -
Osteoporosis DXA referral (65- Supplementation Treatment with
assessment 74 years) with calcium + D3 osteoporosis
medication

National Clinical Audit of Falls and Bone Health (2007) Clinical Effectiveness and Evaluation Unit, RCP, London



Utilizzo di farmaci per osteoporosi all’ ammissione

(362 pazienti ortogeriatrici ottobre 2011-gennaio 2014)

35
30

25

5 bifosfonati

ranelato Vit D calcio
) _ |

Farmaci assunti

Ortogeriatria UO S Gerardo 2014
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Coordinator-based systems for secondary prevention
in fragility fracture patients

D. Marsh « K. Akesson - D. E. Beaton - E. R. Bogoch -

S. Boonen + M.-L. Brandi - A. R. McLellan -

P. J. Mitchell - J. E. M. Sale - D. A. Wahl -
IOF CSA Fracture Working Group

Received: 31 January 2011/ Accepted: 13 Apnl 2011
) Intemational Osteoporosis Foundation and Natonal Osteoporesis Foundation 2011

e Employment of a dedicated coordinator in the
fracture service is the most effective system



Osteoporos Int
DOL 10 1007/=00198-011-1534-0

ORIGINAL ARTICLE

Fracture liaison services for the evaluation and management
of patients with osteoporotic fracture: a cost-effectiveness
evaluation based on data collected over 8 years

of service provision

A. R. McLellan - 8. E. Wolowacz - E. A. Zimovetz -

5. M. Beard - S, Lock - L. McCrink - F. Adekunle -
D). Roberts



The

Fragility Fracture Network
of the Bone and Joint Decade

Mission: To promote globally the optimal
multidisciplinary management of the patient with
a fragility fracture, including secondary prevention
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Fast-track care for patients with suspected hip fracture
Glenn Larsson?, Kajsa-Mia Holgers "~

A Division of Poramedical Transports, Hallond County Council, Sweden
& Department of Health Sciences and Surgery Centre. Hospital of Jdnkdping Academy, Jonkdping University, Sweden

ABSTRACT

‘ To “fast-track” care for hip fracture patients, the
»d ambulance nurse starts the preoperative procedure

+J and transfers patients directly to radiology, bypassing

compared to res Bup, who had been admitted to ARE in the usual waﬁ. The study
group experienc oD lications and shorter hospital stays compared to the control group. This
finding sugges fast-track care for hip fracture patients can minimise complications, heighten
priorities, and decrease overall length of care. Greater awareness of risk factors for hip fracture patients
amongst hospital staff leads to improved patient care. Fast-track care may also decrease the workload in
A&E and thus release more time for other patients.

@ 2011 Elsevier Ltd. All rights reserved.



Fast track in DEA

Prospective observational cohort study of 2 fast-track systems in 415 hips, Stockholm, SWE

Hip process Ambulance process
*Patient triaged and prioritized by *Checklists by ambulance

The probability for surgery < 24 h remained in favour
of the intervention group after adjustments for
several possible confounders.

14% -

No difference in mortality or LOS between the
groups. The incidence of adverse events was lower in
10% - the intervention group at 3 months, 28% versus 38%,
but did not reach statistical significance (P=0.08).

12% -

8% -

* Physical examination and

6% - assessment by duty orthopedic

Frequency percent

4% -

2% -

0% - ——a 1
4 8 12 16 20 24 28 32 36 40 44 48 52 56 60 64 68 72

Time to surgery (hours)

Eriksson et al. ® ‘Straight to bed’ for hip-fracture patients. Injury 2012



Accelerated care versus standard care among patients
with hip fracture: the HIP ATTACK pilot trial

Pilot study RCT.
Meang age 82y

Patients with hip fracture 24 h)
requiring surgery who fulfilled
eligibility criteria n=75

Excluded n = 15

# Patient declined participation

n=28(11%)
* Physician declined participation
n=2(3%)
* Not identified preoperatively
n=5(7%)

Accelerated care n =30
(initial pathway n = 6;
revised pathway n = 24)

Standard care n =30
(initial pathway n =5;
revised pathway n = 25)

v

Loss of follow-up
n=20

v

Included in the
analysis n= 30

v

Loss of follow-up
n=20

v

Included in the
analysis n =30

Devereux HIP ATTACK Investigators, CMAJ 2013



Accelerated care versus standard care among patients
with hip fracture: the HIP ATTACK pilot trial

Cumulative hazard rate

composite endpoint of deaths and
major perioperative complications

1.0
--------- standard care
0.87
Accelerated care

0.67
0.47 T

I

I

| —
021
0.0 ' ' | ' I

0 5 10 15 20 > »

Follow-up, d

Devereux et al for the HIP ATTACK Investigators CMAJ 2013



Accelerated care versus standard care among patients
with hip fracture: the HIP ATTACK pilot trial

Table 3: Clinical outcome at 30 days, by treatment group
No. (%) of patients
Accelerated care Standard care
Outcome* n =30 n=30
Death 1 (3) 4 (13)
Vascular 0 1 (3)
MNonwvascular 1 (3) 3 (10)
Preoperative myocardial infarction 0 1 (3)
Myocardial injury after noncardiac 4 (13) 7 (23)
surgery
Pulmonary embolism 1 (3) 1 (3)
Pneumonia 1 (3) 1 (3)
Major or life-threatening bleeding 2 (7) 4 (13)
Congestive heart failure 1 (3) 4 (13)
New clinically important atrial 2 (7) 1 (3)
fibrillation
Deep vein thrombosis 0 1 (3)
Sepsis 2 (7) 1 (3)
N?w acute rrenal failure treated 0 1 (3)
Delirium within 7 d after
randomization
*No strokes, nonfatal cardiac arrests, coronary revascularization procedures or new
admissions to a nursing home were reported in either group.

Devereux et al for the HIP ATTACK Investigators CMAJ 2013



Intervento chirurgico entro 48 ore, dati EU
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Intervento chirurgico entro 48 ore, Italia

Percentuale fratture del femore operate entro 2 giorni |
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BOA-BGS Blue Book

six standards for hip fracture care rivedi

All patients with hip fracture should be admitted to an acute
orthopaedic ward within 4 hours of presentation

All patients with hip fracture who are medically fit should have
surgery within 48 hours of admission, during normal working hours

All patients with hip fracture should be assessed and cared for with a
view to minimising their risk of developing a pressure ulcer

All patients presenting with a fragility fracture should be managed on an
orthopaedic ward with routine access to orthogeriatric medical support
from the time of admission

All patients presenting with fragility fracture should be assessed to
determine their need for bone-protective therapy to prevent future
osteoporotic fractures

All patients presenting with a fragility fracture following a fall
should be offered multidisciplinary assessment and intervention
to prevent future falls



Compliance with the Blue Book
standards

The National Hip Fracture Database
National Report 2012

As a result of this combination of local initiatives and support from a national audit there has been over
the years a broad improvement at national level in compliance with the six Blue Book standards.

e ——

1. Admission to orthopaedic ward within 4 hours 55% | 56% 52%
2. Surgery within 48 hours and during working hours 75% 80% | 87% 83%
3. Patients developing pressure ulcers N/A 6% 3.7% | 3.7%
4. Pre-operative assessment by an orthogeriatrician 24% 31% | 37% 43%
5. Discharged on bone protection medication N/A 57% | 66% 69%
6. Received a falls assessment prior to discharge 44% 63% | 81% 92%
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Trend in 30 day mortality:
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UK National Hip Fracture Database

(NHFD) Project

= jointly led by BOA and BGS

e Measures compliance with Blue Book standards

e A web-based national database, now including
every fracture unit in England, Wales and N. Ireland

e Feed back to units their performance compared to national

e A professional steering group to manage analysis of,
and access to the data

e Extensile for research
e Adopted by government as a national clinical audit



Tl \ 3 Royal College
7 o of Physicians

Bk b Onay
Forrmew hateniy

National Hip Fracture Database

National report 2013 * Based on 61,508 cases

submitted between 1 April
2012 and 31 March 2013
by 180 hospitals

e Over quarter of a million
cases since launch in 2007

* 95% of all cases occurring
annually being documented
by the NHFD

* Monthly feedback to
fracture units for
benchmarking




Quarter by quarter BPT criteria compliance and

BPT achievement: 2010-2013
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http://www.nhfd.co.uk/
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Come valutare se un modello

ortogeriatrico funzioni meglio di un
altro?: le misure di outcomes




Table 1 Owerview of outcome pammeters used in different GFC evaluation studies

Cutcome parameter Creratne frcture center
University La Paz Hospital Aarhus Hospital for Muremberg Mledical Johns Hopkins Mumber of
of Rochester,  Umiversity Creneral University Special Surgery,  Hospital, Umiv ersity Bayview studies that
Rochester, Hospatal, Umiversitano, Hospiatal, Mew York, Muremberg, ot Innsbruck, Medical Center,  used outcome
MY, UsA Madrid, Spain Madnd, Spain - Aarhus, MY, USA Ciermmy Innshruck, Batumorne, MLE, pammeter
[6-4] [ 1] [11] Denmark [12]  [13] [14] Austria [15] LISA [16]
Mlomtality 7
In-hospital £ ® ® * * ®
F-month x )
f-month
12-momth £
Length of stay ]
Acute hospital * * * ®
Tital x
Time to surgery ® ® * * ® fi
=24 h (%) ® x
=48 h (%) x x
Time in emergency department ® 1
Time from admis=ion to x 1
; I
Addmission " x
Dnschar ge !
3-month x"
f-month
1 Z-muomth
Mobility 2
Admission
Lrischarge
o
"t
o
i
Admission x x ® * x
Inscharge  from acute  hospital ® ® ® * ®
Final discharge destination ® %" »E




Table 1 Owerview of outcome pammeters used in different GFC evaluation studies

Clutcome pammeter

Eeadm =mion mibe
Wl-day
J-month
f-mionth
IZ-momth

Reoperation mute

Complication rate

Restmint use
Ostenpomsis treatment
Agdrmi s=xion
[ischarge
Mewr fracture
Hemog lobin levels
Adrm s=10n
d-momth

sty

Crenatric fracture center

Univemsity la Paz Hos=pital Aurhus Hospital for Muremberg  Medical Johns Hopkins Mumber of
of Rochester, Umiversity Ceneml Umiversity Special Surgery,  Hospital, University Baywview studies that
Rochester, Haospital, Liniversitario, Haospital, Mew York, Muremberg, of Innshruck, Medical Center,  used outcome
NY, USA Madnd, Spaun Madnd, Spain Aarhus, NY, USA Crermany Innsbmck, Baltmore, MDD,  parameter
[6-41] [ 1] [1] Drenmark [12]  [13] [14] Austria | 15] LS4 [16]
4
®
= i
s ® S S fi
1
1
1
1
1

* Bed cross physical scale, B Koty index, © Funetional ambulation classification, @ Barthe] index, ® at & months, ¥ within 2 years, # at 3 months

Liem | et al., Acta Orthop Trauma Surg 2012



Identifying a standard set of outcome parameters for the evaluation of
orthogeriatric co-management for hip fractures

Overview of the outcome parameters, the assessment tools and their follow-up.

2 Injury

[ SN

Outcome parameter Assessment tool Admission® Dls:hargeh 30 days 0D days | vear
Mortalicy Mortality rate (%) X X
Length of stay Midnight census method X
Time to surgery Time from admission until arrival in operating room (h) X
Complications Complication rate (%) using the complication list
Medical _l_ X X
A A A
Readmission rate (%) using the complication list
X x
X x X
Parker mobility score X X X
Timed up and go x X
EQ-5D X X X
Verbal rating scale xE X X
Mo appropriate tool availahle
Barthel index X X x X
Mo appropriate tool available
Aaverse Drug Reaction with Complications X X
Medication list X X x X
Living situation list X x X
o) o vced G P N P R P
o
b Wischarge from the acute hospital.
© wo days post-operative.

Liem I etal., Injury 2013



Identifying a standard set of outcome parameters for the evaluation of
orthogeriatric co-management for hip fractures 27

[ SN

R

Overview of the outcome parameters, the assessment tools and their follow-up.

Outcome parameter Assessment tool Admission® Dls:hargeh 30 days 0D days | vear
Mortalicy Mortality rate (%) X X
Length of stay Midnight census method X

Time to surgery Time from admission until arrival in operatigs =

Enhr[np;:LEaltinns Complication rate (%) using the complicatio We be“eve that these parameters Wi” aIIow an
edica

Surgical accurate assessment of the efficacy of the X
Readmission Readmission rate (%) using the complicatior® different models of orthogeriatric carein

Medical X

Surgical current use in order to determine the safest X X
Mobility Parker mobility score and best-valued model of care for hip fracture J* X

Timed up and go . x X

Quality of life EQ-5D patients X X
Fain Verbal rating scale X X
Satisfaction Mo appropriate tool availahle
Activities of daily living Barthel index X x X
Falls Mo appropriate tool available
Medication use

[mappropnate Aaverse Drug Reaction with Complications X X

(Osteoporosis Medication list X X x X
Place of residence b e e e X X X
Costs LA Costs X

# Assessment of pre-fracture status.
b Discharge from the acute hospital.
“ Two days post-operative.

Liem I etal., Injury 2013
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Italian Fragility Fracture Network:
GIOG - Registro Frattura di Femore

Strumento di valutazione 1.0: scheda
di raccolta dati



Indicatori

Socio demografici

Deambulazione pre-frattura
Cognitivita (SPSMQ)

ASA score

Tipo frattura

Terapia osteometabolica pre-frattura

Data e ora arrivo in PS/ Data e ora intervento
chirurgico

Tipo anestesia/ Tipo intervento chirurgico
Concessione carico



Indicatori

Coinvolgimento geriatra (timing e tipo
collaborazione)

Marcatori complessita 1° giornata (delirium,
deambulazione attiva, supplementazione proteica,
catetere vescicale)

Marcatori complessita osservati nel corso della
degenza (ulcere da pressione, emotrasfusioni)

Dimissione (data e ora( /setting/ decesso
Terapia osteometabolica prescritta

Follow-up a 30 e 120 giorni (decesso- reintervento-
EQ5D)



Conclusioni

e |'ortogeriatria € un’area in grande fermento
sul piano culturale ed organizzativo (...e
rappresenta un’opportunita per la geriatria)

e Strettamente connesso all’area
dell’ortogeriatria vi € quello della
riabilitazione dei pazienti con frattura di
femore (extended rehabilitation)

e La necessita di un benchmarking italiano ed
europeo per una cura efficiente



