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Caso clinico




G.M., 79 anni, F.

La paziente, proveniente dalla RSA di XYB, viene trasferita presso il
reparto di riabilitazione geriatrica per sindrome da immobilita
prolungata secondaria a frattura composta pertrocanterica di femore
destro (xx/6/°06) da caduta accidentale trattata conservativamente.

E’ nubile e, prima dell’evento acuto, viveva da sola al domicilio con il
supporto di alcuni parenti per le IADL.

Ha un scolarita elementare, in eta lavorativa ha svolto la professione di
collaboratrice domestica.

Segue una dieta libera, equilibrata, anamnesi negativa per fumo ed
alcool.

Vengono riferiti insonnia trattata con ipnotici e riduzione di circa 3 Kg
del peso corporeo

Familiarita per malattie cardiovascolari (IM sorella e padre).



Anamnesi patologica remota

Nel '57 isteroannessiectomia per fioroma
Dal '92 asportazione nodulo mammario a dx
Nel '00 impianto di protesi biologica sulla valvola aortica per stenosi severa

Nel ‘01 diagnosi di Malattia di Azheimer, trattata con i-Ache (donepezil 10 mg),
sospeso nel 9/°06. Riferiti ricorrenti episodi di delirium ipercinetico.

Nel ‘05, insufficienza respiratoria acuta ipossiemica secondaria a versamento
pleurico bilaterale a genesi mista (versamento e scompenso cardiaco) in
cardiopatia ipertensiva e valvolare (insufficienza mitralica moderata e
tricuspidale lieve) in pregressa sostituzione valvolare biologica aortica per
stenosi severa.

Viene inoltre riferito: gozzo multinodulare; spondiloartrosi con discopatie
multiple.

Valutazione Dimensionale 12/'05: MMSE 17/30, GDS 2/15, BARTHEL 95/100



Epicrisi

La paziente, proveniente dalla RSA di XYB, viene trasferita presso il reparto di riabilitazione
geriatrica per sindrome da immobilita prolungata secondaria a frattura composta
pertrocanterica di femore destro da caduta accidentale (xx/6/°06), trattata
conservativamente. E’ affetta da Malattia di Alzheimer, di grado lieve-moderato, il decorso
post-traumatico € stato caratterizzato da delirium ipercinetico. E comorbida per scompenso
cardiaco (NHYA 1) da cardiopatia ipertensiva e valvolare (pregresso intervento di
sostituzione valvolare aortica con protesi biologica '00). Prima dell’evento acuto viveva da
sola al domicilio con il supporto di alcuni parenti nelle IADL. All'ingresso é totalmente

dipendente nelle BADL.



Anamnesi farmacologica

« EparinaBPM0.4Ul 11l (20, sc)

 Furosemide 25 mgl cp (8, PO)
 Enalapril 5mg 1cp (h. 8, PO)

« Esomeprazolo40mg 1 cp (20, PO)

« Citalopram 20 mg 1 cp (8, PO)

« Trazodone AC 75mgl cp (h. 20, PO)
 Oxazepam 30 mgl cp (h. 21, PO)

I Nessuna terapia antalgica.



Valutazione clinica all'ingresso in Riabilitazione Geriatrica

Parametri vitali & stato nutrizionale
PA 100/80 mmHg (clino), FC 100 b/m, 16 AR/min
BMI 23.4 Kg/m?

Esame obiettivo

Dentizione protesi; cute e mucose lievemente disidratate; capo e collo: collo
non dolente, mobile, non dolorabile. Tiroide aumentata di volume.

Cuore: toni ritmici (80 bpm), soffio sistolico 2/6 sul focolaio aortico, tricuspidale.
Torace: basi normo-espansibili, MV fisiologico su tutto 'ambito. Addome: globoso
per adipe, poco dolente alla palpazione profonda in fossa iliaca sinistra, fegato
sottocostale in espirio, peristalsi presente e valida.

Mammella: cicatrice in esiti di asportazione nodulo a destra, non noduli patologici
bilateralmente. Apparato urogenitale: Giordano negativo bilateralmente.

Esame neurologico: vigile e collaborante, poco orientata nello spazio e nel
tempo. Assenti tremori. Ipertonia muscolare diffusa ai quattro arti. Mingazzini
negativo. ROT evocabili e simmetrici ai quattro arti. Romberg n.v. Lasegue
positivo bilateralmente.

Apparato locomotore: dolorabilita articolare all’arto inferiore dx.



Valutazione multidimensionale all’ingresso

Premorboso (prima della caduta):

« BARTHEL INDEX 95/100
* |IADL (perse) 5/8
« MMSE 17/30

All'ingresso:

« BARTHEL INDEX 20/100
* |IADL (perse) 8/8

« MMSE 14/30
« GDS 6/15

e Tinetti 5/28



Orientamento diagnostico all’ingresso

« Sindrome da immobilita prolungata secondaria a frattura composta
pertrocanterica di femore dx per caduta accidentale (6/°06) trattata
conservativamente. Delirium ipercinetico secondario.

 Demenza di Alzheimer di grado moderato, complicata da disturbi del
comportamento (depressione, insonnia)

 Scompenso cardiaco (NYHA II) da cardiopatia ipertensiva e valvolare
(insufficienza mitralica moderata e tricuspidale lieve); esiti di
sostituzione valvolare biologica aortica per stenosi severa ('00)

» Spondiloartrosi con discopatia lombari multiple

e Gozzo multinodulare

 Gastroduodenite cronica



Obiettivi

Clinici:

 Terapia antalgica

e Monitoraggio del compenso cardiovascolare
* Rivalutazione terapia con i-Ache

Riabilitativi:
o Trattamento sindrome da immobilita prolungata

* Verticalizzazione, potenziamento muscolare arti inferiori,
Impostazione deambulazione



Terapia instaurata all’ingresso

 Paracetamolo 1 gr lcp(h. 7,13, 19, 21. PO)
« EparinaBPM0.4Ul 1fl(h. 20, sc)

 Furosemide 25 mgl cp (h. 8, PO)
e Enalapril 5mg1cp(h. 8, PO)

« Esomeprazolo40mg 1 cp (h. 20, PO)

o Citalopram 20mg 1 cp (h. 8, PO)
 Trazodone AC 75mgl cp (h. 20, PO)
« Oxazepam 30 mgl cp (h. 21, PO)

I Nessuna terapia antalgica.



Diario clinico

1° giornata

Si prende visione di consulenza ortopedica che autorizza |l
carico progressivo.

ECG ingresso: ritmo sinusale (FC: 62 bpm). Conduzione atrio-ventricolare
normale. Asse cardiaco +30°. Segni di sovraccarico ventricolare sinistro.

PA 140/60 mmHg, FC 68 bpm
Inizia FKT.



Esami ematochimici

INGRESSO INGRESSO
Esami di laboratorio:
Globuli bianchi (4-10milaimm?) 8.2 Formula leucocitaria:
G.rossi (4.1-5.1F; 4.5-5.9 milionimm") 4.06 neutrofili (40-75%) 70.2
Hb (12-16F; 14-18 M g/dI) 11.4 Eosinofili (0-5%) 4.5
Hct (37-47 F; 40-52 M%) 354 basofili (0-2%) 0.4
MCV (82-96 fl) 87 .1 linfociti (20-50%) 19.8
Piastrine (150-450 mila/mm?®) 436 monociti (2-12%) 6
Reticolociti  (2-20n/1000) 20
Proteine totali (6-8 g/dl) 5.6
Albumina  (55-68%:; >3.5 g/dl) 55.8/ 3.12 VES (1-12 mm/ora) 26
alfa1 (1.5-5%) 4.6 PCR (<0.5 U/d) 0.6
alfa2 (6-12%) 13.4 Glucosio (65-110 mg/dl) 83
beta (7-14%) 12.5 Urea (18-50 mg/dl) 45
gamma (11-21%) 13.7 Creatinina ©5-11F 06-12 M mgdy 0.9
Colesterolo (<200 mg/dl) 176 Sodio (130-146 mmol/) 136
HDL (40-85 F; 35-85 M mg/dl) 36 Potassio (3.7-5.4 mmol/) 4.5
Trigliceridi (40-200 mg/dl) 171 Cloro (95-110 mmol/l) 98
AST (1-35 F; 5-45 M UN) 16
ALT (5-35 F; 5-45 M U/l) 9 Ferro (60-170 mgm) 56
gamma-GT  (5-35F; 5-50 M U/l) 1M Ferritina (8-140F; 30-400 Mngm) 92
Fosf.alcal. (75-240 F; 90-270 M U/) 137 Transferrina (200-360 mg/dil) 197
Colinesterasi  (5.3-12.9*10 *un) 71
Bilirubina totale (0.1-1 mg/d) 0.3
Es.urine Fibrinogeno (180-350 mg/dl) 350
peso specifico (1.002-1.030) 1.005
pH (<8) 7 T4 (0.9-1.7 ng/ml) 1.37
germi (assenti) +++ TSH (0.27-4.2 ul/ml) 0.04
proteine (< 20 mg/dl) -
Hb (<10 ul) 25
leucociti (assenti) +++
eritrociti (assenti) +

Glucosio




Diario clinico

2° giornata

Esami ematochimici: lieve anemia, infezione delle vie urinarie,
Ipertiroidismo subclinico. Si richiede urocoltura.

Ottimale controllo dei valori pressori, buon controllo del dolore,
anche sotto carico.

OD] VU

Inizia , empiricamente ed in attesa urinocoltura, ciprofloxacina
500 mg x2, PO.



Diario clinico

4° giornata
Buon compenso emodinamico.

Dolore improvviso all’anca sx, si richiede rx anca.

Ripristina donepezil 10 mg.



Diario clinico

5° giornata

RX anca e femore dx: non segni di frattura recente.

Uriconoltura: P. Mirabllis, sensibile a ciprofloxacina.

Terapia confermata.

Prosegue fkt, collabora nei passaggi posturali.



Diario clinico

8° giornata

Sospende antibiotico.

Dolore assente. Miglioramento funzionale, impostata la
deambulazione assistita.

Buon compenso cardiovascolare.



Diario clinico

12° giornata

Dolore assente.
Eutimica, tranquilla, in buon compenso cardiovascolare.

Deambula per lunghi tratti, utilizzando correttamente il walker,
Si conferma programma terapeutico e riabilitativo impostato.



Diseased

La frattura
di femore

Femiur
{cross section)




Cosa sappiamo



Fall Incidence in Older Adults
[rate/person/yr]

Home  Hospital Nsg Home

Any fall 3 | I 1.7
Severe fall .03(0%) 3 35020%)
Fracture 01 05 07

Hip fx 003 02

Rubensisin LZ, Jossphson KR. Clin Geriatr Med. 20020May);18{2)-141-158

L Rubenstein, 2002



Projected number of incident hip fractures in the EU

n° x 1000

o leFIHﬂ -

2000 2010 2020 2030 2040
year




Risk of Death For Hip Fracture in
Women _S,im“ilar to Other Diseases

A 50 year old woman'’s, Ilfetlme risk of
_;_,;;dymg from a hip fracture is equal to her
/'risk of dying from bréast cancer and
greater than her risk of dying from
endometrial cancer

e Hip Fracture: 2.8%
e Breast Cancer: 2.8%
e Endometrial Cancer: 0.7%




Classification of hip fractures. Fractures in the blue area are intracapsular and those in the red
and orange areas are extracapsular

Greater
trochanter

ochanteric
flacture

Pelvis

Hip joint

Femoral
head

Intracapsular
fracture

Extracapsular fracture

Sub-
trochanteric
fracture

= | esser
trochanter

Femoral shaft

Parker, M. et al. BMJ 2006;333:27-30

A proximal femoral or hip fracture is the most common reason
for admission to an acute orthopaedic ward. About 86 000 such
fractures occur each year in the United Kingdom. Global
numbers were reported as 1.3 million in 1990, and depending on
secular trends could be 7-21 million by 2050. In developed
countries, the treatment of a hip fracture requires a wide range of
disciplines, as the patient will present to the ambulance service
and the accident and emergency unit, then pass through
departments of radiology, anaesthetics, orthopaedic surgery,
medicine, and rehabilitation. Medical and social services in the
community may be needed when the patient leaves hospital.
Mortality associated with a hip fracture is about 5-10% after one
month.

One year after fracture about a third of patients will have died,
compared with an expected annual mortality of about 10% in this
age group.

Thus, only a third of deaths are directly attributable to the hip
fracture itself, but patients and relatives often think that the
fracture has played a crucial part in the final iliness.

More than 10% of survivors will be unable to return to their
previous residence.



Hip fracture incidence by race/ethnicity among
women 55 years of age and older in California,
1983-2000
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Department of Health and Human Services. Bone health and osteoporosis: A report of the Surgeon General, 2004:74.



Scottish

Hip Fracture
Audit
Report

2002

www.show.scot.nhs.uk/shfa
Information & Statistics Division

Le linee guida



PRE-OPERATIVE CARE

A

A

The routine use of traction (either skin or skeletal) does not appear
to have any benefit and is not recommended

All patients undergoing hip fracture surgery should receive antibiotic
prophylaxis

Bacteriuria should not be a reason to postpone surgery

Consider prophylaxis against venous thromboembolism (VTE)

e Mechanical prophylaxis to reduce risk of asymptomatic VTE
(Intermittent pneumatic compression or foot pumps)

e Aspirin for all patients (150 mg orally for 35 days)

« Heparin reserved for selected patients at high risk of VTE due to
multiple risk factors or controindications to mechanical prophylaxis
and/or aspirin

Assess possible hypovolaemia and electrolyte balance, and correct

deficiencies

Check oxygen saturation on admission and administer
supplementary oxygen to all patients with hypovolaemia




INTRACAPSULAR FRACTURES
UNDISPLACED INTRACAPSULAR FRACTURES
B Most undiplaced intracapsular fractures that are treated surgically

should have internal fixation, except in the very elderly, when
hemiarthroplasty may be considered

DISLACED INTRACAPSULAR FRACTURES

B Assessment prior to surgery must consider the patient’s:
e Age
« Mobility
e Mental state
e Pre-existing bone and joint pathology

08
]

Younger, active, fit patients: consider internal fixation

Active patients with an anticipated survival of more than a few

years should be considered for internal fixation, total hip

replacement or hemiarthroplasty

o Patients with an anticipated survival of <3 years and patients
whose activity level is low. consider hemiarthroplasty

« Bed- or chair-bound patients: treat conservatively

HEMIARTHROPLASTY
Cement should be used when undertaking hemiarthroplasty unless

¢ there are cardiorespiratory complications

R Bipolar hemyarthroplasty should not be performed in preference to
unipolar hemyarthroplasty

C The anterolateral approach is recommended for hemyarthroplasty

surgery
TOTAL HIP REPLACEMENT

In patients with pre-existing joint disease, medium/high activity levels
D and a reasonable life expectancy, total hip replacement may be
appropriate as the primary treatment




CAPSULAR FRACTURES

B Extracapsular hip fractures should all be treated surgically unless
there are medical controindications

TIMING OF SURGERY

A Patients should be operated on as soon as possible (within 24 hours)
during standard daytime working hours, including weekends, if their
medical condition allows




Trattamento della frattura di femore

Non Chirurgico:
 Trazione

e Allettamento

Chirurgico:

Osteosintesi

Emiartroprotesi (unipolare o
bipolare)

Artroprotesi completa



Research

Mortality associated with delay in operation atter hip
fracture: observational study
Alex Bottle, Paul Aylin

BMJ VOLUME 332 22 APRIL 2006

Analysis of hospital episode statistics shows that a delay in operating was associated with a higher risk
of mortality after hip fracture, even after we adjusted for available covariates. Although patients with a
delayed procedure were on average only slightly older than those with no such delay, they were much
more likely to have each of the comorbidity variables. The differences in the odds of death and the
frequency of comorbidity also existed between patients managed surgically and those with no
procedure. These findings suggest that comorbidity does indeed affect management, including the
timing of operation, and that deleterious effect of delay remains after adjustment.

If death rates in patients with at most one day’s delay had been repeated throughout all 151 trusts in this
study, there would have been an average of 581 fewer total deaths (9.4% of the total) or 385 total
deaths at 30 days a year.



Table 1 Frequency of comarbidity variables with respect to presence and timing of

surgery. Figures are numbers ( percentages) of patients

GComorbidity =1 day delay" 2 day delay* »2 day delay" No procedure
Heart failure 2705 (5.0) a74 4.6) 1079 3.1} GEO (10,43
Chronie IHD =49 (87 2001 (9.3) 2062 (12.4) 1260 (144}
Fenal failurs 1105 (1.6) 441 (21) 743 3.1 441 4.8

Dementia e (1.9 2773 (1500 342 (125 1201 (1313
Diabetes 4575 (6.3 1591 (7.5) 1040 (7.8} BOZ (7.5

Lower RTI 4719 (6.9) 1652 (7.8) 2358 (9.7 1006 (10.9)
Malignancy 1224 (2.2) 531 126) FELERY 704

Hypartension 11022 (17.3) 223 (18.5) 4500 (13.0) 1322 (144
Other comorbidity 19156 (27.9) EO00 (26.2) 7105 (29.4; 2602 (28.3)
=3 comorbidities 1255 (27) 70 13.9) 1161 (4.6 S22 15.7)

Mo comarbidity recorded 20404 20.2) 245 (247 4703 (19.7) 1650 (20,00
Al patizntst 68 771 21275 24 339 G206

IHD=ischaemic heart disease; RTl=respiratory tract infection.

“For these with replacement or fiation procedures and valid dates of operation only.

t5um to more than total because patiznts can have more than one comor bidity,

Comorbidity was more common in
surgical patients with delay
compared with those with at most
one day’s delay and those managed
medically.

The differences in proportions across
the delay groups in table 1 were
highly significant for each variable

(P <0.001, except P = 0.081 for
hypertension, Cochran-Armitage
tests for trend).

BM] VOLUME 332 22 APRIL 2006



Table 2 Odds ratios (95% confidence intervals) for death and readmission for age, sex. deprivation fifth, and comorbidity

Factor and category

No (%)

Outcome

Death in hospital

Death in hospital within 30 days

of admission

Emergency readmission within 28

days

Sax:
Male 26 430 (20.5) 1830 (132 0 1.97) 165 (17510 1.02) 153 01,26 b0 1.29)
Fermale 104 360 170.4) i 1 1

A
205 GOOS (4.7) 052 (833t 10.9) 840 (727 to9.04) 163 (142 0 1.87)
an-24 10319 (15.1) 6,44 (569 to 7.30) 5.56 46310 6.20) 1.5 (140t 1.75)
a5-59 30612 (22.9) 426 (37T 0 4.82) 61 (343 t0 447 1.47 1192 to 1.63)
a0-:4 a1 iz4.a) 300 (265 0 3.39) 202 (227 to3.03) 152 (119t 1.47)
75-70 221420017.2) 240 (134 o 255 1688 (16210210 127 (114t 1.42)
70-74 12107 (0.4) 150 (1300 1.72) 138 (115t 1.63) 142 11.00 t21.26)
G5-E0 6314 (4.9 1 1 1

Fifth of deprivation®:

1 (mest deprived)

24 716 (18.3)

119 (112 0 1.25)

118

(1.1 to 1.25)

132

(1230141

L]
=

25 718 (201)

140 (.04 w148

1.140

(103t 147)

1.20

(113t 1.20)

3

26 723 (20.3)

100 (0,95 to 1.08)

1.0%

(0,96 to 1.00)

113

106t 1.21)

4

26 084 (20.3)

0.95 (0.90 to 1.00)

0.08

(0,92 to 1.04)

1.07

100143

S (least deprived)

25 040 (10.5)

1

1

1

Comorbidity

15 575 (121)

#1284

D
v}

(14610 1.500

1.4

(1.33 0 1.30)

Pregapegagl foompared with absence):
Dementia
LD\I

10112 (7.9)

S5 (1750155

1.05

(1250 2.07)

126

117 1.5

2730 (0.9)

20 (1.80 o 1.58)

212

201t 2.2%5

126

A7 w155

i

B30 (54

3.00

(365 t0 4.13)

115

10401275

Diabetes mellitus

0ias (7.2

1
1
1
379 0559 w400
1

1.06

(095t 1.14)

124

145 w1540

Renal failure

2027 2.5

A4 (107w 1.21)
S35 (512 10 6.0G)

4.08

14,56 10 5.50)

1.28

(1.00 6 1.51)

Malignancy

3402 27

302 (279103.27)

2.8

1257 to3.07)

1.14

(0000 b0 1.5

Hypertansion

22 526 (17.6)

055 (084 to0.52)

0.67

(0,32 to0.81)

0.93

(088 to 0.93)

RTl=respiratory tract infection; IHD=ischaemic heart diseasa,
*950 patients excluded because of unknown fifth (missing or invalid posteode).




Table 3 Odds ratios (95% confidence interval) for death and readmission by

intervention, adjusted for age, sex, deprivation fifth. and comarbidity

Oufcome

Death in hospital within

Emergency readmission

Death in hospital 30 days of admission within 23 days
Intervention:
Mo procedure 385 (315t 35t 450 (425t0477) 155 (1.24 101 463
Other procedure 106 (151 te 2.12) 226 (20016 240) 108 (094t 147
Fephcement 1.02 (0.9 to 1.06) 080 No5to1.04) 1.02 10,97 to 1063
Fixation 1 1 1
Dy in operation™:
o1 day vt day 187 (12510 1.32) 1.25 (11910 1.51) 104 00,99 t0 .08
52 days v =2 days 145 (15710 140 186 (120101435 104 00,99 to 1400

*Replacement or fixation only.

5 25 -

et -

=i

2

E 2.0 *

E .
15 L

1.0 -

0.5 o1 2. 45 &7 89 1011 1243 =14

Defay in operation (days)

Fig 1 Odds ratios of death within hospital by operative delay relative to at most
one day's delay, after adjustment for age, sex, deprivation, type of procedure
(fiwation and replacement only), and selected comorbidities



R

The Cochrane Collaboration

The Cochrane Database of Systematic Reviews
The Cochrane Library, Copyright 2006, The Cochrane Collaboration Volume (3), 2006,

Conservative versus operative treatment for hip

fractures in adults
[Reviews]

Parker, MJ: Handoll, HHG; Bhargava, A

The limited available evidence from randomised trials does not suggest major differences in outcome between
conservative and operative management programmes for extracapsular femoral fractures, but operative
treatment appears to be associated with a reduced length of hospital stay and improved rehabilitation.
Conservative treatment will be acceptable where modern surgical facilities are unavailable, and will result in a
reduction in complications associated with surgery, but rehabilitation is likely to be slower and limb deformity
more common. Although further randomised trials would provide more robust data, they may be difficult to
mount.


http://www.thecochranelibrary.com/

Objectives

To compare conservative treatment with operative treatment for all types of hip fracture. Results for the
treatment of extracapsular and intracapsular hip fractures were analysed separately.

The following null hypotheses were formulated:

(1) There is no difference in outcome between conservative and operative treatment of undisplaced
intracapsular hip fractures.

(2) There is no difference in outcome between conservative and operative treatment of displaced
intracapsular hip fractures.

(3) There is no difference in outcome between conservative and operative treatment using extramedullary
fixation implants in extracapsular hip fractures.

(4) There is no difference in outcome between conservative and operative treatment using 'static'
extramedullary fixation implants in extracapsular hip fractures.

(5) There is no difference in outcome between conservative and operative treatment using 'dynamic’
extramedullary fixation implants in extracapsular hip fractures.

(6) There is no difference in outcome between conservative and operative treatment using intramedullary
fixation implants in extracapsular hip fractures.



Rewview: Conservative wersus operative treatment for hip fractures in adults
Comparizon: 02 Conservative treatment versus intemal fization for extracapsular hip fractures

Outcome: 05 Preumonia {chest infection)

Stucly Conservative Operative Relative Risk (Fixzed) Relative Risk (Fixzed)
nihl ni 05% cl 5% cl

01 Fized nail plate {(+- ostectamy)
Homlyy 1974 23 A4 —.— 041 [0.09, 1.98]

2 Sliding hip screw

1 1 1 1
0.01 0.1 | 10 (1]
Fawours conservative Favours operative



Rewview: Conservative wersus aperative treatment for hip fractures in adults
Comparison: 02 Conservative treatment wersus intemal fization for extracapsular hip fractures
Outzame: 06 Deep pressure sore (heel and sacral)

Stucly Conservative Operative Relative Risk (Fixzed) Wieight Relative Risk (Fized)
nihl ni 05% cl (%) 5% cl
01 Fized nail plate {(+- ostectamy)

Homlyy 1974 23 2034 £ KRR 1.03 [0.15,G.80]
Subtatal (95% CI) a3 34 e —— <k 1.03 [0.15, 5.89 ]
Tatal events: 2 (Conservative), 2 (Operative)

Test for heterogeneity: not applicalle
Test for overall effect z=0.03 p=1
02 Slicing hip screw

Homby 1989 2151 4155 —— 6.1 0.54 [0.10, 2.82 ]
Subtotal (85% C1) 51 55 —e—— 6.1 0.54[0.10,2.82]
Tatal events: 2 (Conservative), 4 (Operative)

Test for heterogeneity: not applicable
Test for overall effect z=0.73 p=0.5
Total (B5% CI) 24 20 i 100.0 071 [0.21,242]
Tatal events: 4 (Conservative), G (Operative)
Test for heterogeneity chi-square=0.25 df=1 p=0.G1 I =0.0%
Test for overall effect z=0.55 p=0.0G
0.01 0.1 1 0 oo

Fawours conservative Favours operative



Rewview: Conservative wersus aperative treatment for hip fractures in adults
Comparison: 02 Conservative treatment wersus intemal fization for extracapsular hip fractures
Outzame: 07 Deep vein thrombosis

Stucly Conservative Operative Relative Risk (Fixed) Weight Relative Risk (Fized)
nihl ni 05% cl (%) 5% cl
01 Fized nail plate {(+- ostectamy)

Homlyy 1974 Pk 4134 . Ta.z2 0.26 [0.03,219]
Subtotal (95% CI) a3 a4 e —— 73.2 0.26 [0.03,2.19]
Tatal events: | (Conservative), 4 (Operative)

Test for heterogensity: not applicalle
Test for overall effect z=1.24 p=0.2
02 Slicing hip screw

Homlyy 1989 0 1455 H 6.8 0.36 [0.01, 8.62]
Subtatal (95% CI) 51 55 e —— 26.8 0.36 [0.01, 8.62 ]
Tatal events: 0 (Conservative), | (Operative)

Test for heterogeneity: not applicalle
Test for overall effect z=0.G3 p=0.5
Total (B5% CI) 24 20 e — 100.0 0.28 [0.04, 1.67 ]
Tatal events: | {(Conservative), § (Operative)
Test for heterogeneity chi-square=0.03 df=1 p=0.87 7 =0.0%
Test for overall effect z=1.30 p=0.2
0.01 0.1 1 0 oo

Fawours conservative Favours operative



Rewview: Conservative wersus operative treatment for hip fractures in adults
Comparizon: 02 Conservative treatment versus intemal fixation for extracapsular hip fractures

Outcome: 08 Pulmonary embolism

Stucly Conservative Operative Relative Risk (Fixzed) Relative Risk (Fixzed)
nihl it a5% Cl a5% Cl
01 Fized nail plate {(+- ostectomy)
2 Sliding hip screw
Homlyy 1920 21 1454 . 2,16 [0.20, 23.07 ]
0.1 0.1 | 1] ion

Fawvours conservative Favours operative



Rewview: Conservative wersus operative treatment for hip fractures in adults
Comparizon: 02 Conservative treatment versus intemal fization for extracapsular hip fractures
Outcome: 09 Remaining in hospital at 4, 8 and 12 weeks

Stucly Conservative Operative Relative Risk (Fixzed) Relative Risk (Fixzed)
nin /N 05% Cl 05% C

01 4 weeks

Homby 1980 7151 0455 - 133 [0.89, 1.70 ]
02 8 weeks

Homiby 1988 34451 18/55 —— 2.04[1.33,3.12]
03 12 weeks

Hamby 1988 20051 11/55 —— |06 [ 1.04, 3.68 ]

0.1 02 05 | 2 5 0

Fawours conservative Favours operative



Rewview: Conservative wersus operative treatment for hip fractures in adults
Comparison: 02 Conservative treatment versus intemal fization for extracapsular hip fractures

Cutzame: 14 Pain
Stucly Conservative Operative Relative Risk (Ficed) Relative Risk (Ficed)
nit ni a5% cl a5% Cl

01 Fized nail plate (+- astectormy)

02 Sliding hip screw
Homby 1989 11740 g4 —.— 1.41 [0.G3, 3.14]

1 1 1 1
o1 02 0.Aa | 2 ] ]
Fawours conservative Favours operative



Review: Conservative versus operative treatment for hip fractures in adutts
Companson: 02 Conservative treatment versus intemal fixation for extracapsular hip fractures

Outcome: 16 Loss of independence or death

Study Canservative Operative Relative Risk (Fixed) Relative Risk (Fixed)
i nfn 5% Cl 5% Cl
01 Fixed nail plate (+- ostectomy)
02 Sliding hip screw
Homily 1929 2151 2256 —.— |32 [0.87,2.00]

1
I 2 § 10
Favours operative

1 1 1
01 02 nA
Fawvours conservative



Rewview: Conservative wersus aperative treatment for hip fractures in adults
Comparison: 02 Conservative treatment versus intemal fication for extracapsular hip fractures

Outeome; 13 lortality

Study Conservative Operative Relative Risk {Fized) Wit Relative Risk (Fized)
nit nii uaY Gl Y 054 Cl
01 Fized nail plate (+- ostectomy)
Homby 1975 8/33 8134 —— 33,5 103 [0.44,2.42]
Sultetal (95% CI) 3 34 e 38,5 103 [0.44,2.42 ]

Total events: 8 (Conservative), 8 (Operative)
Test for heterogeneity: not applicable
Test for overall effect z=0.07 p=02
2 Sliding hip screw
Hamilvy 1989 11751 13454

Sultotal (8% CI) il af
Tatal everts: 11 (Conservative), 13 (Operative)
Test for heterogeneity: not applicalile

Test for overall effect =025 p=0.28

Total (#5% CI) 24 a0
Tatal everts: 19 (Conservative), 21 (Operative)

Test for heterogensity chi-square=0.05 df=1 p=0.83 7 =0.0%

Test for overall effect z=0.15 p=02

—l— 614
e

a4

il (00,0

0.01 [0.45, 185]
0.01 [0.45, 185 ]

0,08 [0.58, 165 ]

1 1 1 1
ooz 04 I 2 ] 0
Favours conservative Favours operative
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EDITORIAL

Growing knowledge about hip fracture
In older people

A. QURESHI et al.

Despite evidence that those with mild to
moderate dementia can benefit from

specialized rehabilitation after a hip fracture
they continue to be excluded from trials,
probably because of a combination of ethical
and practical reasons.



Ancora una volta,
nonostante si tratti di una
patologia “geriatrica”,
linee guida ed RCT

escludono il paziente

demente



Development and Validation of a Prognostic
Index for 4-Year Mortality in Older Adults

Lee SJ, Lindquist K, Segal MR, Covinsky KE.

I
JAMA 2008; 29560108

Context Both comorbid conditions and functional measures predict
meortality in older adults, but few prognostic indexes combine both
classes of predictors. Combining easily obtained measures into an

accurate predictive model could be useful to clinicians advising
patients, as well as policy makers and epidemiologists interested in risk
adjustment.

Objective To develop and validate a prognostic index for 4-year
mortality using information that can be obtained from patient report.
Results Twelve independent predictors of mortality were identified:
age, male sex, 6 comorbid conditions, and difficulty with 4 functional

variables (bathing, walking several blocks, managing money, and

pushing large objects).



Comment

Models consideri@isease status and func@

status perform better than models considering just 1 of
these domains. Measures of function are particularly
useful in prognostic systems because they reflect the
severity and the end consequence of disease. Thus,
comorbid conditions and function are markers at different
points along the trayectory of frailty.

JAMA 2006;295:801-08.




9

For extracapsular fractures, conservative
treatment appears to be associated with a
prolonged hospital stay and a greater
proportion of patientslosing their
Independence.


http://www.thecochranelibrary.com/

Cosa possiamo fare



Hip fracture

Maroyn Parker, Antony Johansen
Box 1 Recommended components of care for

patients with hip fracture
BMJ VOLUME 523 1 JULY 2
From admission

Adequate, appropriate analgesia
Supplementary nerve blocks for pain relief
Intravenous fluid replacement

Monitoring of fluid balance

Assessment of associated injuries and medical
conditions

Fast tracking through the casualty department™!
Use of defined clinical pathways™
Pressure area assessment and care™

On the ward

Help with eating in the early postoperative period™
Nutritional support™

Thromboembaolic prophylaxis™

25wl

Al surgery

Surgery within 48 hours of admission™*"
Perioperative antibiotic prophylaxis™
Perioperative supplementary oxyvgen’

After surgery

Mobilisation the day after surgery

Early rehabilitation and planning for discharge




OrthoGeriatrics

e Traditional care on the orthopaedic ward
with geriatric medical assessment

* Pre- and post-op with rehabilitation on the
ward

« All over 75 year old.

Forrester 2006



What goes on in Orthopaedics?

86,000 each year in UK

1,300,000 globally in 1990
7-21,000,000 globally in 2050
Average ageisover 80

Nearly 80% are women

Only 5% have no history of trauma

Forrester 2006



Ortogeriatria

In Italia: Ferrara e Genova

e garantire I’assistenza internistica
* ridurre le complicanze

 migliorare la qualita gestionale

 favorire laripresa dell’autonomia

* ridurre la durata della degenza



What goes on in Orthogeriatrics?

 Most common problems: (Medical)

e Acute

e Sub-acute
e Chronic

ﬁ'

-0

Look under the bonnet,

and look in the books!
Forrester 2006



THE (Orthogeriatric)
“3"D’s
DRUGS
DEMENTIA
(DEPRESSION)

DELIRIUM
(DELAY)

Forrester 2006



Five-year experience with the 'Sheba' model of comprehensive
orthogeriatric care for elderly hip fracture patients.

Adunsky A, et al. Disabil Rehabil. 2005

The Sheba model of orthogerioatric medicine is a unique model of in-hospital care for elderly hip
fractured patients, based upon the concept that a hip fracture represents a geriatric, rather than an
orthopedic disease. The nature and feasibility of such a comprehensive orthogeriatric unit, taking care of
all surgical, medical and rehabilitation needs, in a single geriatric-based setting (rather than orthopedic-
based), were questioned. The aim of the study is to describe the results of its operation during a five-
year period.

RESULTS: A total number of 592 patients were admitted. Mean age of patients was 83.2 years, mostly
women. A total of 538 (91%) were treated surgically. Delay to surgery was 3.6 +/- 2.9 days. A total of
65.6% were suitable for rehabilitation, and had a mean Functional Independence Measure (FIM) gain of
22.3 +/- 7.9. Mean total hospital length of stay was 29.9 days and 68.7% of patients returned to their
previous living residence. Rates of major complications (4.1%) and in-hospital mortality (3.2%,
equivalent to 30 days mortality) were low.

CONCLUSIONS: Treatment within this unit was associated with low rates of major morbidity and
mortality, short stay and acceptable functional outcomes. The data provide clinical evidence supporting
the implementation of this model of comprehensive orthogeriatric care, being a practical, applicable and
feasible service for elderly hip fractured patients, and covering the various needs of these patients. The
present model of organization could also help in skillful use of economic resources, facilitating effective
treatment strategies.




oppure
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L'Istituto di Riabilitazione Geriatrica (IDRG): un

modello clinico-assistenziale per le demenze?

Geriatric Evaluation and Rehabilitation Unit (GERU) for
Dementia: a model for the care of demented patients?

D. GHIANDA™, C. CORNALLI " 5. FRANZONE ", 1. DI FAZIO™ " L. ROFFINI®. A, PADO-
VANI™, M. TRABUCCHT ™

' Gruppo di Ricerca Geriatrica;  Centro Medico *Richisdesi" di Palazzolo s/0 (Bresciay, ** Clinica
Mewrologica, Universith i Brescia; = Universita Tor Vergata 3 Roma




Metodologia

Cura:

- tem PO (per capire, verificare, provare, controllare)

- INTtensIVvita (osservazione risultato dell’intervento,
attenzione vs ACE)

- farmaci (uso appropriato farmaci, timore effetti
collaterali, peso prognostico demenza)

- Fkt
- contenzione



Metodologia

Relazione (con paziente, famiglia e badante):
- ascolto per stabilire obiettivi pre”morbosi”

- comunicazione dell’andamento clinico (funzioni
elementari e BPSD)

- Inseghamento tecniche assistenza
- curadistress caregiver (diagnosi)

- scelta allocazione, adeguamento domicilio, supporto
economico

- relazione “attiva” con MMG



Outcome: recupero motorio
(FKT 30 min/die per 5 gg/sett)

No FKT Si FKT
(n.204) (n.200)
Media + DS N. (%) Media + DS N. (%) P
Eta 80.4+7.4 80.4 + 6.9 -
Sesso (F) 130 (63.7) 134 (67.0) -
MMSE 11.6+7.6 12.1+ 7.3 -
NPI totale ing. 20.7 +17.2 16.1 +14.4 .021
dim. 12.9 +16.2 9.9+ 10.1 -
Indice di Barthel ing. 60.1 + 32.7 36.6 + 29.5 .000
dim. 62.1 + 33.8 49.4 + 27.9 .000
Scala di Tinetti ing. 15.9 + 9.6 10.5 + 8.4 .000
dim. 16.1 +10.0 14.1 + 8.6 .004
N.totale malattie 49+19 57+ 2.2 .005
BOD 8.8 +4.0 10.2+ 4.1 .000
Psicofarmaci 180 (78.4) 160 (80.0) -
Degenza (gQg) 30.3 +14.7 33.9 + 39.3 .000



Outcome: allocazione alla dimissione

3.6 %0 2.4 %

17.5 %

2.4 % 78.2%0
O Abitazione E Ospedale per acuti B RSA
oCDI ® Day Hospital OIDR geriatrico CMR

O Altra riabilitazione ODeceduto



* |l modello dell’ ortogeriatria e alternativo al
concetto di cure intermedie (IDR A) nel caso di
pazienti dementi non operabili?

e Qual eil peso dellademenza nel decision making

dell’ ortopedico?
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Editorial
A Fall Is a Major Event in the

Life of an Older Person
John E. Morley

Journal of Gerontology: MEDICAL SCIENCES 2002, Vol. 57A, No. 8, M492-M495


http://biomed.gerontologyjournals.org/

Fall Is a “major event”

Falling is a common occurrence

Falls are a major cause of death in older persons

Falls are the key event in the pathogenesis of hip fracture

Hip fractures are associated with a marked decline in functional status in the year
following their occurrence

Persons who fall often develop fear of falling, which leads to isolation and depression

Fear of falling is strongly associated with impaired instrumental activities of daily living

Falling is not only an important marker of frailty, but frequent falls can play a role in

accelerating the downward spiral in a frail older person

Richmond TS, J Am Geriatr Soc. 2002; Perry HM, J Gerontol Med Sci. 2000; Magaziner J, J Gerontol Med Sci. 2000; Michel JP J
Gerontol Med Sci 2000; Harvard Women'’s Health Watch 2000; Bruce DG J Am Geriatr Soc 2002; Vellas BJ, Age Ageing 1997;
Cumming RG, J Gerontol Med Sci 2000; Davis JW J Gerontol Med Sci 1999; Walston J, Med Clin North Am 1999; Nourhashemi F
J Gerontol Med Sci 2001



Tims —
Long term limitations with intermittent serious episodes
S High
3
L
|
3
Lo
Sometimes emergancy 2-5 years, but death
hospital admisslons usually seems “sudden”

SA Murray et al., BMJ 2005



Considerazioni finall

La frattura di femore e certamente un evento
critico, gravato da un alto costo in termini di
morbilita e mortalita

L’evoluzione favorevole del caso di GM
risalta per sua la “rarita”, ma pone setri
Interrogativi: si poteva fare diversamente,
prima e quindi meglio?

E soprattutto dove?

La cura del demente con frattura di femore
non operabile e ancora affidata al “coraggio”
del singolo (ortopedico)?
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