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• Hip fracture is one on the most serious injuries 
sustained by older individuals 

• Most likely secondary to a fall 

• In community dwelling older individuals, hip 
fractures reduce life expectancy by 25%, 
compared to matched individuals from 
general population 

 



Nation wide data 
 

• Each year 17,000 hip fractures in 65 years and 
over 

 

• $579 million in direct hospital costs 

 

• Days of admission ranges from 9-35 days 

 

• Mean length of stay (LOS)- 10.3 days & median 8 
days 

 



• In 2010 , 13% (1.1million) people were over 65 
years 

 

• In 2050, 23% (8.1 million) will be over 65 years 

 









‘Orthogeriatrician’ 

 

 

‘Holistic care of the older person, using a person-
centred approach, bringing specialist care and 
services to them, avoiding unnecessary moves’ 

 

 
                                                                       British Geriatrics Society 



Orthogeriatrics Model of care 

• Agency for Clinical Innovation (NSW) 

 

• Orthogeriatric Model of Care  

 

‘Every patient over the age of 65 with a 
fractured neck of femur is under the care of an 
Orthopaedic team and a Geriatrician’ 

 

 

 



Role of the Orthogeriatrician 

• Preoperative assessment- Analgesia, delirium 
screen, medical stability for surgery etc 

• Immediate post operative care 

• Facilitate early rehabilitation 

• Plan discharge destination 

 

• Multi disciplinary team 





• Part of Geriatrics Training curriculum 

• ‘Acute Geriatrics’ Rotation for Geriatrics 
Advanced Trainee 

 

 

 

• Scope in other sub specialities….  





 

 

     What happens post- discharge? 





‘Acute Orthogeriatrics- Inpatient 
care and beyond’ 



Hunter New England Area LHD 

• ~450 fracture neck of femur over 65 years in a 
year 

• About 35% are from nursing homes (data from 
JHH) 

• Acute Orthogeriatrics Model of Care followed. 

• Orthogeriatrics Clinical Nurse Consultant – 
Discharge Coordinator 

 

 

 



Discharge destinations 

• Home 3-4 days post op- Transitional Aged care 
Package (TACP)- SW guides level of care 

 

• Rehabilitation 2-3 weeks and discharge home 

 

• Nursing home – High vs Low care 



Patients directly discharged home or after 
rehabilitation 

• Reviewed in Orthogeriatrics Clinic within 2 
weeks of discharge- Rehabilitation OP Clinic 

• Revisit analgesia, return to pre morbid 
functioning 

• Falls assessment- manage treatable causes 

• Falls prevention programme 

• Role of Orthogeriatrics CNC 

 

 

 



• Osteoporosis work up- service linked to this 
clinic 

 

• Liaison with community based services 

 

• Review again if needed 

 



Patients discharged to Nursing Home 

 

• Nursing home visit by Geriatrician within 2 weeks 

 

• Medications/analgesia revisited 

 

• Institution based physiotherapy, MDT liaison 

 

• Osteoporosis management 

 

 



Mrs AB 

• 74, from home, lives with her husband, 4 dogs 
and 2 cats 

• Fracture Lt NOF following a fall 

• Multiple falls in the past 

• Fracture Rt NoF 2 years ago 

• Fracture Lt wrist 4 years ago 

 

• Cannulated screws, discharged 3 days post op 
with TACP 



Seen in Orthogeriatrics clinic 1 week 
post discharge with husband 

• L4-5 spinal canal stenosis – corrected 5 years ago 

• ‘Falls started after that surgery’ 

• T2 DM on Insulin and Metformin  

 

• Thorough clinical examination revealed B/L 
sensory peripheral neuropathy- DM 

• Nerve conduction study/ podiatry/ optometrist 



• Osteoporosis- BMD organised,  started on Ca 
and Vit D, aim anti resorptive therapy 

 

• Dept of Housing accomodation 

• Needs railings at front entry 

• Orthogeris CNC discussed with case manager- 
will expedite 

 

 



• Husband has Hodgkin’s Lymphoma in 
remission 

• GP and ACAT alerted about possible need for 
services in the future after TACP expires 

• ?Review in 6 months/ sos 

 

• Dogs and the cats are under the care of 
daughter now..! 



Aim of the Orthogeriatrics Clinic 

• Mean length of stay in # NOF is about 10 days 

• Mrs AB stayed for 3 days 

 

• Expedite community based rehabilitation in 
selected patients  

• Geriatrician and MDT input post discharge 

• On going holistic care.. 

 



Aim of Nursing home visit post 
discharge 

• Assist return to premorbid levels of 
functioning- ASAP 

• Prevent acute deconditioning 

• Prevent readmission 

• Ongoing holistic care, liaising with NH MDT 
and GP 



Is it cost effective? 

    

 

          (Yes!) 

                 


