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Hip Fracture Clinical Care Standard

1  A patient presenting to hospital with a suspected hip fracture 
receives care guided by timely assessment and management of 
medical conditions, including diagnostic imaging, pain assessment 
and cognitive assessment. 

2  A patient with a hip fracture is assessed for pain at the time of 
presentation and regularly throughout their hospital stay, and 
receives pain management including the use of multimodal 
analgesia, if clinically appropriate. 

3  A patient with a hip fracture is offered treatment based on an 
orthogeriatric model of care as defined in the Australian and New 
Zealand Guideline for Hip Fracture Care.1

4  A patient presenting to hospital with a hip fracture, or sustaining a 
hip fracture while in hospital, receives surgery within 48 hours, if no 
clinical contraindication exists and the patient prefers surgery. 

5  A patient with a hip fracture is offered mobilisation without 
restrictions on weight-bearing the day after surgery and at least 
once a day thereafter, depending on the patient’s clinical condition 
and agreed goals of care. 

6  Before a patient with a hip fracture leaves hospital, they are offered a 
falls and bone health assessment, and a management plan based on 
this assessment, to reduce the risk of another fracture.

7  Before a patient leaves hospital, the patient and their carer are 
involved in the development of an individualised care plan that 
describes the patient’s ongoing care and goals of care after they 
leave hospital. The plan is developed collaboratively with the 
patient’s general practitioner. The plan identifies any changes 
in medicines, any new medicines, and equipment and contact 
details for rehabilitation services they may require. It also describes 
mobilisation activities, wound care and function post-injury. This 
plan is provided to the patient before discharge and to their general 
practitioner and other ongoing clinical providers within 48 hours of 
discharge.
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This document supports the implementation of the Hip Fracture Care Clinical Care 
Standard by highlighting what is known about the evidence, best practice and 
current practice and the opportunities to bring these closer together.

A Clinical Care Standard is a small number of 
quality statements that describe the clinical care 
that a patient should be offered for a specific clinical 
condition. A Clinical Care Standard supports:

• People to know what care should be offered by 
their healthcare system and to make informed 
treatment decisions in partnership with their 
clinician

• Clinicians to make decisions about appropriate 
care

• Health services to examine the performance of 
their organisation and make improvements in the 
care they provide.

While there is an Australian and New Zealand 
Guideline for Hip Fracture Care1, not all patients 
are currently receiving guideline-recommended or 
best practice care.2,3 Opportunities exist to better 
align clinical practice and its supporting systems 
and processes with current evidence, to ensure that 
all hip fracture patients across Australia and New 
Zealand receive the best care possible.

This document outlines the following for each 
quality statement:

• Why is it important? 
• What is known about current practice?
• What could be achieved with more consistent 

application of the aspects of care described?

Where possible, examples are provided showing 
how specific approaches or systems for 
implementing best practice have demonstrated 
measurable change.

This document will be of interest to a wide 
audience, including clinicians and health 
services, policy makers, health system managers, 
researchers and the general public, and all those 
with an interest in the implementation of the Hip 
Fracture Care Clinical Care Standard.

Purpose
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Hip Fracture Care – the Case for Improvement

The healthcare burden of hip 
fracture care is growing 
Each day an average of 52 people in Australia4,5 and 
11 people in New Zealand6 are admitted to hospital 
with a hip fracture. Hip fractures in Australia 
account for 20% of all fall injury hospitalisations 
and 50% of their total cost.4,5 Most people with a 
hip fracture are women (72%), and up to five times 
more dwell in residential aged care facilities than in 
the community.4,5

While the last decade has seen a reduction in the 
age-standardised rate of hip fracture, the total 
number of people affected is expected to increase 
due to the ageing of the population. Forecasting, 
based on NSW data, suggests that by 2026, 
the number of bed days required for hip fracture 
care will increase by between 15.2% and 47.9%, 
depending on whether hip fracture rates continue to 
decline or remain stable.7

The human cost is high
A hip fracture is a devastating injury for an older 
person and can result in death or disability, pain 
and loss of independence, and may trigger the 
need for long-term care in a residential aged care 
facility. Hip fracture is associated with a 30-
day mortality rate of between 6% and 10%, and 
approximately half of those deaths occur during the 
initial hospitalisation.8,9,10,11,12 Equally important is the 
impact on overall quality of life for the majority of 
people who survive the hip fracture but live with the 
functional consequences including pain, reduced 
mobility and loss of independence. Many people 
who sustain a hip fracture never regain their pre-
existing level of function.13 

Variation exists in both care and 
outcomes
Evidence of variation in care for hip fracture exists 
in both the processes and outcomes. Time to 
surgery and 30-day mortality vary markedly in 
Australia, with the differences not simply due to 
casemix variation.2 There is also demonstrated poor 
uptake relating to best practice care protocols and 
minimising the risk of the next fracture.14 

One Australian jurisdiction undertook a detailed 
review of unexpected deaths following hip fracture 
and identified a number of areas where care was 
considered to be sub-optimal, suggesting that 
outcomes may be different if the quality of care was 
improved. The key factors included delayed and 
inadequate treatment, failure to recognise clinical 
deterioration, and inadequate communication and 
coordination of care.3

Hospitalisations for hip fracture are more frequent 
for Aboriginal and Torres Strait Islander people than 
for other Australians, with rates for Aboriginal and 
Torres Strait Islander men double those of other 
Australian men.15 
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Systems and standards can 
improve outcomes
Data from the United Kingdom show that lives 
can be saved by systematisation of care, applying 
best practice evidence, and having structures and 
processes to support consistent delivery of care.16 

The UK National Hip Fracture Database initiative 
was launched in 2007, consisting of a registry, 
national guidelines, clinical standards and use of 
continuous audit and feedback. It was augmented 
in 2010 by the introduction of the Best Practice 
Tariff scheme, with financial incentives for meeting 
certain clinical standards.17 An evaluation using 
data from 471,590 hip fracture patients found that 
the initiative appeared to have a significant impact, 
including:

• Hundreds of lives saved18, with a significant 
reduction in 30-day mortality from 10.9% to 
8.5% within four years16

• A 7.6% relative reduction per year in annual 
30-day mortality for each year of the initiative, 
compared to a 1.8% relative reduction before the 
initiative16

• An increase in early surgery rates from 54.5% to 
71.3% after the initiative, with no change in rates 
beforehand.16

National guidelines1 and standards for hip fracture 
care are new to Australia and New Zealand, and 
the impact of a nationally coordinated approach 
to improving the consistency of care is not yet 
known. The UK experience suggests there is great 
opportunity for improvement if services adhere to 
the quality statements described in this Clinical 
Care Standard. 
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What is current practice?
Relatively little data are available regarding systems 
and processes of care for the hip fracture patient 
in the emergency department (ED). The Australian 
and New Zealand Hip Fracture Registry (ANZHFR) 
annual facility-level audit collects data from all 
public hospitals in Australia and New Zealand 
that operate on hip fracture patients (n=121: 98 in 
Australia and 23 in New Zealand). In 2016, among 
participating hospitals:  

• 72% had a hip fracture pathway: 26% (31/121) 
in ED only and 46% (56/121) for the whole acute 
journey

• 50% (60/120) had protocols for what to do if 
plain imaging was inconclusive 

• 61% reported having pain management 
protocols: 23% (28/121) in ED only and 38% 
(46/121) for the whole acute journey.14

There is evidence to show that the timeliness 
of pain assessment and management could be 
improved. Two Australian studies specifically looked 
at time to receipt of analgesia in ED.24,25 The median 
time to first receipt of analgesia was 75 minutes 
in one study, which involved a medical chart audit 
of 646 patients across 36 hospitals.24 Another 
study looked at the impact of workload on timely 
access to analgesia. Delays in assessment of pain 
had a significant impact on the time to receipt of 
analgesia.25

What could be achieved?
Implementing hip fracture protocols in the ED that 
incorporate pain assessment and management, 
imaging and medical optimisation have the potential 
to improve the patient experience. Such protocols 
are also likely to reduce length of time in ED and 
time to surgery. Reducing time in ED can contribute 
to achieving the national emergency access target 
(NEAT), which aims to ensure patients are either 
admitted, discharged, or referred on within four 
hours of presenting to the ED. 

A patient presenting to hospital with a suspected hip fracture receives care guided 
by timely assessment and management of medical conditions, including diagnostic 
imaging, pain assessment and cognitive assessment. 

Why is this important?
Most patients with a hip fracture will have surgery 
with a view to alleviating pain and maximising the 
chances of a meaningful functional recovery. While 
preparation for surgery, including discussions 
about the appropriateness of surgery, starts at 
presentation to hospital, opportunities exist to 
improve the timeliness and quality of assessment at 
this point to improve both the functional outcomes 
for the patient and their experience.  

From a patient perspective, one of the most 
important aspects of care at presentation 
is management of pain. Rapid assessment 
followed by timely intervention and review of 
the effectiveness of analgesia is critical. Failure 
to manage pain adequately affects the patient 
experience, and can carry an increased risk of 
delirium.19,20 

High-quality plain X-ray imaging with review by 
an experienced clinician is sufficient to make the 
diagnosis of a hip fracture in the vast majority of 
patients (96%).1 High-quality plain imaging involves 
moving the patient’s broken hip; pain management 
is crucial before undertaking imaging. For the 
small number of patients in whom a fracture is 
not apparent on plain imaging, further imaging is 
required.1

Comprehensive clinical assessment, including 
cognitive assessment, allows for an individualised 
plan of care to be developed. Up to 30% of hip 
fracture patients will have an underlying diagnosis 
of cognitive impairment21 and this greatly increases 
their chance of developing delirium in hospital 
and the associated poor outcomes.22 A patient’s 
cognitive function also needs to be considered 
when seeking informed consent to treatment and 
for discussions about the goals and limits of care.

Quality statement 1 – Care at presentation
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• Cognitive impairment and language difficulties 
were the most commonly reported barriers to 
providing analgesia. 

While not suitable for all patients, nerve blocks 
may be underused for analgesia. Only 7% of the 
audited patients received a nerve block in ED, while 
58% received morphine.24 Use of nerve blocks is 
more common at the time of surgery when the 
anaesthetist has the opportunity to administer local 
analgesia in addition to either general or regional 
anaesthesia. In a single-Australian hospital study, 
38% of hip fracture patients received a nerve 
block.8 ANZHFR patient-level data from 2015 (25 
hospitals; 3519 individual patient records) identified 
substantial variation in the use of nerve blocks 
between hospitals across Australia and New 
Zealand.14  

What could be achieved?
ED hip fracture protocols that specify the prompt 
assessment of pain at presentation and throughout 
the hospital stay, followed by timely intervention, 
have the potential to improve the time to receipt of 
analgesia. Increasing the number of ED staff who 
are trained and competent in the delivery of nerve 
blocks may also improve early pain management. 

Immobility caused by pain following hip fracture has 
been associated with increased risk of pressure 
injuries, pneumonia and venous thromboembolism 
(VTE). Patients who experience pain are at a higher 
risk of delirium, depression and sleep disturbance 
and have a decreased response to interventions for 
other comorbidities.27,28 The beneficial outcomes of 
ensuring adequate analgesia is provided to allow 
patients’ movements are likely to offset the staff 
time required.29

The introduction of pain assessment scales as 
a routine part of hospital observation charts is 
increasing, although it is unclear whether this 
results in better pain management – more work is 
required in this area.

A patient with a hip fracture is assessed for pain at the time of presentation and 
regularly throughout their hospital stay, and receives pain management including 
the use of multimodal analgesia, if clinically appropriate. 

Why is this important?
Most patients with a hip fracture will experience 
significant pain requiring analgesia throughout 
the course of their hospital stay. The primary 
driver for ensuring optimal pain management 
is a humane one and the desire to improve the 
patient experience. Pain is also associated with 
an increased risk of delirium20, particularly in 
patients with existing cognitive impairment, and can 
adversely affect a patient’s ability to mobilise and 
engage in a rehabilitation process after surgery. 

Regular assessment of pain using a validated tool 
is recommended in the Australian and New Zealand 
Guideline for Hip Fracture Care.1 Assessing pain 
in people with dementia, cognitive impairment, or 
when there are language barriers is challenging. 
Tools are available to assess pain in these patient 
groups and should be accessible to hospital staff.26

Multimodal pain management strategies (such 
as nerve blocks in combination with systemic 
analgesia) are effective and reduce the need for 
high doses of strong systemic analgesics, which 
are frequently associated with side effects including 
nausea, vomiting, constipation and delirium.

What is current practice?
Studies in Australia have looked at pain 
management at different stages of the hip fracture 
journey, but none have looked at the whole journey. 

Time to receipt of analgesia in ED has been 
identified as an issue.24,25  A retrospective medical 
chart audit of hip fracture patients in 36 hospitals 
across Australia24 found the following: 

• Median time to first analgesia was 75 minutes
• Time to analgesia varied by state or territory, 

ranging from a median of 43 minutes to 115 
minutes

• Less than half (48%) of patients had any pain 
score documented in ED

Quality statement 2 – Pain management
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What is current practice?
The most basic model of hospital care, which 
still exists in many parts of Australia and New 
Zealand, involves the hip fracture patient being 
admitted under the care of an orthopaedic or 
surgical team. Other specialties including geriatric 
medicine may be consulted on a needs basis, but 
sole responsibility for ongoing care rests with the 
admitting team. This is referred to as ‘usual care’ in 
the Australian and New Zealand Guidelines for Hip 
Fracture Care.1

The more advanced model of care is known in 
Australia as an ‘orthogeriatric model of care’ and 
involves a shared care arrangement of hip fracture 
patients between the specialties of orthopaedics 
and geriatric medicine. The geriatrician is involved 
in the pre-operative optimisation of the patient 
in preparation for surgery, takes the lead in 
medical care post-operatively, and coordinates 
the discharge planning process. Implicit in the 
orthogeriatric model of care are many of the 
aspects of basic care including nutrition, hydration, 
pressure care, bowel and bladder management and 
monitoring of cognition. Hybrids of this model exist 
across Australia and New Zealand.1

In the 2016 ANZHFR facility-level audit report, 
65% of hospitals (78/121) provided a formal 
orthogeriatric service for hip fracture patients  and 
20% provided a shared care model.14  It is important 
to note that geriatric medicine services are not 
available in all hospitals and that general physicians 
or general practitioners (GPs) may take the shared 
care role in some areas. 

A patient with a hip fracture is offered treatment based on an orthogeriatric model of 
care as defined in the Australian and New Zealand Guideline for Hip Fracture Care.

Why is this important?
Evidence supports a shared care approach to hip 
fracture care between the orthopaedic team and 
orthogeriatric team. Working in partnership with 
the orthopaedic team, the orthogeriatric team 
takes responsibility for the medical management 
of the patient from admission to discharge as well 
as the care coordination and discharge planning. 
The benefits include a reduction in post-operative 
complications, improved functional recovery and 
reduced mortality on discharge.1,29 A detailed 
health economic review of the different models of 
care provided to hip fracture patients suggests 
with a high degree of statistical certainty that the 
orthogeriatric model of care is likely to be cost-
effective.29

The core components to the orthogeriatric model of 
care include: 

• Medical optimisation prior to surgery (e.g. 
nutrition, hydration, pressure care, bowel 
and bladder management, and monitoring of 
cognition)

• Effective pain management 
• Multidisciplinary input with clear goals and limits 

for care
• Care co-ordination 
• Proactive secondary fracture prevention plans 

(falls risk and bone health). 

Improved outcomes with this model of care include 
a lower risk of post-operative complications (for 
example, chest infection, pressure injury and 
delirium), better functional outcomes, reduced 
future fracture risk and ultimately reduced mortality. 
This may also reduce the overall costs of care.29 

Quality statement 3 – Orthogeriatric model of care
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What could be achieved?
The quality of care provided and outcomes for those who sustain a fractured hip have been shown to be 
much better when there is close collaboration between departments of orthopaedics and geriatric medicine.1

Recently published data from Australia show that hospitals with a formal orthogeriatric service have 
significantly lower 30-day mortality than those that do not.10 There was significant variation between hospitals 
in 30-day mortality for hip fracture even after accounting for casemix.

Data from a dedicated hip fracture unit in Queensland run by orthopaedic surgeons and geriatricians in 
partnership confirms what is known from the literature, with evidence of shorter times to theatre, reduced 
post-operative complications and reduced mortality.30 

Figure 1.  Adjusted 30-day mortality rates after hip fracture surgery in public hospitals according 
to the presence or absence of an orthogeriatric service and by major trauma centre 
status, New South Wales, July 2009—June 2011*

Zeltzer J, Mitchell RJ, Toson B, et al. Orthogeriatric services associated with lower 30 day mortality for older patients 
who undergo surgery for hip fracture care. Med J Aust 2014;201(7):409-411. © Copyright 2014 The Medical Journal of 
Australia – reproduced with permission.

*  One hospital without an orthogeriatric was omitted from the analysis due to low number of surgeries
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What could be achieved?
Serial reports from the UK National Hip Fracture 
Database show that time to surgery can be 
reduced, with the latest report showing that 72% 
of hip fracture patients have surgery on the day 
of or day after admission.31 Evidence indicates 
that early surgery (within 48 hours of admission) 
is associated with a statistically and clinically 
significant reduction in mortality, increased rates of 
return to independent living and reduced rates of 
pressure injuries and complications compared with 
late surgery (beyond 48 hours of admission).29

Drivers for change in the UK were twofold – the 
regular provision of data to clinicians31 and financial 
incentives17 to hospitals based on a set of quality 
indicators including time to surgery. Improvements 
in access to operating theatres and in scheduling 
of theatre time for hip fracture patients has been 
crucial to the improvements seen in the UK. 
Similar results could be achieved in Australia, with 
anticipated health benefits for the older person and 
cost benefits to the healthcare system.

A patient presenting to hospital with a hip fracture, or sustaining a hip fracture while 
in hospital, receives surgery within 48 hours, if no contraindication exists and the 
patient prefers surgery.  

Why is this important?
The main driver for timely access to surgery for 
hip fracture is a compassionate one. Leaving an 
older person immobilised, bed bound, fasting 
and often in pain is not desirable practice. The 
broader consequences of delayed surgery include 
an increased length of stay and increased post-
operative complications, such as pneumonia, 
thromboembolic events and pressure injury, all of 
which further increase length of stay.29 

What is known about current 
performance in Australia?
There are a number of factors that directly impact 
on time to surgery in Australia. While some people 
need to be transferred considerable distances 
to have surgery, these people make up a small 
percentage of all hip fracture patients. Data suggest 
there is considerable variability in time to surgery 
between hospitals that cannot be explained either 
by the need for initial transfer or by casemix. 

In one state, the percentage of patients undergoing 
surgery within two calendar days ranged from 40%-
83% between hospitals (Figure 2).2 This suggests 
marked variation in the systems and processes to 
support clinical care, such as access to theatre 
time and availability of an appropriately skilled 
team. The 2016 ANZHFR annual facility-level audit 
found that 39% (47/121) of hospitals reported having 
a planned theatre or trauma list for hip fracture 
patients. ANZHFR patient-level data from 2015 (25 
hospitals; 3519 individual patient records) identified 
that for participating hospitals, the median time to 
surgery in Australia and New Zealand was 24 hours 
and 27 hours, respectively.14  In one Queensland 
hospital the introduction of a dedicated hip fracture 
service has shown many benefits, including a 
reduction in time to surgery.30

Quality statement 4 – Timing of surgery
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Figure 2.  Percentage of patients with hip fracture undergoing surgery within two calendar days after 
admission, NSW public hospitals, 1 July 2000 to 30 June 2011*.

Zeltzer J, Mitchell RJ, Toson B, et al. Determinants of time to surgery for patients with hip fracture. ANZ J Surg 2014;84(9):633-638 
© Copyright 2014 ANZ Journal of Surgery – reproduced with permission.
*  Adjusted for age, sex and co-morbidity of patient by indirect standardisation. Expected values generated by logistic regression 

and 95% confidence intervals shown for estimates.
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What could be achieved?
For patients willing and able to engage in a 
rehabilitation process after surgery, this should start 
the day after surgery. The benefits for the patient 
of early mobilisation include earlier functional 
recovery and reduced risk of post-operative 
complications.29,32 

Early mobilisation after hip fracture helps to reduce 
bed-rest-induced loss of muscle mass and function 
in this group who are known to be high-risk.33

A patient with a hip fracture is offered mobilisation without restrictions on weight-
bearing the day after surgery and at least once a day thereafter, depending on the 
patient’s clinical condition and agreed goals of care.

Why is this important?
After surgery, the focus for the patient and the 
treating team is on restoring function while 
managing pain. Early mobilisation has been 
shown to result in earlier functional recovery and 
independence.32 For many hip fracture patients, the 
ability to walk and live independently is the primary 
goal.

Any post-operative surgical order in the patient’s 
file that places a restriction on weight-bearing for 
the operated limb can substantially impact the 
rehabilitation process, and for many patients the 
restriction will lead to many more weeks in hospital. 
Such orders should be the exception rather than 
the rule. 

What is known about current 
practice?
ANZHFR patient-level data from 2015 (25 hospitals; 
3519 individual patient records) identified that 85% 
of Australian patients and 56% of New Zealand 
patients were given the opportunity to mobilise the 
day after surgery.14 

Availability of services may also be an issue; in 
2016, 79% (95/121) of participating hospitals had 
routine access to weekend therapy for hip fracture 
patients, according to data from the ANZHFR 
annual facility-level audit.14 This figure increased 
from 60% of hospitals (72/120) in 2015.23 

Quality statement 5 – Mobilisation and weight-
bearing
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access to a fracture liaison service, 48% had 
access to a public osteoporosis clinic and 64% had 
access to a public falls clinic.14 Access to all these 
services has been gradually increasing.14 

ANZHFR patient-level data from 2015 (25 hospitals; 
3519 individual patient records) identified that 76% 
of Australian patients, and 46% of New Zealand 
patients were reported to have undergone a falls 
assessment while in hospital. These data also 
showed that in Australia, 22% of patients leave 
hospital on bone protection medication; in New 
Zealand this figure was reported to be 40% (noting 
however that this figure does not identify treatments 
initiated on transfer to another hospital).14 

What is achievable?
Models of care that include systematic 
identification, investigation of risk factors for 
future falls and fractures, and individualised 
treatment plans for falls prevention and treatment 
of osteoporosis can significantly reduce the risk 
of future fractures, further pain and suffering, 
and hospitalisation. This approach is also cost 
effective.47

Data shows that the UK’s Glasgow Fracture Liaison 
Service has used systematised models of practice 
to assess 97% of hip fracture patients for risk of 
another fall or fracture (compared to less than 30% 
for other service configurations).48 The Glasgow 
Fracture Liaison Service’s approach identifies 
fracture patients while they are still in hospital and 
arranges a management plan that includes out-
patient follow-up. 

There are limited data on patient outcomes for 
secondary fracture prevention services in Australia, 
although data from the UK has shown that a 
coordinated approach assists in ensuring that more 
patients receive this intervention before they leave 
hospital. Some aspects of this approach can be 
applied in the Australian context.

Before a patient with a hip fracture leaves hospital, they are offered a falls and bone 
health assessment, and a management plan based on this assessment, to reduce 
the risk of another fracture. 

Why is this important?
A fracture significantly increases the risk of a future 
fracture. One in three hip fracture patients will re-
fracture at one year, and over one in two will have 
another fracture within five years.34  

Approximately 50% of hip fracture patients will have 
already sustained a low-trauma fracture35,36, yet 
most will not be on treatment for osteoporosis. A 
fracture resulting from a fall from standing height 
is a sufficient indication of osteoporosis in an 
older person to support treatment. A large body 
of evidence supports the benefits of secondary 
fracture prevention mainly with treatment of bone 
health37, while falls prevention strategies can 
reduce falls risk.38,39  Both are important aspects 
of comprehensive, secondary fracture prevention 
services. Opportunities exist with this high-risk 
population to put in place strategies to minimise 
future falls and fracture risk.

What is current practice?
An audit of 16 Australian hospitals found that only 
10% of patients presenting with a low trauma 
fracture between 2003 and 2005 were investigated 
for osteoporosis, and only 8% were commenced on 
appropriate treatment for it.40  The 2004 Australian 
BoneCare Study looked at secondary fracture 
prevention in the primary care setting and showed 
that less than 28% of women aged 60 years and 
over with a fracture history received any treatment 
for osteoporosis.41 More recent data from Australia 
suggests this care gap remains.42,43  

In Australia, there are pockets of good practice and 
attempts are being made at both the national and 
state level to promote effective secondary fracture 
prevention. Despite this progress, the delivery of 
care remains inconsistent.44,45,46 

Data from the ANZHFR annual facility-level audit 
showed that in 2016, 25% of public hospitals had 

Quality statement 6 – Minimising risk of another 
fracture
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Data from the ANZHFR annual facility level audit 
showed that in 2016, 46/121 (38%) of hospitals 
provided patients and/or their family/carers with 
some form of written information about their 
treatment plan for a hip fracture.14 In the same 
period, 27% (33/121) of hospitals identified 
that patients were provided with individualised, 
written information on discharge that included 
recommendations for the prevention of future falls 
and fractures (not only the discharge summary).14 

What could be achieved?
Informed and empowered patients and carers are 
more likely to adhere to health recommendations, 
including uptake and adherence to interventions 
likely to enhance functional recovery and minimise 
the chances of future fracture prevention.

Before a patient leaves hospital, the patient and their carer are involved in 
the development of an individualised care plan that describes the patient’s 
ongoing care and goals of care after they leave hospital. The plan is developed 
collaboratively with the patient’s general practitioner. The plan identifies any 
changes in medicines, any new medicines, and equipment and contact details for 
rehabilitation services they may require. It also describes mobilisation activities, 
wound care and function post-injury. This plan is provided to the patient before 
discharge and to their general practitioner and other ongoing clinical providers 
within 48 hours of discharge. 

Why is this important?
The acute stay in hospital following a hip fracture is 
a short but important part of the overall hip fracture 
journey. It is a time when changes may occur 
in health status and medications are frequently 
reviewed and altered. All this may be done with 
limited consultation with the patient and/or their 
family/carer. 

At the point of discharge, it is crucial that patients 
feel able and empowered to resume control of 
their own health. It is important to provide an 
individualised care plan in an appropriate format 
to ensure the patient and/or their family/carer has 
information about any changes to medications, as 
well as plans for future falls and fracture prevention.

What is known about current 
practice?
It is not known what resources are available at the 
point of discharge to the 19,000 patients in Australia 
and 3,500 patients in New Zealand who fracture 
their hip each year.49,50 Discharge summaries are 
often seen as the mechanism linking services 
between the hospital and the community, but the 
format and content of these summaries is rarely 
constructed with the patient in mind.  

Quality statement 7 – Transition from hospital care
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Glossary

Assessment: A clinician’s evaluation of the disease 
or condition based on the patient’s subjective 
report of the symptoms and course of the illness 
or condition and the clinician’s objective findings, 
including data obtained through tests, physical 
examination, medical history, and information 
reported by family members and other healthcare 
team members.51 

Care plan (individualised): A written agreement 
between a consumer and health professional (and/
or social services) to help manage day-to-day 
health.52 This information is identified in a health 
record. 

Carers: People who provide unpaid care and 
support to family members and friends who have a 
disease, disability, mental illness, chronic condition, 
terminal illness or general frailty. Carers include 
parents and guardians caring for children.53

Casemix: The range and types of patients (the 
mix of cases) treated by a hospital or other health 
service. This provides a way of describing and 
comparing hospitals and other services for planning 
and managing health care. Casemix classifications 
put patients into manageable numbers of groups 
with similar conditions that use similar healthcare 
resources, so that the activity and cost-efficiency of 
different hospitals can be compared.

Clinical team: See clinician. 

Clinician: A healthcare provider, trained as a 
health professional. Clinicians include registered 
and nonregistered practitioners, or a team of health 
professionals, who provide direct clinical care.53 

Cognition: The mental activities associated with 
thinking, learning, and memory.54 

Cognitive impairment: Deficits in one or more of 
the areas of memory, communication, attention, 
thinking and judgement. Dementia and delirium 
are common forms of cognitive impairment seen in 
hospitalised older patients.55 

Comorbidities: Co-existing diseases (other than 
the one being studied or treated) in an individual.

Delirium: A disturbance of consciousness, 
attention, cognition and perception that develops 
over a short period of time (usually hours or days) 
and tends to fluctuate during the course of the day.56 

Health record: Information about a patient 
held in hard or soft copy. The health record 
may be made up of clinical records (such as 
medical history, treatment notes, observations, 
correspondence, investigations, test results, 
photographs, prescription records, medication 
charts), administrative records (such as contact and 
demographic information, legal and occupational 
health and safety records) and financial records 
(such as invoices, payments and insurance 
information).57 

Health service: A service responsible for the 
clinical governance, administration and financial 
management of unit(s) providing health care. A 
service unit involves a grouping of clinicians and 
others working in a systematic way to deliver health 
care to patients and can be in any location or 
setting, including pharmacies, clinics, outpatient 
facilities, hospitals, patients’ homes, community 
settings, practices and clinicians’ rooms.53 

Hospital: A licensed facility providing healthcare 
services to patients for short periods of acute 
illness, injury or recovery.58 

Individualised care plan: See care plan. 

Medical optimisation: The process of ensuring 
that reversible medical problems are identified and 
treated and irreversible problems are maximally 
managed in preparation for surgery.1

Medical practitioner: A person whose primary 
employment role is to diagnose physical and 
mental illnesses, disorders and injuries and 
prescribe medications and treatments that promote 
or restore good health.59 This could include 
medical specialists, non-specialists and general 
practitioners.
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Medication review: A critical review of all 
prescribed, over-the-counter and complementary 
medications undertaken to optimise therapy and 
minimise medication-related problems.60 

Medicine: A chemical substance given with 
the intention of preventing, curing, controlling or 
alleviating disease, or otherwise improving the 
physical or mental welfare of people. Prescription, 
non-prescription and complementary medicines, 
irrespective of their administration route, are 
included.52 

Mobilisation: Mobilisation is the process of re-
establishing the ability to move between postures 
(for example, sit to stand), maintain an upright 
posture, and to ambulate with increasing levels of 
complexity (speed, changes of direction, dual and 
multi-tasking).1

Model of care: A configuration of services and 
staff designed to provide care for a particular health 
issue. A model of care takes into account the 
evidence to support an approach to care as well as 
context in relation to delivery of a service.1

Multimodal analgesia: Balanced or multimodal 
analgesia involves the selective use of specific 
drugs in combination. The concept relies on using 
multiple analgesic drugs with different modes of 
action (for example, non-opioid combined with 
opioid), or by different routes of administration 
(for example, local anaesthetic block combined 
with a systemic analgesic).61 The rationale for this 
strategy is to use the additive or synergistic effects 
of different analgesics to achieve sufficient pain 
control, with lower doses, thus minimising dose-
related side effects.62

Orthogeriatric model of care: In Australia 
and New Zealand, this involves a shared-care 
arrangement of hip fracture patients between the 
specialties of orthopaedics and geriatric medicine. 
The geriatrician is involved in the preoperative 
optimisation of the patient in preparation for surgery 
and then takes a lead in the postoperative medical 

care and coordinates the discharge planning 
process. Implicit in this role are many of the 
aspects of basic care including nutrition, hydration, 
pressure care, bowel and bladder management and 
monitoring of cognition.1

Risk factor: A characteristic, condition, or 
behaviour that increases the possibility of disease 
or injury.63 

Pain management: The use of pain-controlling 
agents (including long-acting local anaesthetic 
agents, opiates and other pain-modulating drugs) 
to normalise pre-preoperative, postoperative and 
ongoing pain states.64 

Protocol: An established set of rules used for the 
completion of tasks or a set of tasks.53 

Shared care: See orthogeriatric model of care. 

System: The resources, policies, processes 
and procedures that are organised, integrated, 
regulated and administered to accomplish the 
objective of a standard. The system: 

• Interfaces risk management, governance, 
operational processes and procedures, including 
education, training and orientation 

• Deploys an active implementation plan and 
feedback mechanisms 

• Includes agreed protocols and guidelines, 
decision-support tools and other resource 
material 

• Employs a range of incentives and sanctions 
to influence behaviours and encourage 
compliance with policy, protocol, regulation and 
procedures.53

Weight-bearing: The  ability  of  a  part  of  the  
body  to  support  weight. Unrestricted weight-
bearing refers to a patient who is able to mobilise 
with full use of the affected limb to bear weight as 
pain allows.65



17Hip Fracture Care - the Case for Improvement, April 2017

1.  Australian and New Zealand Hip Fracture 
Registry (ANZHFR) Steering Group. Australian 
and New Zealand Guideline for Hip Fracture 
Care: Improving Outcomes in Hip Fracture 
Management of Adults. Sydney: Australian and 
New Zealand Hip Fracture Registry Steering 
Group, 2014. 

2.  Zeltzer J, Mitchell R, Toson B, Harris I, Close J. 
Determinants of time to surgery for hip fracture 
patients.   Australian and New Zealand Journal 
of Surgery 2014;84 (9):633-638.

3.  Clinical Excellence Commission. Fractured Hip 
Surgery in the Elderly. Patient Safety Report. 
Sydney: CEC; July 2011. 

4.  Australian Institute of Health and Welfare.. 
Hospitalisations due to falls by older people, 
Australia 2007–08. Injury research and 
statistics series no. 61. Cat. no. INJCAT 137. 
Canberra: AIHW;2012.

5.  Australian Institute of Health and Welfare.. 
Trends in hospitalisations due to falls by older 
people, Australia 1999–00 to 2010–11. Injury 
research and statistics no. 84. Cat. no. INJCAT 
160. Canberra: AIHW;2013. 

6.  Brown P, McNeill R, Leung W, Radwan E, 
Willingale J. Current and future economic 
burden of osteoporosis in New Zealand. 
Applied Health Economic Health Policy. 
2011;9(2):111-123.

7.  Stephens AS, Toson B, Close JCT.  Current 
and future burden of incident hip fractures in 
New South Wales.  Archives Osteoporosis. 
2014; 9:200 doi 10.1007/s11657-014-0200-5.

8.  Chia PH, Gualano L, Seevanayagam S, 
Weinberg L. Outcomes following fractured 
neck of femur in an Australian metropolitan 
teaching hospital. Bone & Joint Research. 
2013;2(8):162-168.

References

9.  Bureau of Health Information. The 
Insights Series: 30-day mortality following 
hospitalisation, five clinical conditions, NSW, 
July 2009 – June 2012.Sydney (NSW): BHI; 
2013.

10.  Zeltzer J, Mitchell RJ, Toson B, Harris I, Ahmad 
L, Close J.  Orthogeriatric services associated 
with lower 30-day mortality for older patients 
who undergo surgery for hip fracture care.  
Medical Journal of Australia 2014;201(7):409-
411.

11.  Hindmarsh DM, Hayen A, Finch CF, Close 
JCT. Relative survival after hospitalisation 
for hip fracture in older people in New South 
Wales, Australia. Osteoporosis International. 
2009;20:221:9. 

12.  Hindmarsh D, Loh M, Finch C, Hayen A, 
Close JCT.  Effect of Co-Morbidity on 
Relative Survival Following Hospitalisation 
for Fall-Related Hip Fracture in Older People. 
Australasian Journal of Ageing 2014;33(3): E1-
E7.

13.  Marottoli RA, Berkman LF, Cooney LM. 
Decline in physical function following hip 
fracture. Journal of the American Geriatrics 
Society 1992;40:861-6.

14.  ANZHFR Annual Report for Hip Fracture Care 
2015, July 2016. Australian and New Zealand 
Hip Fracture Registry, 2016. 

15.  Australian Institute of Health and Welfare  
The problem of osteoporotic hip fracture in 
Australia. Bulletin no. 76. Cat. no. AUS 121. 
Canberra: AIHW; 2010.

16.  Neuburger J, Currie C, Wakeman R, Tsang C, 
Plant F, De Stavola B, et al. The Impact of a 
National Clinician-led Audit Initiative on Care 
and Mortality after Hip Fracture in England: An 
External Evaluation using Time Trends in Non-
audit Data. Medical Care. 2015;53(8):686-91.



18 Hip Fracture Care - the Case for Improvement, April 2017

17.  National Hip Fracture Database UK. Best 
Practice Tariff (BPT) for Fragility Hip Fracture 
Care User Guide.[cited 25 October 2015].
Available from: http://www.nhfd.co.uk/20/
hipfractureR.nsf/0/9b0c5ea2e986ff568025
77af0046b1df/$FILE/Best%20Practice%20
Tariff%20User%20Guide.pdf. 

18.  Wise J. Hip fracture audit may have saved 
1000 lives since 2007 BMJ 2015;351:h3854

19.  Marcantonio ER, Flacker JM, Wright RJ, 
Resnick NM. Reducing Delirium after Hip 
Fracture: A Randomized Trial. Journal of the 
American Geriatrics Society. 2001;49(5):516-
22.

20.  Robinson S, Vollmer C, Jirka H, Rich C, Midiri 
C, Bisby D. Aging and Delirium: Too Much or 
Too Little Pain Medication? Pain Management 
Nursing. 2008;9(2):66-72.

21.  Scandol JP, Toson B, Close JCT. Fall-
related hip fracture hospitalisations and the 
prevalence of dementia within older people 
in New South Wales, Australia: An analysis of 
linked data. Injury 2013;44:776-783. 

22.  National Clinical Guideline Centre. Delirium: 
prevention, diagnosis and management. NICE 
Clinical Guideline 103.LondonL. National 
Institute for Health and Care Excellence (NICE); 
Jul 2010.

23.  Australian and New Zealand Facility Level 
Audit of Hospitals Performing Surgery for Hip 
Fracture. Australian and New Zealand Hip 
Fracture Registry; 2014. 

24.  Holdgate A, Shepherd SA, Huckson S. 
Patterns of analgesia for fractured neck of 
femur in Australian emergency departments. 
Emergency Medicine Australasia. 2010;22(1):3-
8.

25.  Mitchell R, Kelly A-M, Kerr D. Does emergency 
department workload adversely influence 
timely analgesia? Emergency Medicine 
Australasia. 2009;21(1):52-8.

26.  Australian Commission on Safety and Quality 
in Health Care. A better way to care: Safe and 
high-quality care for patients with cognitive 
impairment (dementia and delirium) in hospitals 
- Actions for clinicians. Sydney: ACSQHC; 
2014.

27.  Abou-Setta AM. Beaupre LA. Rashiq S 
et al. Comparative effectiveness of pain 
management interventions for hip fracture: a 
systematic review. Annals of Internal Medicine, 
2011.155(4):234-245.

28.  Waddell J (Editor). National Hip Fracture 
Toolkit strategic partnership of the Canadian 
Orthopaedic Care Strategy group. Bone and 
Joint Decade. 2011 [cited Sept 2014] Available 
at: http://boneandjointcanada.com

29.  National Clinical Guideline Centre. The 
management of hip fracture in adults. NICE 
clinical guideline 124. London: National 
Institute for Health and Care Excellence (NICE; 
June 2011.

30.  Sivakumar BS, McDermott LM, Bell JJ, Pulle 
CR, Jayamaha S, Ottley MC. Dedicated hip 
fracture service: implementing a novel model 
of care. ANZ Journal of Surgery. 2013;83(7-
8):559-63.

31.  Royal College of Physicians. National Hip 
Fracture Database annual report 2015. 
London: RCP, 2015. [cited 25 October 2015]. 
Available from: http://www.nhfd.co.uk/nhfd/
nhfd2015reportPR1.pdf  

32.  Oldmeadow LB, Edwards ER, Kimmel LA, 
Kipen E, Robertson VJ, Bailey MJ. No rest 
for the wounded: Early ambulation after hip 
surgery accelerates recovery. ANZ Journal of 
Surgery.  2006;76(7):607-11.

33.  Singler K, Biber R, Wicklein S. Sieber CC. 
Bollheimer LC. A plea for early mobilisation 
after hip fractures. The geriatric point of view. 
European Geriatric Medicine. 2013. 4:40-42.

http://www.nhfd.co.uk/20/hipfractureR.nsf/0/9b0c5ea2e986ff56802577af0046b1df/$FILE/Best%20Practice%20Tariff%20User%20Guide.pdf
http://www.nhfd.co.uk/20/hipfractureR.nsf/0/9b0c5ea2e986ff56802577af0046b1df/$FILE/Best%20Practice%20Tariff%20User%20Guide.pdf
http://www.nhfd.co.uk/20/hipfractureR.nsf/0/9b0c5ea2e986ff56802577af0046b1df/$FILE/Best%20Practice%20Tariff%20User%20Guide.pdf
http://www.nhfd.co.uk/20/hipfractureR.nsf/0/9b0c5ea2e986ff56802577af0046b1df/$FILE/Best%20Practice%20Tariff%20User%20Guide.pdf
http://boneandjointcanada.com
http://www.nhfd.co.uk/nhfd/nhfd2015reportPR1.pdf
http://www.nhfd.co.uk/nhfd/nhfd2015reportPR1.pdf


19Hip Fracture Care - the Case for Improvement, April 2017

34.  Osteoporosis Canada. Osteoporosis facts 
and statistics [cited 24 October 2015]. 
Available from: http://www.osteoporosis.ca/
osteoporosis-and-you/osteoporosis-facts-and-
statistics/ 

35.  Edwards BJ, Bunta AD, Simonelli C, Bolander 
M, Fitzpatrick LA. Prior fractures are common 
in patients with subsequent hip fractures. 
Clinical Orthopaedics and Related Research. 
2007;461:226-230.

36.  Port L, Center J, Briffa NK, Nguyen T, 
Cumming R, Eisman J. Osteoporotic 
fracture: missed opportunity for intervention. 
Osteoporosis International. 2003;14(9):780-
784.

37.  The Royal Australian College of General 
Practitioners. Clinical Guidelines for the 
Prevention and Treatment of Osteoporosis 
in Postmenopausal Women and Older Men. 
Melbourne: RACGP; 2010.  

38.  Gillespie LD, Robertson MC, Gillespie WJ, 
Sherrington C, Gates S, Clemson LM, Lamb 
SE. Interventions for preventing falls in older 
people living in the community. Cochrane 
Database of Systematic Reviews 2012, Issue 
9. Art. No.: CD007146.DOI: 10.1002/14651858.
CD007146.pub3.

39.  National Institute for Health and Care 
Excellence. Alendronate, etidronate, 
risedronate, raloxifene, strontium, ranelate 
and teriparatide for the secondary prevention 
of osteoporotic fragility fractures in 
postmenopausal women (amended). NICE 
technology appraisal guidance TA 161. 
London: NICE; 2011 (pp.3,4) [cited May 2015]. 
Available from: http://www.nice.org.uk

40.  Teede HJ, Jayasuriya IA, Gilfillan CP. Fracture 
prevention strategies in patients presenting 
to Australian hospitals with minimal-trauma 
fractures: a major treatment gap. Internal 
Medicine Journal. 2007;37(10):674-679

41.  Eisman J, Clapham S, Kehoe L, Australian 
BoneCare S. Osteoporosis prevalence 
and levels of treatment in primary care: the 
Australian BoneCare Study. Journal of Bone 
and Mineral Research. 2004;19(12):1969-1975. 

42.  Chen JS, Hogan C, Lyubomirsky G, Sambrook 
PN. Management of osteoporosis in primary 
care in Australia. Osteoporosis International. 
2009;20(3):491-496. 

43.  Hollingworth SA, Gunanti I, Nissen LM, 
Duncan EL. Secondary prevention of 
osteoporosis in Australia: analysis of 
government-dispensed prescription data. 
Drugs and Aging. 2010;27(3):255-264.

44.  NSW Agency for Clinical Innovation. NSW 
Model of Care for Osteoporotic Refracture 
Prevention. Sydney: ACI; 2011. [cited 25 
October 2015]. Available from: http://www.
aci.health.nsw.gov.au/__data/assets/pdf_
file/0003/153543/aci_osteoporotic_refractu.
pdf.

45.  Statewide Orthopaedic Clinical Network and 
Rehabilitation Clinical Network. Models of 
Care for Orthopaedic Rehabilitation - Fragility 
Fractures General Orthopaedic Trauma 
and Arthroplasty. In: Government of South 
Australia, SA Health, eds. Adelaide; 2011.

46.  Government of Western Australia. 
Osteoporosis Model of Care. In: Department of 
Health Musculoskeletal Diabetes & Endocrine 
Falls Prevention and Aged Care Health 
Networks (WA), ed. Perth; 2011.

47.  Cooper, M, Palmer, A, Seibel, M. Cost-
effectiveness of the Concord Minimal 
Trauma Fracture Liaison service, a 
prospective, controlled fracture prevention 
study. Osteoporosis International. 2012; 23(1), 
97-107. 

48.  McLellan A, Reid D, Forbes K, et al. 
Effectiveness of Strategies for the Secondary 
Prevention of Osteoporotic Fractures 
in Scotland (CEPS 99/03): NHS Quality 
Improvement Scotland; 2004.

http://www.osteoporosis.ca/osteoporosis-and-you/osteoporosis-facts-and-statistics/
http://www.osteoporosis.ca/osteoporosis-and-you/osteoporosis-facts-and-statistics/
http://www.osteoporosis.ca/osteoporosis-and-you/osteoporosis-facts-and-statistics/
http://www.nice.org.uk
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/153543/aci_osteoporotic_refractu.pdf
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/153543/aci_osteoporotic_refractu.pdf
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/153543/aci_osteoporotic_refractu.pdf
http://www.aci.health.nsw.gov.au/__data/assets/pdf_file/0003/153543/aci_osteoporotic_refractu.pdf


20 Hip Fracture Care - the Case for Improvement, April 2017

49.  Australian Institute of Health and Welfare. 
Estimating the prevalence of osteoporosis. 
Cat. No. PHE 178. Canberra: AIHW, 2014. 
Available from: http://www.aihw.gov.au/
publication-detail/?id=60129548484 

50.  Health Quality & Safety Commission. Atlas 
of healthcare variation. Wellington:HQSC, 
2015. Available from: http://www.hqsc.govt.
nz/our-programmes/health-quality-evaluation/
projects/atlas-of-healthcare-variation/.

51.  The Free Dictionary. Assessment; 2014 [cited 
20 November 2014]. Available from: http://
medical-dictionary.thefreedictionary.com/
assessment   

52.  National Health Service. What is a care plan? 
NHS; 2012 [cited October 2013]. Available 
from: www.nhs.uk/Planners/Yourhealth/Pages/
Careplan.aspx

53.  Australian Commission on Safety and Quality 
in Health Care. National Safety and Quality 
Health Service Standards. Sydney: ACSQHC, 
2011.

54.  The Free Dictionary. Cognition; [cited 20 
November 2014]. Available from: http://
medical-dictionary.thefreedictionary.com/
Cognition

55.  Australian Commission on Safety and Quality 
in Health Care. A better way to care: Safe and 
high-quality care for patients with cognitive 
impairment (dementia and delirium) in hospitals 
- Actions for health service managers. Sydney: 
ACSQHC, 2014.

56.  Australian Health Ministers’ Advisory Council. 
Delirium Care Pathways. Canberra: AHMAC, 
2011. 

57.  Australian Commission on Safety and 
Quality in Health Care. Hospital accreditation 
workbook. Sydney: ACSQHC, 2012. 

58.  Australian Commission on Safety and Quality 
in Health Care. National consensus statement: 
essential elements for recognising and 
responding to clinical deterioration. Sydney: 
ACSQHC, 2010.

59.  Australian Institute for Health and Welfare. 
[cited 2015 May]; Available from: http://www.
aihw.gov.au/medical-practitioner-related-
definitions 

60.  Australian Commission on Safety and 
Quality in Health Care. Safety and Quality 
Improvement Guide Standard 4: Medication 
Safety. Sydney: ACSQHC, 2012.

61.  Schug S and Dodd P. Perioperative analgesia. 
Australian Prescriber. 2004;27(6):152:4.

62.  Kehlet H, Dahl J. The Value of “Multimodal’ 
or “Balanced Analgesia” in Postoperative 
Pain Treatment. Anesthesia and Analgesia. 
1993;77:1048-56.

63.  The Free Dictionary. Risk factor. 2014 [cited 
November 2014]. Available from: http://
medical-dictionary.thefreedictionary.com/
risk+factor. 

64.  The Free Dictionary. Optimal analgesia [cited 
November 2014]. Available from: http://
medical-dictionary.thefreedictionary.com/
optimal+analgesia. 

65.  Australian and New Zealand Hip Fracture 
Registry. Data Dictionary. Sydney: ANZHFR; 
2013.

http://www.aihw.gov.au/publication-detail/?id=60129548484
http://www.aihw.gov.au/publication-detail/?id=60129548484
 http://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/
 http://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/
 http://www.hqsc.govt.nz/our-programmes/health-quality-evaluation/projects/atlas-of-healthcare-variation/
http://medical-dictionary.thefreedictionary.com/assessment
http://medical-dictionary.thefreedictionary.com/assessment
http://medical-dictionary.thefreedictionary.com/assessment
http:// www.nhs.uk/Planners/Yourhealth/Pages/Careplan.aspx
http:// www.nhs.uk/Planners/Yourhealth/Pages/Careplan.aspx
http://medical-dictionary.thefreedictionary.com/Cognition
http://medical-dictionary.thefreedictionary.com/Cognition
http://medical-dictionary.thefreedictionary.com/Cognition
http://www.aihw.gov.au/medical-practitioner-related-definitions
http://www.aihw.gov.au/medical-practitioner-related-definitions
http://www.aihw.gov.au/medical-practitioner-related-definitions
http://medical-dictionary.thefreedictionary.com/risk+facto
http://medical-dictionary.thefreedictionary.com/risk+facto
http://medical-dictionary.thefreedictionary.com/risk+facto
http://medical-dictionary.thefreedictionary.com/optimal+analgesia
http://medical-dictionary.thefreedictionary.com/optimal+analgesia
http://medical-dictionary.thefreedictionary.com/optimal+analgesia


21Hip Fracture Care - the Case for Improvement, April 2017

Acknowledgements
The Commission wishes to thank Professor 
Jacqueline Close for her work in researching 
and developing this case for improvement. Many 
other individuals gave their time and expertise, 
particularly other members of the Hip Fracture 
Care Clinical Care Standard Topic Working Group. 
The involvement and willingness of all concerned 
to share their experience and expertise is greatly 
appreciated.



Australian Commission on Safety and Quality in Health Care
Level 5, 255 Elizabeth Street, SYDNEY NSW 2000  
GPO Box 5480, SYDNEY NSW 2001
Telephone: (02) 9126 3600  
Fax: (02) 9126 3613
ccs@safetyandquality.gov.au  
www.safetyandquality.gov.au

mailto:ccs@safetyandquality.gov.au
www.safetyandquality.gov.au

	Structure Bookmarks
	Contents
	Hip Fracture Clinical Care Standard
	Purpose
	Hip Fracture Care – the Case for Improvement
	Quality statement 1 – Care at presentation
	Quality statement 2 – Pain management
	Quality statement 3 – Orthogeriatric model of care
	Quality statement 4 – Timing of surgery
	Quality statement 5 – Mobilisation and weight-bearing
	Quality statement 6 – Minimising risk of another fracture
	Quality statement 7 – Transition from hospital care
	Glossary
	References


