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Lead your patients to
stronger bones with Prolia® -4

Prolia® is indicated for the treatment of osteoporosis in postmenopausal women and in men at increased risk of fractures.
In postmenopausal women, Prolia® significantly reduces the risk of vertebral, non-vertebral and hip fractures."

Prolia® is indicated for the treatment of bone loss associated with hormone ablation in men with prostate cancer at increased risk of
fractures. In men with prostate cancer receiving hormone ablation, Prolia® significantly reduces the risk of vertebral fractures.’
Prolia® is indicated for the treatment of bone loss associated with long-term systemic glucocorticoid therapy in adult patients at

increased risk of fracture.!

References: 1. Prolia® (denosumab) Summary of Product Characteristics. 2. Cummings SR, et al. N En Med. 2009;361:756-65.
3. Holzer G, et al. J Bone Miner Res. 2009;24:468-74. 4. Poole K, et al. J Bone Miner Res. 2012;27(suppl1):S4é4.

PROLIA® (denosumab) Brief Prescribing Information

Please refer to the Summary of Product Characteristics (SmPC) before
prescribing Prolia. Pharmaceutical Form: Pre-filled syringe with automatic
needle guard containing 60 mg of denosumab in 1 ml solution for injection

for single use only. Contains sorbitol. Indication: Treatment of osteoporosisin ma
postmenopausal women and in men at increased risk of fractures. Treatment
of bone loss associated with hormone ablation in men with prostate cancer at
increased risk of fractures. Treatment of bone loss associated with long-term
systemic glucocorticoid therapy in adult patients at increased risk of fracture.
Dosage and Ad trati

: 60 mg Prolia administered as a subcutaneous
injection once every 6 months. Patients must be supplemented with calcium
and vitamin D. No dose adjustment required in elderly and in patients with
renal impairment. No data is available in patients with long-term systemic
Ellucocortlcmd therapy and severe renal |ny)a|rment (GFR < 30 mU/min).
ot recommended in paediatric patients under 18 years of age. Give Prolia
patients the package leaflet and patient reminder card. Re-evaluate the need
for continued treatment periodically based on the benefits and potential
risks of denosumab on an individual patient basis, particularly after 5 or
more years of use. Contraindications: Hypocalcaemia or hypersensitivity to
the active substance or to any of the product excipients. Special Warnings
and Precautions: Hypocalcaemia: Identify patients at risk for hypocalcaemia.
Hypocalcaemia must be corrected by adequate intake of calcium and
vitamin D before initiation of therapy. Clinical monitoring of calcium
levels is recommended before each dose and, in patients predisposed to
hypocalcaemia, within 2 weeks after the initial dose. Measure calcium levels
if suspected symptoms of hypocalcaemia occur. Encourage patients to
report symptoms of hypocalcaemia. Concomitant glucocorticoid treatment
is an_ additional risk factor. Renal Im3pairmenf: Patients with severe renal
impairment (creatinine clearance < 30ml/min] or receiving dialysis are at
reater risk of developing hypocalcaemia. Regular monitoring of calcium
evels in these patients is especially important. Skin infections: Patients
receiving Prolia_ may develop skin® infections (predominantly cellulitis)
requiring hospitalisation and if symptoms develop then they should contact
a health care professional immediately. Osteonecrosis of the jaw (ONJ):
ONJ has been reported rarely with Prolia 60 mg every 6 months. DeLaX
treatment in patients with unhealed open soft tissue lesions in the mou
dental examination with preventative dentistry and an individual benefit:ris|
assessment is recommended prior to treatment with Prolia ind;:atiems with
concomitant risk factors. Refer to the SmPC for risk factors for ONJ. Patients
should be encouraged to maintain good oral hygiene, receive routine dental
check-ups and immediately report oral symptoms during treatment with
Prolia. While on treatment, invasive dental procedures should be performed
only after careful consideration and avoided in close proximity to Prolia
administration. The management plan of patients who develop ONJ should
be set up in close collaboration between the treating physician and a dentist
or oral surgeon with expertise in ONJ. Osteonecrosis of the external auditol
canal: Osteonecrosis of the external auditory canal has been reported witl
Prolia. Refer to the SmPC for risk factors. Atypical femoral fracture [AFF):
AFF has been reported in patients receiving Prolia. Discontinuation of Prolia

Adverse events should be reported. Reporting forms and information can be found at https://yellowcard.mh
Adverse events should also be reported to Amgen ed on +44 (0) 1223 436441

Refer to the full Summary of Product Characteristics for full information regarding the safety profile of Prolia®.
All patients should be given the package leaflet and patient reminder card.

therapy in patients suspected to have AFF should be considered pending
evaluation of the patient based on an individual benefit risk assessment.
Long-term antiresorptive treatment: Long-term antiresorptive treatment
contribute to an increased risk for adverse outcomes such as ONJ
and AFF due to significant suppression of bone remodelling. Concomitant
medication: Patients being treated with Prolia should not be treated
concomitantly with other denosumab containing medicinal products.
Warnings for Excipients: Prolia contains 47 mg sorbitol in each mL of
solution. Consider the additive effect of concomitantly administered products
containing sorbitol (or fructose) and dietary intake of sorbitol (or fructose).
Dry natural rubber: The needle cover of the pre-filled syringe contains dry
natural rubber (a derivative of latex) which may cause allergic reactions.
Interactions: Prolia did not affect the pharmacokinetics of midazolam, which
is metabolized by cytochrome P450 3A4 (CYP3A4). There are no clinical data
on the co-administration of denosumab and hormone replacement therapy
(HRT), however the potential for pharmacodynamic interactions would be
considered low. Pharmacokinetics and pharmacodynamics of Prolia were not
altered by previous alendronate therapy. Fertility, pregnancy and lactation:
There are no or limited data on the use of Prolia in pregnant women and it
is not recommended for use in these patients or in women of child-bearing
potential not using contraception. It is unknown whether denosumab is
excreted in human milk. A risk/benefit decision should be made in patients
who are breast feeding. No data are available on the effect of Prolia on
human fertility. Please consult SmPC for more detail. Undesirable Effects:
The following ‘adverse reactions have been reported: Very common (> 1/10)
ain in extremity, musculoskeletal pain (including severe cases). Common
> 1/100 to < 1/10) urinary tract infection, upper respiratory tract infection,
sciatica, constipation, abdominal discomfort, rash, alopecia and eczema.
Uncommon (> 1/1000 to < 1/100): Diverticulitis, cellulitis, ear infection and
lichenoid drug eruptions. Rare (> 1/10,000 to < 1/1,000): Osteonecrosis of
the jaw, hypocalcaemia (including severe symptomatic hypocalcaemia and
fatal cases), atypical femoral fractures and hypersensitivity [\ncludm%rash.
urticaria, facial swelling, erythema and anaphylactic reactions). Please
consult the Summary of Product Characteristics for a full description of
undesirable effects. Pharmaceutical Precautions: Prolia must not be mixed
with other medicinal products. Store at 2°C to 8°C (in a refrigerator). Prolia
may be exposed to room temperature (up to 25°C) for a maximum sm%te
period of up to 30 days in its original container. Once removed from the
refrigerator Prolia must be used within this 30 day period. Do not freeze. Keep
in outer carton tcwrmted from light. Legal Category: POM. Presentation,
Basic Costs and Marketing Authorisation Number: Prolia 60 mg: Pack of
1 pre-filled syringe with automatic needle guard: £183.00; EU/1/10/618/003.
Marketing Authorisation Holder: Amgen Europe B.V., Minervum 7061,
NL-4817 ZK Breda, The Netherlands. Further information is available from
Amgen Limited, 240 Cambridge Science Park, Milton Road, Cambridge, CB4
OWD. Prolia is a registered trademark of Amgen Inc. Date of Pl preparation:

July 2019 (Ref: UKIE-P-162-0515-106061(5))

Date of preparation: July 2019
UKIE-P-162-0719-076611
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FRAGILITY FRACTURE NETWORK

What is FFN?

FFN is an international non-profit network organisation based in Switzerland. Its purpose is
connect up all the activists across the world who are working to ensure that people suffering
from fragility fractures get high quality, cost-effective care.

To promote globally the optimal multidisciplinary management of the patient with a fragility
‘ fracture, including secondary prevention. ‘

To achieve this, we have defined three broad

aims:

= To disseminate globally the best multi-
disciplinary practice in preventing and
managing fragility fractures

= To promote research aimed at better
treatments of osteoporosis, sarcopenia and
fracture

= Todrive policy change that will raise fragility
fractures higher up the healthcare agenda
in all countries

Our Philosophy

The starting point for FFN thinking is the
patient who presents to the health service,
having sustained a fragility fracture. The
first priority is to respond to this acute
situation by treating both the fracture and any
comorbidities (of which there may be many
in an elderly population) and restoring the
patient to the maximum achievable functional
capacity. The second priority is to prevent the
next fragility fracture, by treating osteoporosis
and the tendency to fall.

This perspective makes the FFN uniquely
appealing to orthopaedic surgeons, compared
to otherinternational organisations in the field
of osteoporosis and fragility fractures, and
they form the largest professional group within
our membership. However, good care cannot
be given properly without the participation of
experts from other fields. Multidisciplinary co-
management is at the heart of our philosophy.
The ageing population presents us with an
epidemiological emergency in terms of the

4| 8" FFN Global Congress 2019

predicted incidence of fractures, particularly
hip fractures. This emergency is at its maost
acute in the emerging economies. We are
therefore working hard to extend the Netwaork,
to assist the professional champions who are
rising to the challenge in those areas.

Membership of the FFN is open to individual
professionals in any field relevant to fragility
fractures. Details may be found at our website.

For further information
about FFN, please contact

FFN - Fragility Fracture Network
Central Office
Schaffhauserstrasse 550

8052 Zurich, Switzerland

T. +4144 894287

F: +4144 894201
ff-network@mci-group.com
www.fragilityfracturenetwork.org

FFN

Fragility Fracture Network

NOTES
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WELCOMING ADDRESS GENERAL INFORMATION FLOOR PLAN-POSTER

Dear Colleagues,
Dear Ladies and Gentlemen,

FFN invites you to join the 8™ FFN Global Congress 2019 in Oxford, UK from
28-30 August. The annual meeting is an international congress addressing
the full pathway of care for fragility fracture patients. The FFN Global Congress
consists of invited talks from international experts, plenary discussions,

. . ) ) . _Wh—
interactive update sessions and free papers. The congress provides a unique
platform to learn about new technical developments, state-of-the-art ] | Y=Y o
interventions. International research and to interact with leading clinicians, o
researchers and other professional health workers and stake holders. — n E
With the support of the FFN Regionalisation Committee, national Fragility AN AN AA
Fracture Networks are being set-up across the world to enable high-quality AN AAA A
multidisciplinary care for all patients with fragility fracture. Therefore, this AN
year's motto is “Best Care across the World". — _Q@\ /_Qg_ 3
We are looking forward to welcoming you in Oxford in August 2019 4 AN F
Xavier Griffin Matthew Costa AN Fracture Management Room 6
Congress Chair President of the Fragility Fracture Network (FFN) VAYAN - ;efi-ope:*_ﬁ‘/: Mélf_‘;g:mim
.esearch In Fragil ractures
— Prevention of new Fractures
C| '_= — Changing Policy
— Rehabilitation after Fracture
— Top 6 Poster o

GROUND FLOOR j

e

il i
q [
ul
il

§;CheCk
|
I['ﬁﬂ" 77

- S

Room 7-11| Poster Exhibition
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GENERAL INFORMATION FLOOR PLAN GENERAL INFORMATION ACKNOWLEDGEMENTS

The organisers of the 8" FFN Global Congress 2019 gratefully acknowledge the support of the
following companies:

FFN Sponsors
© MEDICAL §® Royal College
AMN men gg‘lagEﬁIEs L%}ofPhysicians FFFAP
AMGEN DePuy Synthes Royal College of Physicians
r J ZIMMER BIOMET
L J Your progress. Our promise’
ucB Zimmer Biomet
FFN Exhibitors
UPPER FLOOR Alphabetically Numerically
' Company Name No. Company Name No.
AMGEN 5 Royal College of Physicians 1
DePuy Synthes 4 Zimmer Biomet 2
Royal College of Physicians 1 UCB Pharma 3
UCB Pharma 3 DePuy Synthes 4
Zimmer Biomet 2 AMCEN 5
Exhibition Hours
Wednesday, 28 August 2019 8.00-18.15
Thursday, 29 August 2019 8.00-18.30
Friday, 30 August 2019 9.00-11.15

North School | Exhibition & Catering
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GENERAL INFORMATION

CONTACTS

Scientific Organisation

FFN - Fragility Fracture Network
Central Office

Schaffhauserstr. 550

8052 Zurich, Switzerland

Congress Chair
Xavier Griffin, United Kingdom

Scientific Committee

Lauren Beaupre, Canada (Co-Chair)
Ellen Binder, United States

Louise Brent, Ireland

Matthew Costa, United Kingdom
Maria Crotty, Australia

Colin Currie, United Kingdom
Miguel Fernandez, United Kingdom
Jay Magaziner, United States (Chair)
Nicola Napali, Italy

Robyn Speerin, Australia

Opinder Sahota, United Kingdom
Takeshi Sawaguchi, Japan

Cathie Sherrington, Australia
Stuart White, United Kingdom

Local Organising Committee

Xavier Griffin, United Kingdom
Karen Hertz, United Kingdom
Antony Johansen, United Kingdom
David Keene, United Kingdom
Martyn Parker, United Kingdom
Opinder Sahota, United Kingdom
Stuart White, United Kingdom

Executive Committee

Matthew Costa, United Kingdom
Paolo Falaschi, Italy

Xavier Griffin, United Kingdom

Jay Magaziner, United States

David Marsh, United Kingdom

Paul Mitchell, New Zealand

Dieu Donné Niesten, The Netherlands

Board
Donato Agnusdei, ltaly
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Louise Brent, Ireland

Karsten Dreinhofer, Germany
Pernille Hermann, Denmark
Christian Kammerlander, Germany
Nicola Napoli, Italy

Monica Perracini, Brazil

Maroun Rizkallah, Lebanon
Opinder Sahota, United Kingdom
Hannah Seymour, Australia

Cooptees

Kristina Akesson, Sweden
Onder Aydingéz, Turkey
Stefano Eleuteri, Italy

David Hak, United States
Simon Mears, United States
Angie Pearce, United States
Anette Hylen Ranhoff, Norway
Leocadio Rodriguez-Mafias, Spain
Takeshi Sawaguchi, Japan
Robyn Speerin, Australia

Jim Waddell, Canada

Legal Organiser (PCO)

MCI Deutschland GmbH

MCI | Germany - Berlin

Amira Hussein
Markgrafenstr. 56

10117 Berlin

T: +49 30 20459323

F: +49 30 2045950
ffn-congress@meci-group.com

Sponsoring

T: +49 30 20459330
ffn-sponsoring@mci-group.com

GENERAL INFORMATION

INFORMATION FROM ATO Z

Certificate of Attendance

Allregistered attendees, whether they register
in advance or on-site, will receive a certificate
of attendance, 2 weeks after the congress by
e-mail.

Congress Homepage
www.fragilityfracturenetwork.org

Congress Language

The official congress language will be English.
All PowerPoint presentations have to be
prepared in English only. There will be no
simultaneous translations.

Internet/WiFi
Free wireless internet is available throughout
the congress venue.

Network: ExamSchoolsWifi
Password: 758Thighst

Liability Disclaimer

The organisers cannot be held liable for any
hindrance ordisruption of congress proceedings
arising from palitical, social or economic events
or any other unforeseen incidents beyond their
control. The organisers will accept no liability
for any personal injuries sustained or for loss
or damage to property belonging to congress
participants, either during or as a result of
the congress or during all tours and events.
Registration of a participant entails acceptance
of these conditions.

Lost and Found

For lost and found items, please refer to the
registration counter.

Lunch/Catering

Lunch during the Congress is not included in
the Registration fee. You are able to pre-order
lunch within the registration.

8" FFN Global Congress 2019 | 11
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FAMILY OF COMPANIES

Hip Fracture Care Program

Establish team.
Optimize care.

Evidence-based care improvement program
to standardize and reduce variability of care
for the elderly fragility fracture patients
through interdisciplinary approach, clinical
standardization and patient-centered care.

© Johnson & Johnson Health Care Systems Inc. 2018. All rights reserved. 10/18 099991-181002

GENERAL INFORMATION

INFORMATION FROM ATO Z

Name Badge

For identification purposes, badges have to be
worn during all congress activities. Admission

to the congress will not be allowed without
badge identification.

Payment On-site

Please note that paying the registration fee on
site is possible in Euro € only.

Poster Exhibition

The Poster Exhibition is located on the ground
floor in room 7-11. Posters shall be prepared in
size DIN AO (841x1189mm), portrait format, in
paper, in English. Pasters should be mounted
on Wednesday, 28 August 2019, 09:30 latest
and will remain accessible to all attendees
until Friday, 30 August 2019, 12:00.

Plenary Poster Presentation/Poster Walk

The presentation of the Top 6 Posters takes
place on Thursday, 29 August 2019 from 17.30
t0 18.00 (Room South School) and is followed
by a poster walk (18.00-19.00).

Registration

Registration Desk

The registration desk is located on the Ground
Floor at the reception. Registration is only valid
if the complete payment of the congress fee
as well as of other services booked has been
made. Registration on-site is possible during
the entire congress within the opening hours
of the registration desk. Only credit cards and
cash payment will be accepted on-site.

Opening Hours

Tuesday, 27 August 2019 18.00-20.00
Wednesday, 28 August 2019 7.00-18.00
Thursday, 29 August 2019 7.30-18.00
Friday, 30 August 2019 7.30-12.30

Registration Fees On-site

Participant 483,50€
Nurse*/AHP* 325 €
Student* 242 €

*An appropriate proof of status must be presented to
be entitled to the reduced registration fee.

Speaker’s Presentation Center

The media check is located on the Ground
floor in room 14. Speakers are asked to hand in
their presentation at least 2 hours before the
session. All rooms are equipped for PowerPoint
presentation.

Wednesday, 28 August 2019 7.00-18.00
Thursday, 29 August 2019 7.30-18.00
Friday, 30 August 2019 7.30-12.30
Photography

Please note that photos will be made during
the congress and published on social media
channels and the FFN website.

In case you do not agree, kindly inform MCI at
the registration desk.
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SCIENTIFIC PROGRAMME

WEDNESDAY, 28 AUGUST 2019

10.00-11.30 8.00-9.35

13.00-14.00 11.45-12.50

1415-15.45

16.00-17.00

1715-18.15

19.00-22.00

SCIENTIFIC PROGRAMME

WEDNESDAY, 28 AUGUST 2019

SOUTH SCHOOL EAST SCHOOL ROOM 6
PLENARY SESSION |
Welcome and Opening Plenary: FFN
Best Care Across the World
Coffee Break and Posters
WORKSHOP 1 WORKSHOP 2 WORKSHOP 3

FFN Regionalisation update

Optimizing Acute Care of Vertebral
Fragility Fracture

Break

Slowing the Slippery Slope from
Sarcopaenia to Frailty

FREE PAPERS SESSION 1
Fracture Management

Lunch Break and Poster

FREE PAPERS SESSION 2
Peri-operative Management

LUNCH SYMPOSIUM
with UCB

FREE PAPERS SESSION 3
Research in Fragility Fractures

Lunch Break and Poster

WORKSHOP 4
Orthogeriatrics and FLS

WORKSHOP 5
The Management of Ankle
Fractures in Frail Older People - Can
we do better?

Break

AFTERNOON COFFEE SYMPOSIUM
with Zimmer Biomet

WORKSHOP 6
Scaling up Quality Improvement for
Patients with a Hip Fracture

SYMPOSIUM 1
Forum with FFN UK

SYMPOSIUM 2
Forum with Physiotherapy Societies

NETWORKING DINNER

SYMPOSIUM 3
Orthogeriatric Programs and
implementation challenges

Drinks Reception at the Bodleian Library (19:00-19:30)

14 | 8" FFN Global Congress 2019

Dinner at the Balliol College (19:30-22:00)

8.00-9.35 PLENARY SESSION |
Room: South Welcome and Opening Plenary: FFN Best Care Across the World
School Chairs: Matthew Costa, Xavier Griffin
8.00-8.10 Welcome to Oxford and to the FFN Global Congress
Matthew Costa, Xavier Griffin, United Kingdom
8.10-8.25 FFN Communications Update
Paul Mitchell, New Zealand
8.25-8.40 FFN Regionalisation: where are we now?
David Marsh, United Kingdom
8.40-8.55 FFN Hip Fracture Audit Update:
The Growth of International Hip Fracture Audit
Colin Currie, United Kingdom
8.55-9.10 FFN Education update
Paolo Falaschi, Italy
9.10-9.25 FFN Scientific update
Jay Magaziner, United States
9.25-9.35 Discussion
9.35-10.00 COFFEE BREAK AND POSTERS
10.00-11.30 WORKSHOP 1
Room: South FFN Regionalisation Update: Essentials of Regionalisation
school Chairs: David Marsh, Hannah Seymour
10.00-10.10 The Guide to Formation of National FFNs
Hannah Seymour, Australia
10.10-10.25 Birth and development of FFN-Brazil
Adriana Braga de Castro Machado, Brazil
10.25-10.40 Birth and development of FFN-Philippines
Irewin Tabu, Philippines
10.40-10.55 Birth and development of FFN-Norway
Annette Ranhoff, Norway
10.55-11.10 Birth and development of FFN-China
Manyi Wang, China
1110-11.30 Audience Discussion

8" FFN Global Congress 2019 | 15



SCIENTIFIC PROGRAMME WEDNESDAY, 28 AUGUST 2019

10.00-11.30 WORKSHOP 2

SCIENTIFIC PROGRAMME WEDNESDAY, 28 AUGUST 2019

Room: East Optimizing Acute Care of Vertebral Fragility Fracture: An Update on the
School Role of Augmentation, Bracing and Physical Therapy
Chairs: Manuela Ferreira, Cathie Sherrington

10.00-10.20 Orthatics and taping in the management of vertebral fractures in people with
osteoporosis: a systematic review
Victoria Goodwin, United Kingdom

10.20-10.40 Physiotherapy Rehabilitation for Osteoporotic Vertebral Fracture (PROVE): an
adaptive design randomized controlled trial
Karen Barker, United Kingdom

10.40-11.00 Vertebral Fragility Fractures (VFF)-Who, when and how to operate
Opinder Sahota, United Kingdom

11.00-11.20 Percutaneous vertebroplasty for osteoporotic vertebral compression fracture
Khalid Salem, United Kingdom

11.20-11.30 Audience Discussion

10.00-11.30 WORKSHOP 3

11.45-12.50 FREE PAPER SESSION 1

Room 6 Slowing the Slippery Slope from Sarcopaenia to Frailty: The SIMPLE
Approach to Managing Malnutrition in Hip Fracture
Chair: Jack Bell

10.00-10.05 Welcome
Paolo Falaschi, Italy

10.05-10.25 Multidimensional evaluation of frail subjects with sarcopenia
Silvia Migliaccio, Italy

10.25-10.45 Nutritional intervention in sarcopenia
Lorenzo Donini, Italy

10.45-11.05 A practical approach to nutritional support in hip fracture patients
Antony Johansen, United Kingdom

11.05-11.25 A systematised, interdisciplinary malnutrition program for impLementation
and Evaluation - SIMPLE
Jack Bell, Australia

11.25-11.30 Audience Discussion

11.30-11.45 MOVE SESSIONS
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Room: South Fracture Management
School Chairs: Karsten Dreinhdfer, Takeshi Sawaguchi

11.45-11.53 Geographic variation in surgical care and outcome of hip fractures: an English
cohort study using national hip fracture database (NHFD) data for 2017
Anjali Shah, United Kingdom

11.53-12.01 Total hip replacement for hip fracture: worth waiting for?
Julie R. M. Craig, United Kingdom

12.01-12.09 Radiographic malunion after ankle fractures in older adults: definitions and
new thresholds derived from clinical outcome data from the ankle injury
management (aim) trial
David |. Keene, United Kingdom

12.09-12.17 Could there be a different choice than internal fixation for undisplaced
femoral neck fractures? A population-based study from Danish national
registries
Bjarke Viberg, Denmark

12.17-12.25 Risk factors for revision within 1 year following osteosynthesis of a displaced
femoral neck fracture
Anne Marie Nyholm, Denmark

12.25-12.33 The forgotten femoral fracture: femoral fractures, other than hip fractures, in
the elderly
Julie R. M. Craig, United Kingdom

12.33-12.41 Understanding the lived experience of patients after vertebral fracture
Sonia Singh, Canada

1241-12.49 Intramedullary nailing in unstable fracture patterns: does length matter?
Seth Michael Tarrant, Australia

8" FFN Global Congress 2019 | 17



SCIENTIFIC PROGRAMME WEDNESDAY, 28 AUGUST 2019

SCIENTIFIC PROGRAMME WEDNESDAY, 28 AUGUST 2019

11.45-12.50

FREE PAPER SESSION 2

11.45-12.50 FREE PAPER SESSION 3

Room: East
School
11.45-11.53

11.53-12.01

12.01-12.09

12.09-12.17

1217-12.25

12.25-12.33

12.33-12.41

12.41-12.49

Peri-operative Management
Chairs: Simon Mears, Dieu Donné Niesten

Peri-operative hypothermia in fracture neck of femur (NOF)
Neda Akhtar Hasan, United Kingdom

Safely reducing time to theatre in patients with neck of femur fractures
taking direct oral anticoagulants: a prospective, matched-control
observational study

Joe Lawson, United Kingdom

Crossing quartiles; a large district general's experience in impraving hip
fracture care
Christopher Anthony, United Kingdom

Effect of multidisciplinary treatment approach for geriatric hip fractures. -
Japanese experience

Kenji Shigemoto, Japan

Low 30-days mortality after proximal femoral fracture in japan

Fumio Fukuda, Japan

Palliative care in hip fractures: too little too late?
Mahsa Sarrami, Australia

Hot on hypothermia: increasing awareness of peri-operative hypothermia
William Christian Quelch, United Kingdom

Qualitative study of relative/carer presence in the anaesthetic room for
patients with dementia
Natasha Bahra, United Kingdom
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Room 6 Research in Fragility Fractures
Chairs: Ellen Binder, Donato Agnusdei

11.45-11.53 Maximal isometric knee-extension strength measures indicating sarcopenia
is associated with health-related outcomes and mortality in older patients
with hip fracture
Signe Hulsbzek, Denmark

11.53-12.01 Mobility training for increasing mobility and functioning in older people with
frailty: systematic review
Daniel Treacy, Australia

12.01-12.09 Nationwide trends and risk factors for reoperation due to infection after hip
fracture surgery: a Danish cohort study
Kaja Kjerholt, Denmark

12.09-12.17 Surviving fragility fractures in advanced chronic kidney disease?
Boon Kang Aw Yong, United Kingdom

12.17-12.25 Validation of newly devised subtype classification for atypical femoral
fracture
Yoto Oh, Japan

12.25-12.33 Effectiveness of information technology enabled patient education solutions
in the recovery of older adults with fragility fractures: a systematic review
and meta-analysis
Mellick Chehade, Australia

12.33-12.41 Hospital differences in death rates after hip fracture surgery in Denmark - a
multilevel approach for evaluating variation in 30-day mortality after hip
fracture in a population-based cohort study
Pia Kjeer Kristensen, Denmark

12.41-12.49 Direct oral anti-coagulants in the prevention of venous thromboembalism
following surgery for hip fracture in the elderly
En Lin Goh, United Kingdom

13.00-14.00 LUNCH BREAK AND POSTERS
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SCIENTIFIC PROGRAMME

WEDNESDAY, 28 AUGUST 2019

13.00-14.00

SYMPOSIUM

SCIENTIFIC PROGRAMME

WEDNESDAY, 28 AUGUST 2019

Room: East
School

14.15-15.45

Lunch Symposium with UCB

WANTED. ALL SKILLS ON THE CARE PATHWAY. The value of interprofessional
collaboration
Moderator: Opinder Sahota

NEEDED. Improvements in the care pathway
Opinder Sahota & Julie Santy-Tomlinson, United Kingdom

VALUED. The role of interprofessional collaboration
Elizabeth Anderson, United Kingdom

STRENGTHENED. Working together towards the best care pathway
Elizabeth Anderson, Opinder Sahota & Julie Santy-Tomlinson, United Kingdom

Summary and Close
Opinder Sahota & Julie Santy-Tomlinson, United Kingdom

WORKSHOP 4

14.15-15.45

WORKSHOP 5

Room: South
School

1415-14.23

14.23-14.33

14.33-14.41

14.41-14.49

14.49-15.04

15.04-15.12

15.12-15.20

15.20-15.35
15.35-15.45

Orthogeriatrics and FLS: Two-Sides of the same Coin
Chairs: Paul Mitchell, Markus Seibel

Setting the Scene
An overview of systematic approaches
Paul Mitchell, New Zealand

Discussion 1: Systematic approaches

Hip Fracture Care
Best practice in hip fracture care: An orthopaedic perspective
Takeshi Sawaguchi, Japan

Best practice in hip fracture care: A geriatrician perspective
Jacqueline Close, Australia

Discussion 2: Best practice in hip fracture care

Fracture Liaison Services
Best practice in FLS: A nursing perspective
Jo Sayer, United Kingdom

Best practice in FLS: An endocrinology perspective
Markus Seibel, Australia

Discussion 3: Best practice in FLS

Orthogeriatric Services and Fracture Liaison Services are complementary

20 | 8" FFN Global Congress 2019

Room: East
School

14.15-14.30

14.30-14.40

14.40-14.50

14.50-15.00

15.00-15.45

14.15-15.45

The Management of Ankle Fractures in Frail Older People - Can we do
better?
Chairs: Xavier Griffin, Hannah Seymour

Why Geriatricians hate ankle fractures in older people
Hannah Seymour, Australia

What Geriatricians need to understand about Ankle Fractures - the Clinical
Conundrum from an Orthopaedic Surgean
Xavier Griffin, United Kingdom

Close Contact Casting - the answer?
David Keene, United Kingdom

ORIF or Hind Foot Nails - the answer?
Andy Riddick, United Kingdom

Debate and Audience Discussion

WORKSHOP 6

Room 6

1415-14.20

14.20-14.35

14.35-14.50

14.50-15.30

15.30-15.35

15.35-15.45

15.45-16.00

Scaling up Quality Improvement for Patients with a Hip Fracture - HIP QIP
Chair: Tim Chesser

Introduction
Tim Chesser, United Kingdom

How the collaborative worked: site selection & video
Mike Reed, United Kingdom

Project evaluation & Results
Antony Johansen, United Kingdom

Debate: “How did we save 100 lives in HIPQIP?”

Audience pre-vote

“It's the dietician assistants & the nutrition “(Antony Johansen) vs. “It’s pain
blocks, early surgery and early mobilisation” (Dominic Inman/jocelyn Hopkins)

Audience Discussion
Closing Arguments & Final Vote

Why Scaling up worked, spreading the word into Networks and future plans
for the NHFD
Dominic Inman, United Kingdom

Audience Discussion

MOVE SESSIONS
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SCIENTIFIC PROGRAMME

17.15-18.15

SYMPOSIUM 2

SCIENTIFIC PROGRAMME WEDNESDAY, 28 AUGUST 2019
16.00-17.00 SYMPOSIUM
Room: East Afternoon Symposium with Zimmer Biomet
School
Rapid Recovery Fragility Fracture Hip Pathway
Moderator: René El Attal
16.00-16:15 What are the benefits?

16.15-16:30

16.30-17:.00

17.15-18.15

René El Attal, Austria

Challenges in perioperative care: how to overcome hurdles
René El Attal, Austria

EPA Hip Fragility Benchmarking Study: first results
Kris Vanhaecht, Belgium

SYMPOSIUM 1

Room: South

School

1715-17.20

17.20-17.30

17.30-17.40

1740-17.50

17.50-18.00

18.00-18.10

18.10-18.15

Forum with FFN UK
Chair: Matthew Costa

Background to FFN UK
Matthew Costa, United Kingdomn

Why is a fragility fracture network important for patients?
Nick Welsh, United Kingdom

Acute care in the UK - how surgeons can help to improve outcomes
Andrew Gray, United Kingdom

Acute care in the UK - why we need joint orthogeriatric care
Antony Johansen, United Kingdom

What about rehabilitation?
Rebecca Kearney, United Kingdom

The Royal Osteoparosis Society charter for secondary fracture prevention
Alison Doyle, United Kingdom

Discussion
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Room: East

School
1715-17.20
17.20-17.35

17.35-17.50

17.50-18.05

18.05-18.15

17.15-18.15

Forum with Physiotherapy Societies
Chairs: Sallie Lamb, Anja Dautel

Welcome and Introductions
Sallie Lamb, United Kingdom

Using Hip Fracture Audit Data to Improve Standards
Ruth Ten Hove, United Kingdom

Using Audit Data to improve Physiotherapy Outcomes
Michelle Fitzgerald, Ireland

Using physiotherapy measures for short-term follow-up
Morten Tange Kristensen, Denmark

Discussion

SYMPOSIUM 3

Room 6

1715-17.20

17.20-17.35

17.35-17.50

17.50-18.05

18.05-18.15

19.00-22.00

Orthogeriatric Programs and Implementation Challenges
Chairs: Ellen Binder, Anette Hylen Ranhoff

Welcome and Introductions
Ellen Binder, United States

AGS CoCare: Ortho - US experience disseminating co-management
Daniel Mendelson, United States

Co-management - how and how long?

Cristina Alonso Bouzon, Spain

The Tronheim model of orthogeriatric care - does it translate into real-world
practice?
Lars Gunnar Johnsen, Norway

Discussion

OTHERS

NETWORKING EVENING
Drinks Reception at the Bodleian Library
Dinner at the Balliol College
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SCIENTIFIC PROGRAMME

THURSDAY, 29 AUGUST 2019

SCIENTIFIC PROGRAMME

THURSDAY, 29 AUGUST 2019

10.00-11.30 8.00-9.15

13.00-14.00  11.45-12.50

1415-15.45

16.15-1715

17.30-18.00

18.00-19.00

SOUTH SCHOOL EAST SCHOOL ROOM 6
PLENARY SESSION I1
Acute Care
Coffee Break and Posters
WORKSHOP 7 WORKSHOP 8 WORKSHOP 9

FFN Education Update

Measuring Recovery following Hip
Fracture in Post-Acute Settings

Break

80+: How Old is too Old?

FREE PAPERS SESSION 4
Fracture Prevention

Lunch Break and Poster

FREE PAPERS SESSION 5
Changing Policy

LUNCH SYMPOSIUM

FREE PAPERS SESSION 6
Rehabilitation after Fracture

Lunch Break and Poster

with AMGEN
WORKSHOP 10 WORKSHOP 11 WORKSHOP 12
Secondary Fracture Prevention Peer The Patient, the Fall and the Hip Fragility Fracture and Qualitative
Mentoring Workshop Fracture Research
Coffee Break and Posters
SYMPOSIUM 4 SYMPOSIUM 5 SYMPOSIUM 6

Joint with Bone Health Societies
(ASBMR, IOF, ROS)

FREE PAPERS SESSION 7
Top 6 Poster Presentation
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Joint Symposium with Orthopaedic
Societies (SICOT)

Break

POSTER WALK
Drinks Reception

Joint Symposium with Nursing
Sacieties (ICON)

8.00-9.15 PLENARY SESSION I
Room: South Acute Care
School  Chairs: Henrik Palm, Hannah Seymour
8.00-8.20 RBC transfusion: How low can you go?
Jeffrey Carson, United States
8.20-8.40 s there a role for standards in hip fracture anaesthesia care?
lan Moppet, United Kingdom
8.40-9.00 The National Hip Fracture Database: Setting the standards for hip fracture
care in the UK
Anthony Johansen, United Kingdom
9.10-38.15 Audience Discussion
9.15-10.00 COFFEE BREAK AND POSTERS
10.00-11.30 WORKSHOP 7
Room: South  FFN Education Update
School  Chairs: Paolo Falaschi, Karen Hertz
10.00-10.15 Educational projects in China
Minghui Yang, China
10.15-10.30 The importance of patient/caregiver educationl courses
Stefano Eleuteri, Italy
10.30-10.45 What will it take to provide effective multidisciplinary education for fragility
fracture health professionals?
Julie Santy-Tomlinson, United Kingdom
10.45-11.00 Orthogeriatrics: A model of multidisciplinary approach to fragility fractures
Elias Panagiotopoulos, Greece
11.00-11.15  Orthogeriatrics: Educational Course
David Marsh, United Kingdom
1115-11.30 Audience Discussion
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SCIENTIFIC PROGRAMME

THURSDAY, 29 AUGUST 2019

10.00-11.30

WORKSHOP 8

SCIENTIFIC PROGRAMME

THURSDAY, 29 AUGUST 2019

Room: East
School

10.00-10.05

Measuring Recovery following Hip Fracture in Post-Acute Settings: What
are the best Measures?
Chairs: Lauren Beaupre, Morten Tange Kristensen

Welcome and Introductions
Lauren Beaupre, Canada

11.45-12.50

FREE PAPER SESSION 4

10.05-10.25 Outcome measures recommended for clinical and research use by the
APTA Clinical Practice Guidelines: PT Management of Older Adults with Hip
Fracture
Morten Tange Kristensen, Denmark
10.25-10.45 Optimization of the cross-sectional post-acute rehabilitation course after hip
fracture surgery - which outcome measures are useful?
Lise Kronborg, Denmark
10.45-11.05 Mapping patients’ expectations of recovery after hip fracture
Matthew Costa, United Kingdom
11.05-11.30 Audience Discussion
10.00-11.30 WORKSHOP 9
Room 6 80+: How Old is too Old? Management of the older Patient with Fragility
Fracture
Chair: Joanna Sale
10.00-10.05 Introduction
Joanna Sale, Canada
10.05.-10.15 80+ in the context of an FLS: the patient perspective
Joanna Sale, Canada
10.15-10.30 Medication prescription and adherence in patients 80+
Alexandra Papaioannou, Canada
10.30-10.45 Frailty and FLS
Alexandra Papaioannou, Canada
10.45-11.05 Rehabilitation in Patients 80+
Rebecca Kearney, United Kingdom
11.05-11.25 Managing patients with dementia
Paul Mitchell, New Zealand
11.25-11.30  Audience Discussion
11.30-11.45 MOVE SESSIONS
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Room: South
School

11.45-11.53

11.53-12.01

12.01-12.09

12.08-12.17

1217-12.25

12.25-12.33

12.33-12.41

12.41-12.49

Fracture Prevention
Chairs: Pernille Hermann, Robyn Speerin

Fracture liaison service (FLS) in the UK 2015-18: the royal osteoporosis society
(ROS) support model for implementation, standards, quality improvement
and financial benefit

Alison Doyle, United Kingdom

Reproductive factors and risk of hip fracture: a 10-year follow-up of almost
250,000 Chinese middle-aged adults
Ke Peng, Australia

Patient and public involvement: paper 1. The experience of a priority setting
exercise for research into fragility fractures of the lower limb
Jenny Gould, United Kingdom

Similarities between fracture locations from the American orthopedic
association own the bone initiative
Paul A. Anderson, United States

Patient and public involvement paper 2: experience of interviewing fragility
fracture patients with memory loss and people who care for them.
Richard Grant, United Kingdom

Patient and service-level predictors of bone treatment recommendation
post-fracture: results from the UK national fracture liaison service (FLS)
database

Kassim Javaid, United Kingdom

The increasing problem of fragility fractures: data from the Nottingham
fracture liaison service over 10 years
Dawn van Berkel, United Kingdom

Osloporosis: a study on fragility fractures and osteoporosis in Oslo
Ida Lund, Norway
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11.45-12.50

FREE PAPER SESSION 5

SCIENTIFIC PROGRAMME

THURSDAY, 29 AUGUST 2019

Room: East
School

11.45-11.53

11.53-12.01

12.01-12.09

12.08-12.17

12.17-12.25

12.25-12.33

12.33-12.41

12.41-12.49

11.45-12.50

Changing Policy
Chairs: Stefano Eleuteri, Maroun Rizkallah

The outcomes of hip fracture bundled care program: an early experience in a
Singapore tertiary healthcare centre
Tjun Huat Chua Iva, Singapore

The impact of clinical audit for hip fractures in Ireland
Louise Brent, Ireland

Australian and New Zealand hip fracture registry: the first five years
Elizabeth Armstrong, Australia

Early hip fracture surgery reduces mortality by preventing complications
Boris Sobolev, Canada

Major trauma no longer a young man's disease- data from the major trauma
audit Ireland
Louise Brent, Ireland

10 pence per patient: improving the hip fracture consenting process using
consent form stickers.
Julie R. M. Craig, United Kingdom

Do we follow our own evidence based treatment algorithms?
Christina Frélich, Denmark

Use of frailty indices in ankle fracture management for the older person
Hannah Seymour, Australia

FREE PAPER SESSION 6

12.25-12.33

12.33-12.41

12.41-12.49

13.00-14.00

13.00-14.00

Inter-rater reliability and internal consistency of the new mobility score, the
short falls efficacy scale international and the mini mental state examination
when used in patients after hip fracture.

Jan Arnholtz Overgaard, Denmark

Performance stability and interrater reliability of the 10-meter walking test
and isometric knee-extension strength, and agreement of the verbal ranking
scale when used in patients with hip fracture.

Jan Arnholtz Overgaard, Denmark

The effect of a novel multidisciplinary tele-rehabilitation intervention on
older adults’ function after hip fracture: a non-randomized controlled trial
Patrocinio Aariza-Vega, Spain

LUNCH BREAK AND POSTERS

SYMPOSIUM 3

Room 6

11.45-11.53

11.53-12.01

12.01-12.09

12.09-12.17

12.17-12.25

Rehabilitation after fracture
Chair: Opinder Sahota, Cathie Sherrington

Equity in rehabilitation interventions after hip fracture: a systematic review
Catherine Sackley, United Kingdom

Hip fracture outcomes in the frail older person, predictors of mortality and
nursing home admission
Cliona Sandra Small, Ireland

Risk factors for new and persistent chronic opioid use after hip fracture
surgery: a Danish nationwide cohort study from 2005 to 2016
Nina McKinnon Edwards, Denmark

Why can'ti stand? A local ‘hip sprint’ quality improvement project of failure
to mabilise on day 1 post hip fracture surgery.
Dawn van Berkel, United Kingdom

Restricted-weight bearing and hip fracture
Seth Michael Tarrant, Australia
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Room: East
School

13.00-13.20

13.20-13.40

14.15-15.45

Lunch Symposium with AMGEN

Improving osteoporosis care - a patient centric approach
Moderator: Karsten Dreinhéfer

Estimating the treatment gap in elderly women
Karsten Dreinhdfer, Germany

Strategies to overcome the treatment gap in osteoporosis
Martin Coyne, Ireland

WORKSHOP 10

Room: South

School
14.15-14.30
14.30-14.45

14.45-15.00

15.00-15.15

1515-15.45

Secondary Fracture Prevention Peer Mentoring Workshop
Chair: Robyn Speerin

Development of patient centred outcomes: KPIs for FLSs for the IOF
Kassim Javaid, United Kingdom

A successful business case for the development of a FLS
Christopher Needs, Australia

Identifying people with vertebral fractures in a tertiary hospital setting as
part of a clinical pathway for their care
Lynn March, Australia

Care pathways for the multidisciplinary management of people with
vertebral fragility fractures in primary and secondary care settings
Manuela Ferreira, Australia

Audience Discussion
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14.15-15.45

WORKSHOP 11

Room: East

school

1415-14.30

14.30-14.45

14.45-15.00

15.00-15.15

1515-15.30

15.30-1545:

14.15-15.45

The Patient, the Fall and the Hip Fracture
Chair: Antony Johansen

Can we prevent falls among older people/people with cognitive impairment?
Jacqueline Close, Australia

Can we prevent falls in hospital?
Inder Singh, Australia

Can we learn from people who fall and break their hip in hospital?
Julie Whitney, United Kingdom

Can we stop hip fracture patients coming back with another fall?
Helen Wilson, United Kingdom

Can we prevent falls among older people living in the community?
Sallie Lamb, United Kingdom

Audience Discussion

WORKSHOP 12

SCIENTIFIC PROGRAMME THURSDAY, 29 AUGUST 2019
16.15-1715 SYMPOSIUM 4
Room: South  Joint with Bone Health Societies (ASBMR, I0F, ROS)

School
16.15-16.20

16.20-16.35

16.35-16.50

16.50-17.05

17.05-1715

16.15-17.15

Chair: Kassim Javaid

Welcome and Introduction
Kassim Javaid, United Kingdom

What is a vertebral fracture - current methods for identification
Nicky Peel, United Kingdom

Optimal Management of vertebral and sacral fractures
Opinder Sahota, United Kingdom

ASBMR Taskfarce report on vertebral augmentation for painful vertebral
fractures
Peter Ebeling, Australia

IOF positions on vertebral fracture detection and management
Kassim Javaid, United Kingdom

SYMPOSIUM 5

Room 6

14.15-14.40

14.40-15.05

15.05-15.30

15.30-15.45

15.45-16.15

Fragility Fracture and Qualitative Research: Not Everything can be
Counted
Chair: Cliff Shelton

An overview of qualitative research techniques
Cliff Shelton, United Kingdom

Analysis of qualitative data
Jane Cross, United Kingdom

A framework to inform future practice
Liz Tutton, United Kingdom

Audience Discussion

COFFEE BREAK AND POSTERS
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Room: East

School

16.15-16.35

16.35-16.55

16.55-1715

16.15-17.15

Joint Symposium with Orthopaedic Societies (SICOT)
Chairs: Dave Marsh, Jim Waddell

Fragility fractures of the pelvis
Christiano Saliba, Brazil

Fragility fractures of the acetabulum
Takeshi Sawaguchi, Japan

Discussion

SYMPOSIUM 6

Room 6

16.15-16.25

16.25-16.40

16.40-16.55

16.55-1710

1710-1715

Joint Symposium with Nursing Societies (ICON)
Chairs: Louise Brent, Anita Meehan

Overview of ICON nursing indicator audit for hip fracture
Ann Mabher, United States

Delirium

Anita Meehan, United States

Secondary prevention
Andrea Marques, Portugal

Malnutrition
Heather Mahoney, United Kingdom

Questions and Answers
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NOTES

17.15-17.30 MOVE SESSIONS
17.30-18.00 FREE PAPER SESSION 7
Room: South Top 6 Best Poster Presentations
School Chairs: Louise Brent, Paul Mitchell
17.30-17.35 A team approach to hip fracture care
Susan van der Kamp, Ireland
17.35-1740 Variation in the quality of hip fracture care by day and time of presentation: a
nationwide prospective cohort study from the national hip fracture database
for England, wales and Northern Ireland
Anjali Shah, United Kingdom
1740-1745 Anticoagulation does not increase morbidity or martality in patients
undergoing acute operative hip fracture management
Matt DArcy, New Zealand
1745-1750 Timed-up-and-go time is a predictor of hip fracture independent from bone
mineral density and vitamin d in community dwelling old Icelandic adults
Sigrun Sunna Skuladottir, Iceland
17.50-17.55 Effects of a multi-component cognitive behavioral intervention for the
treatment of fear of falling after hip fracture (fit-hip): a cluster randomized
controlled trial
Maaike Nicoline Scheffers-Barnhoorn, The Netherlands
17.55-18.00 Post-surgery infection and subsequent mortality among hip fracture
patients: different methods for dealing with time-varying confounding in a
Danish population based cohort study, 2004-2016
Alma Pedersen, Denmark
18.00-19.00 OTHERS

Drinks Reception and Poster Walk
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FRIDAY, 30 AUGUST 2018

8.00-9.00

9.15-10.30

1115-12.15

12.30-14.00

14.00

SOUTH SCHOOL EAST SCHOOL

GENERAL ASSEMBLY

PLENARY SESSION Il
Rehabilitation

Coffee Break and Posters

FREE PAPERS SESSION 8
Top 6 Oral Presentation

Break

PLENARY SESSION IV
Secondary Prevention
FFN Global Congress 2020

ROOM 6

OFFICIAL CLOSE OF THE ANNUAL MEETING
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SCIENTIFIC PROGRAMME

08.00-09.00

Room: South
School

OTHERS

General Assembly

09.15-10.30 PLENARY SESSION Il
Room: South Rehabilitation
School Chairs: Lauren Beaupre, Onder Aydingéz
9.15-9.35 Evidence Update: Exercise post hip fracture
Cathie Sherrington, Australia
9.35-9.55 A randomised controlled trial of the sliding hip screw versus X-Bolt Dynamic
Plating System for the fixation of trochanteric fractures of the hip
Xavier Griffin, United Kingdom
9.55-10.15 Preliminary Results of Comparative effectiveness of fragility fracture
integrated rehabilitation management for elderly individuals after hip
fracture surgery: a multicenter randomized controlled trial
Jae-Young Lim, Republic of Korea
10.15-10.30 Discussion
10.30-11.15 COFFEE BREAK AND POSTERS
11.15-12.15 FREE PAPER SESSION 8
Room: South Top 6 Best Oral Presentations
School Chairs: Matthew Costa, Xavier Griffin
1115-11.25 Improving the quality of hip fracture care - how do we sustain the effect of
guality improvement projects?
Robert Wakeman, United Kingdom
11.25-11.35 Best practice standards for hip fracture care: time to reflect?
Tara Coughlan, Ireland
11.35-1.45 When should we start keeping people ‘nil by mouth’ before hip fracture
surgery?
Thayapary Sivagnanam, United Kingdom
11.45-11.55  Using artificial intelligence technology to improve case finding for vertebral
fractures in the fracture liaison service (FLS) setting
Sarah Connacher, United Kingdom
11.55-12.05 1-year risk of nursing home admission after hip fracture surgery
Liv Riisager Wahlsten, Denmark
12.05-12.15 Cost-effectiveness of a provincial fracture liaison service in Ontario, Canada

Joanna Sale, Canada
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12.15-12.30

12.30-14.00

BREAK

PLENARY SESSION IV

Room: South
School

12.30-12.50

12.50-13.10

13.10-13:30

13.30-13.45
13.45-13.50

13.50-14.00

Secondary Prevention
Chairs: Kristina Akesson, Jay Magaziner

Osteoporosis Screening: Identifying the high risk patient for secondary
fracture prevention
Jane Cauley, United States

Sarcopenia: The Next Frontier in Fall and Secondary
Fracture Prevention
Cyrus Cooper, United Kingdom

The role of frailty in fall and fracture prevention
Jagueline Close, Australia

Discussion

Handover of Presidency
Matthew Costa and Jay Magaziner, United States

FFN Global Congress 2020: What to expect in Toronto
Jay Magaziner, United States
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ABSTRACTS

ORAL PRESENTATIONS

Oral Presentations

Wednesday, 28 August 2019

Free Paper Session 1
Free Paper Session 2
Free Paper Session 3

Thursday, 29 August 2019

Free Paper Session 4
Free Paper Session 5
Free Paper Session 6

Top 6 Oral Presentations

Friday, 30 August 2019
Free Paper Session 8

Poster Presentations

Fracture Management
Peri-operative Management
Research in Fragility Fractures
Prevention of new Fractures

Changing Policy

Rehabilitation after Fracture

Top 6 Poster Presentations

38
44
49

55
61
66

73
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ABSTRACTS

Oral Presentation
Wednesday, 28 August 2019
FREE PAPER SESSION 1

0OP 11

Geographic variation in surgical care and outcome
of hip fractures: an english cohort study using
national hip fracture database (nhfd) data for
2017

Shah A. "', Inman D. %3, Cooper C. "*, Fagan E. 3,
Johansen A. 3>, Judge A. "¢

'Nuffield Department of Orthopaedics, Rheumatology and
Musculoskeletal Sciences, University of Oxford, Oxford,
?Department of Orthopaedics, Northumbria Healthcare
NHS Foundation Trust, Northumberland, *Care Quality
Improvement Department, Royal College of Physicians,
London, “MRC Lifecourse Epidemiology Unit, University

of Southampton, Southampton, *Trauma Unit, University
Hospital of Wales, Cardiff, *National Institute for Health
Research Bristol Biomedical Research Centre , University of
Bristol, Bristol, United Kingdom

Treating patients with hip fractures
in the UK costs more than £1 billion a year. The
establishment of a National Hip Fracture Database
(NHFD) and the definition of best practice by NHS
England were intended to reduce unexplained
variation in treatment and outcomes for these
patients. The purpose of this study was to describe
the geographic variation in operations undertaken
following hip fracture admission and their association
with 30-day mortality during 2017 in England.

A prospective cohort study was undertaken
using data from a national clinical registry (the
NHFD), which captures >97% of patients aged >60
treated with hip fractures in England. The NHFD
was linked to Hospital Episode Statistics (HES) so
that all patients could be tracked across subsequent
re-admissions to hospital. We explored geographic
variations in the types of operation undertaken
following admission for three types of hip fracture
(intracapsular, intertrochanteric and subtrochanteric)
and their association with 30-day mortality using
logistic regression models adjusted for demographic
factors.
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NHFD recorded data for 64,211 patients
who underwent operative treatment for hip fracture
in England during 2017. Most had an intracapsular
fracture (59 %) or intertrochanteric fracture (35%,.
There was little geographic variation in outcome for
patients with intracapsular fracture. The percentage
of these who received a total hip replacement (THR)
varied enormously in different hospitals with a range
of 1.7 - 33.0%. No consistent pattern was observed
between this percentage of patients who received
a THR and 30-day mortality in individual hospitals.
THR was unsurprisingly associated with significantly
better 30-day mortality for intracapsular fractures
(adjusted odds ratio [aOR]: 0.62, 95%CI: 0.44-
0.87). In terms of access to surgery, THR patients
were younger (median age 74 vs 84 years), had
a lower Charlson co-morbidity index (55% = 0 vs
26 %) and were more affluent (45 % within guintiles
1 or 2 of the Index of Multiple Deprivation vs 37 %)
than patients receiving a hemiarthroplasty or other
surgery. We did find significant geographic variation
for intertrochanteric fractures where the East of
England region had poorer 30-day mortality (aOR:
1.36, 95% Cl: 1.09-1.70) and the North East had
significantly lower mortality (aOR: 0.66, 95%Cl:
0.48-0.91).

Despite considerable unexplained
variation by hospital in percentage of patients
receiving a THR, and the better outcomes expected
with this operation we found no consistent pattern of
geographic variation for patients with intracapsular
hip fractures. However, significant geographic
variation in 30-day mortality was observed for
patients with intertrochanteric hip fractures, with
higher mortality in the East of England, and lower
mortality in the North East. The extent to which
this reflects variation in approaches to medical
assessment, anaesthesia and other aspects of hip
fracture warrants further investigation using NHFD
and HES data.

ABSTRACTS

0P 1-2

Total hip replacement for hip fracture: worth
waiting for?

Craig ). R. M. ", McDonald S.", BarrR. ).

"Trauma & orthopaedic department, Royal Victoria Hospital,
Belfast, United Kingdom

Total hip replacement (THR) for hip
fracture is increasingly common under the National
Institute for Health and Clinical Excellence (NICE)
guidelines for displaced intracapsular fractures.
However, some units may struggle to offer surgery
by a suitably-experienced surgeon within 36 hours
of admission (i.e. day of admission or the following
day). The objective was to assess the effect of
surgical waiting time on outcomes after THR for hip
fracture.

A Fracture Outcomes Research Database
search identified all inpatients undergoing THR for
displaced intracapsular hip fractures in Northern
Ireland’'s regional trauma centre from January
201 to October 2017 Patients with pathological
fractures, admission over a week post-injury, or
inadequate follow-up, were excluded. Analysis by
2x2 contingency tables was performed for waiting
times by 12-hour or 24-hour groupings.

All operations prior to October 2016 had
adequate follow-up. 262 cases were included, 257
surviving to 1year.

Pre-injury, 97% could walk without assistance,
91% required no walking aids, and 94 % achieved
a full Barthel (functional) score. Mortality at 1 year
(1.9% overall, 3.3% among ASA 3 patients) was
statistically unrelated to time to theatre.
Among patients surviving 1year, 91% maintained or
improved their mobility (less assistance, or similar
assistance but fewer aids). Reduced mobility was
statistically unrelated to time to theatre. Surgery
more than 24 hours after admission was associated
with reduced function at 1year (p=0.049). However,
after excluding patients delayed due to being unfit
for surgery, no association between waiting time and
functional loss was identified.

Under the NICE guidance, THR for hip
fracture provides good survival and maintenance
of mobility and function, even if delayed beyond 36

hours from admission. Delays beyond 36 hours, such
as to facilitate surgical expertise, may be justifiable
as this does not appear detrimental to outcomes in
these patients.

OP1-3

Radiographic malunion after ankle fractures

in older adults: definitions and new thresholds
derived from clinical outcome data from the ankle
injury management (aim) trial

Keene D. |."", Knight R. ?, Dutton S. ?, Handley R. 3,
Willett K.

'Nuffield Department of Orthopaedics, Rheumatology and
Musculoskeletal Sciences, *Centre for Statistics in Medicine,
University of Oxford, *Oxford Trauma Unit, Oxford University
Hospitals NHS Foundation Trust, Oxford, United Kingdom

The rationale for exacting anatomic

reconstruction of ankle fractures is to improve
outcomes by reducing complications from malunion;
however, current definitions of malunion lack
confirmatory clinical evidence.
Methods:  Participants  were  Ankle  Injury
Management (AIM) trial participants who were
aged 60 vyears and over with unstable ankle
fractures. Radiographic and clinical definitions
of malunion were compared. Linear regressions
were used to explore the relationship between
pre-defined radiographic malunion (talar tilt >2°,
talar subluxation >2mm, or tibiofibular clear space
>5mm, and for posterior malleolus malunion >5%
articular surface and articular step >2mm) at 6
months and changes in function measured with the
Olerud and Molander Ankle Score (OMAS) at 3 years.
Piecewise linear models were used to investigate
new radiographic thresholds which better explain
symptom impact on ankle function.

422 participants provided radiographic
and long-term follow-up data. Previously described
measures of radiographic malunion and surgeon
opinion of clinically significant malunion were
shown to be related but with important differences.
The wusual malunion thresholds for talar tilt
and tibiofibular clear space were shown to be
conservative, and new thresholds which better
explain function were identified (talar tilt >2.4° and
tibiofibular clear space >6mm). Based on this new
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definition the presence of radiographic malunion has
an impact on function which is both statistically and
clinically significant (-8.9 points on the OMAS scale;
95% Cl -13.97 to -3.97). In subsequent analysis,
radiographic malunion of a posterior malleolar
fracture was also shown to have a statistically
significant impact on OMAS change scores (-12.5
points; 95% Cl -23.5 to -1.5) but no new threshold
was identified.

These results provide clinical evidence
which support the previously accepted definitions,
whilst suggesting they may be conservative with a
greater tolerance in older patients.

OP1-4

Could there be a different choice than internal
fixation for undisplaced femoral neck fractures?
A population-based study from danish national
registries

Viberg B. ', Frgslev T. ?, Overgaard S. 3,

Pedersen A. B. ?

'Department of Orthopaedic Surgery and Traumatology,
Kolding Hospital - part of Hospital Lillebaelt, Kolding,
’Department of Clinical Epidemiology, Aarhus University
Hospital, Aarhus, *Orthopaedic Research Unit, Department
of Orthopaedic Surgery and Traumatology, Odense University
Hospital, Odense, Denmark

The treatment of choice for patients
with an undisplaced femoral neck fracture (FNF) is
in most guidelines internal fixation (IF). However,
recent randomized controlled trials (RCTs) have
demonstrated that IF treatment is associated with a
higher reoperation frequency (20-24 %) compared to
hemiarthroplasty (5-7%). Hemiarthroplasty patients
had higher mabilization score which is well known to
be associated with lower mortality. The RCTs had too
low number of patients to investigate mortality and
the external validity is questionable. In our study, we
assume that there is no difference in undisplaced
and displaced FNF patients except the degree of
displacement itself. We therefore compared IF
treatment for undisplaced FNF with arthroplasty
treatment for displaced FNF in relation to risk of
mortality and reoperation in patients’ 270 years old.

This is a population-based cohort study
on patients with a FNF operated during 2005-2015
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(both years included) and reported to the Danish
Multidisciplinary Hip Fracture Registry. Data on
medication, comorbidities and reoperations were
retrieved from the National Prescription Database
and Danish National Patient register.

Outcome was reoperation and mortality up to 5 years
postoperatively. Using Cox regression, we calculated
hazard ratios (HR) with 95 % confidence intervals
for reoperation (adjusted for age, sex, Charlson
Comorbidity Index, Body mass index, NSAIDs,
glucocorticoids, antidepressants and statins) and
mortality (further adjusting for reoperation). We
compared IF, defined as screw fixation or sliding hip
screw with arthroplasty, including hemiarthroplasty
and total hip arthroplasty. Reoperation was defined
as any open procedure: deep infection, change of
implant, open reduction, or operation due to a new
(i.e. periprosthetic) fracture but simple removal of IF
implant was not defined as a reoperation.

Among 29,597 FNF patients, 10,337

were treated with IF whereas 19,260 received
arthroplasty (16,437 hemi and 2829 total). Compared
to arthroplasty patients, IF patients were slightly
younger, had a higher comorbidity level, and were
more frequently male. The 1-year mortality was
28.8% for IF and 27.8% for arthroplasty patients
(29.0 % for hemi and 20.6 % for total). Compared to
IF group, the arthroplasty group was associated with
adjusted HR for mortality of 1.26 (1.17,1.37) after 30
days, 1.00 (0.96;1.05) after 1year, and 0.98 (0.95;1.01)
after 5 years postoperatively.
The cumulative incidence of reoperations within 5
years was 12.6% for IF and 10.7% for arthroplasty
patients. Compared with IF group, the arthroplasty
was associated with adjusted HR for reoperations
of 0.83 (0.76;0.90) within 1 year, 0.79 (0.74;0.86)
within 2 years, and 0.84 (0.79;0.90) within 5 years
postoperatively.

Arthroplasty had an associated higher
mortality risk within 30 days but no difference after
1-5 years. There was an associated higher risk of
reoperation within 1-5 years for IF.
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OP1-5

Risk factors for revision within 1year following
osteosynthesis of a displaced femoral neck
fracture

Nyholm A. M. "', Palm H. ?, Sandholdt H. 3,
Troelsen A.", Gromov K.’

'Clinical Orthopaedic Research Hvidovre, Department of
Orthopaedics, Copenhagen University Hospital Hvidovre,
Hvidovre, Department of Orthopaedics, Copenhagen
University Hospital Bispebjerg, Copenhagen NV, 3Clinical
Research Centre, Copenhagen University Hospital Hvidovre,
Hvidovre, Denmark

Displaced femoral neck fractures
present a challenge. Two treatment modalities
exist: Either retain the femoral head and perform
osteosynthesis, or replace it with an arthroplasty.
With osteosynthesis the surgical traumais small and
the natural anatomy of the jointis preserved, with no
need for further revision due to wear of components.
However, the failure rates following osteosynthesis
have been reported as high as 40 %, indicating that
primary arthroplasty may be preferable in some
cases due to lower revision rate. So far the decision
between osteosynthesis and arthroplasty is in many
cases based primarily on the age of the patients.
The objectives of this study was a) To evaluate
risk of revision within 1 year after osteosynthesis
of displaced femoral neck fractures, and b) To
investigate how age, gender, degree of displacement
and bone quality are associated with this risk, in
effort to further help guide the choice of treatment
of these fractures.

All surgeries of a femoral neck fracture
with parallel implants and available x-rays were
collected from the Danish Fracture Database. Data
included age, gender, ASA score and surgical delay.
X-rays were analysed for initial displacement, quality
of reduction, protrusion of implants in the joint and
angulation of implants to the femoral shaft. The
bone guality was estimated using Cortical Thickness
Index. Nondisplaced fractures with posterior tilt <20°
were excluded. Data on revision (to re-osteosynthesis,
arthroplasty or femoral head removal) and vitality was
collected from the Civil Registrational System. Data
was analysed by adjusted cox-regression analysis.

654 cases were included. Mean age was 69
years and 385 (59 %) were female. 356 (54 %) were
Garden Il type fracture with posterior tilt >20° or
Garden Il type fracture, and 298 (46 %) were Garden
IV type fracture. 182 (28 %) had surgery within 12h,
507 (78 %) within 24h and 584 (89%) within 36h.
In 245 (38%) cases the fracture was sufficiently
reduced, while the fracture was still displaced or
with >10° posterior tilt in 409 (62 %). Protrusion of
an implant into the joint was present in 18 cases.
124 (19%) cases were revised and 117 (18%) died
within 1year. Female gender (HR 1.75, CI 115 - 2.63),
surgical delay between 12-24h vs <12h (HR 1.66, Cl
1.05 - 2.63), Garden 4 type fracture (HR 3.05, CI 1.99
- 4.67), insufficient reduction (HR 1.70, CI 1.06 - 2.50)
and protrusion of an implant (HR 2.37, C11.03 - 5.45)
were associated with significant increased risk of
revision. No association between reoperation and
age, Cortical Thickness Index or the angulation of
implants was found.

These findings indicate that risk of
revision is linked mainly to displacement and
reduction of the fracture, with no apparent effect
of age or the quality of the bone estimated by
Cortical Thickness Index. This argues for rethinking
the indication for osteosynthesis, and to include the
younger patients as potential candidates for primary
arthroplasty.

OP1-6
The forgotten femoral fracture: femoral fractures,
other than hip fractures, in the elderly

Craig). R. M. ™", Murphy L., Moffatt R.",
McDonald S.", Diamond O.'

"Trauma c- orthopaedic department, Royal Victoria Hospital,
Belfast, United Kingdom

Fragility fractures can affect any area
of the femur.
Femoral fractures other than hip fractures often
fail to benefit from the databases, governance, and
funding structures applicable to hip fractures.
The objective was to review the demographics
and treatment of femoral fractures other than hip
fractures.
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A Fracture Outcomes Research Database
search identified all inpatients aged over 60 treated
in Northern Ireland’s regional trauma centre from
2000 to 2018 with femoral fractures other than
hip fractures. Hip fractures, pathological fractures,
periprosthetic  fractures, and non-operatively
managed single trochanteric fractures were
excluded. Fracture level was determined by ICD-10
codes and injury descriptors.

1438 procedures in 1320 patients were
identified (mean 70.5 injuries per year). 105 patients
had more than 1 operation, including 20 patients with
contralateral femoral fracture. The mean age was 79
years. 74 % of cases were in women. 54 % of patients
had an ASA (American Society of Anaesthesiologists)
grade of 3 ormore. 72 % were low energy injuries, and a
further 4% were spontaneous. 12.5 % of patients lived
in nursing, residential or sheltered accommodation
pre-injury. 1% involved the proximal femur (of
which 72% received intramedullary nailing). 63%
involved the femoral shaft (of which 61% received
intramedullary nailing). 26 % involved the distal femur
(of which 44 % received internal fixation +/- cabling,
or dynamic plating devices). 24 % of patients received
surgery within 36 hours of admission. Over 60%
waited for over 48 hours.

Elderly patients with femoral fractures
other than hip fractures often have significant co-
morbidities, low energy injuries, and often require
surgery. Many wait more than 2 days for surgery,
but these waiting times are not scrutinised under
the criteria applied to hip fractures. Although not
currently included in national hip fracture data
collection or governance structures, these patients
present similar challenges to hip fracture patients.

OP1-7

Understanding the lived experience of patients
after vertebral fracture

Singh S. ""2, Rekhi G. ?, Bulycz C.", Sidhu A."

'Fraser Health Authority, ?University of British Columbia,
White Rock, Canada

Clinical low trauma vertebral fracture
is the most common type of osteoporosis related
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fracture. These fractures have a profound impact
on patients leading to severe pain, disability and
marked deterioration in quality of life. Guidelines for
best practice management after vertebral fracture,
are not well defined and in some cases conflicting.
This qualitative study explores the lived experience
of patients after vertebral fracture and will help to
define gaps in care and directions for future research
to improve the patient journey to recovery.

Qualitative in-depth interviews with
patients who had sustained a clinical low trauma
vertebral fracture in the past two years. All patients
were recruited from an osteoporosis clinic at
Peace Arch Hospital, located in White Rock, British
Columbia, Canada. A descriptive phenomenology
approach was used in developing the semi-
structured interview guide and in the thematic
data interpretation. All interviews were audiotaped,
transcribed and N-Vivo software used to assist with
thematic analysis and synthesis of results. A sample
size of 12-14 patient interviews was anticipated to
lead to data saturation.

8 patients have participated in the study to
date. All participants were female with an average
age of 70.9 years (SD 9.3). Key themes emerged
from our preliminary analysis: 1) Delayed diagnosis
of an acute vertebral fracture was common and
greatly distressing and frustrating to participants.
Participants reported that health providers seemed
dismissive of their pain, underestimated the severity
of the pain, and seemed unaware of the possibility
of a vertebral fracture. Many patients made multiple
visits to health providers before the diagnosis was
made and felt they had to struggle to get properly
diagnosed. One participant reported being told her
symptoms were related to “loneliness”. Another
reported that paramedics were hesitant to take
her to hospital because “nothing was wrong”. 2)
Feelings of isolation and depression were common
as the pain and disability persisted and repeat visits
to the Emergency Department or doctor’s office did
not lead to significant resolution in their symptoms
or provide them with the support they were looking
for 3) There was confusion around when it was
safe to return to physical activity, what types of
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exercise they could do and what was the cause of
their fracture. No information was provided around
osteoporosis or future fracture prevention prior to
their visit to the osteoporosis clinic.

Management of patients with vertebral
fracture is sub-optimal and improved guidelines
around diagnosis, pain management, appropriate
physical activity and future fracture prevention are
needed. There is a need for heightened awareness
by health providers of the significant impact of
vertebral fractures on patients’ quality of life and
the need for an active treatment and management
plan in collaboration with patients throughout the
recovery period.

0oP1-8
Intramedullary nailing in unstable fracture
patterns: does length matter?

Tarrant S. M. "', Graan D., Kim R.", Balogh Z. "2

Department of Trauma, John Hunter Hospital, *Faculty of
Health and Medicine, University of Newcastle, Newcastle,
Australia

The intertrochanteric fracture pattern
is increasingly fixed with intramedullary nailing.
Failure rates have been quoted up to 10% and
controversy exists whether long or short nails devices
should be used for unstable fracture patterns.

A prospectively collected geriatric hip
fracture database was queried at a level one tertiary
trauma centre. Patients who had an intramedullary
nail between January 2012 and December 2017 were
identified. Fracture pattern was characterised by
AO classification. Demographic and perioperative
data was collected. Nail type and technical factors
and were examined on radiographs. Failure was
identified by representation of the patient to a
hospital within the state with non-union, screw
cut-out, implant breakage or peri-implant fracture.
Mortality was calculated from the Department of
Births, Deaths and Marriages and the Australia New
Zealand Hip Fracture Registry (ANZHFR).

During the study period 2,438 hip fracture
patients were admitted. Intramedullary fixation was
used in 1,210 (49.6 %) patients. Exclusions were in
85 patients who had another nail besides Gamma

3, non-fragility fracture, bisphosphonate fracture,
pathological fractures and fractures below the
subtrochanteric region. Failure requiring revision
surgery occurred in 22 (2.0%) patients. Within
this cohort, 456 were the unstable AO 31A2.2 and
2.3 fracture pattern. The median length of nail
survivorship was 556 (Q1-Q3: 111-1085) days. 311
patients were deceased by 2019 (68 %). Short nails
were used 339 (74 %) and long nails in 117 (26 %).
The prevalence of failure in the unstable group was
2.4% (n=11) at a median post-operative time of 413
days (Q1-Q3: 111-672). This included 2 screw cut-outs,
3non-unions and 6 peri-implant fracture. Ten short
nails (2.9%) and 1long nail (0.8 %) failed. There was
no different in age (years, SD- fail: 81.9 (+4.1) vs non-
fail: 86.0 (+8.6), p<0.250), sex (female; n, %: 8 (72 %)
vs 84 (64 %), p=0.329) or ASA status (mean, SD:
3.1 (x0.5) vs 3.3 (x0.6), p=0.300). Technical factors
were not a risk for failure. Tip apex distance (19.8
(18.5-23.7) vs 18.0 (14.6-214), p=0.088), proximal
nail engagement (9 (82 %) vs 368 (83 %), p=0.926),
lateral overhang (11 (100 %) vs 364 (82 %), p=0.121),
Cleveland index 5 or 8 (10 (91%) vs 413 (93 %),
p=0.810) and varus reduction (0 (0%) vs 26 (6.7 %),
p=0.377) did not show any difference between
groups. Competing risk regression analysis was used
to examine nail length and failure demonstrating no
difference (Subhazard Ratio: 0.28 95% Cl: 0.04 -
2.25,p=0.235).

Our institution demonstrated a low
overall failure rate. There was no difference in failure
between short and long nails, but potential for
type 2 error exists. With low failure rates, the value
of registries to collect meaningful data regarding
fracture pattern to help surgical decision making
should be explored.
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OP 2-1

Peri-operative hypothermia in fracture neck of
femur (nof).

Hasan N. A. ", Lam C. W. G.", Wensley K., Deen S. ",
Chatterjee A. '
'Ortho-geriatrics, Royal Berkshire Hospital, Reading, United
Kingdom

Recent literature has highlighted the
importance of avoiding hypothermia in patients
undergoing surgery for NOF throughout the pre,
intra and post-operative periods. Hypothermia,
(temperature <36°C) has been associated with
increased risk of periprosthetic infections, bleeding,
myocardial infarction, pain and prolonged hospital
stay.
NICE CG65 recommends that hypothermic NOF
patients should be actively warmed to >36°C before
induction and maintained >36°C throughout their
intra and post-operative course. Temperature should
be recorded every 30 minutes intra-operatively
and every 15 minutes in recovery. To evaluate the
incidence of inadvertent hypothermia and it's
complications in patients undergoing surgery for
NOF at the Royal Berkshire NHS Foundation Trust
(RBFT).

232 NOF patients admitted to RBFT
between July 2017 and January 2018 were identified
from the National Hip Fracture Database. Data was
collected on a proforma from patients’ paper and
electronic notes, with results inputted into an excel
document online. Data included demographics, type
of surgery, anaesthetic route and agents used, and
co-morbidities. Temperature records immediately
before the leaving the ward, intraoperatively, in
recovery, and up to 24 hours postoperatively were
recorded. Peri-prosthetic wound infections and
bleeding incidence was also recorded.

70% (163) were females and the average
age was 83 vyears (61-99). Most patients were
induced using general anaesthesia (202) and the
commonest methods of fixation were uncemented
hemiarthroplasty (82) and internal fixation (55). Only
37% of patients had a single temperature recorded
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intraoperatively. Furthermore, single temperature
readings were common in recovery. 9 patients
were hypothermic in recovery post operatively,
with a falling trend in temperatures down to
34.8°C as the lowest reading. Only 3 patients were
hypothermic in the postoperative phase, with the
lowest temperature being 35.5°C. Temperatures
of <36.5°C occurred in 61 patients in recovery
and in 43 patients postoperatively. 4 patients
had periprosthetic infections, 2 of which had
postoperative temperatures of 35.8°C and 36.2°C. 45
patients exhibited peri-operative bleeding requiring
transfusions. Of those 45, 2 were hypothermic during
recovery. Interestingly, 22 of them had temperatures
of <36.5°Cin recovery.

Discussions were held in the Trauma,
Anaesthetic and Hip fracture governance meetings
to improve the recording of intraoperative recording
whilst continuing with the intraoperative warming
procedures. Staff working on Trauma wards and
the Hip Fracture Unit were made aware of the
importance of maintaining temperature >36 degrees
in the preoperative and postoperative period. Further
PDSA (Plan See Do Act) has been commenced to
improve the clinical practice to prevent hypothermia
in NOF surgery.

OP 2-2

Safely reducing time to theatre in patients
with neck of femur fractures taking direct oral
anticoagulants: a prospective, matched-control
observational study

Mayor A. S. E.7, Lawson J. "2, Brooke B. T.?

'"Anaesthesia and Critical Care, *Trauma and Orthopaedics,
Calderdale and Huddersfield NHS Foundation Trust, Leeds,
United Kingdom

Evidence demonstrates that delays to
surgical management of neck of femur (#NOF) fractures
leads to increased length of stay (LOS), morbidity
and mortality. Recent literature has established that
patients taking direct oral anticoagulants (DOACs)
frequently have their surgery delayed by greater than
the National Hip Fracture Database recommended 36
hours, and therefore suffer from these complications.
We have proven this delay to surgery to be unnecessary
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byintroducing a novel protocol supporting anaesthesia
(regional or general) and surgery 24 hours after last
DOAC dose. This was shown to be safe with regards to
rates of blood transfusion, wound leakage, vertebral
canal haematoma (VCH) and LOS compared to non-
anticoagulated matched controls.

In June 2017 Calderdale & Huddersfield
NHS Foundation Trust introduced a protocol based
on the passage of 2 elimination half-lives (24 hours)
and/or drug reversal before anaesthesia and neck of
femur surgery for patients receiving Factor Xa and
direct thrombin inhibitors. For 18 months all patients
with a #NOF taking a DOAC and requiring surgical
management were prospectively audited and
compared to matched non-anticoagulated controls
of the same age (within 5 years), ASA grade and
having the same surgical procedure by same grade
of surgeon. Data collected included peri-operative
blood transfusion rates, wound leakage, LOS and
incidence of VCH. Patients in both the DOAC and
control groups were transfused via the same Trust
#NOF transfusion protocol to eliminate any bias
between the groups.

The DOAC group had a reduced incidence
of transfusion (38 %) compared to the control group
(47%). Wound leak complications were the same
in both groups (15%) and there was no difference
in mean LOS (201 days in DOAC group vs 20.5 in
control). There were no incidences of VCHs in either
group.

This audit demonstrates the safety of
anaesthesia and fractured neck of femur surgery at
24 hours post last DOAC dose ingestion. There was
no increase in rates of blood transfusion, wound
leakage or VCH between the DOAC group compared to
the non-anticoagulated control group. Furthermore,
expediting surgery in the DOAC group reduced LOS to
the same as the non-anticoagulated control group.
These results show that this protocol for surgery and
anaesthesia is safe and has the capacity to reduce
the morbidity and mortality associated with the
increase in LOS that DOAC patients with femoral
neck fractures currently suffer.

OP 2-3

Crossing quartiles; a large district general’s
experience in improving hip fracture care
Anthony C. "', Malaj M. ¢, 0'Connor P. ?

"Trauma and Orthopaedics, “Anaesthesia, Mid Yorks NHS
Foundation Trust, Wakefield, United Kingdom

Hip fractures are a very common
occurrence with over 60 thousand each year in
England alone. Patients have high levels of morbidity
and mortality. As such a national tariff has been
introduced to incentivise best practice care. In 2017
our hospital, a large district general admitting 500 -
600 hip fractures a year, performed poorly. Only 51%
of admissions received surgery within 36 hours one
of the key criteria. This left the trust ranked 152/160
hospitals in England. In 2017 hip fracture surgery was
cancelled or rescheduled 126 times.

In response to this several changes were
made in 2018 to the way hip fractures were assessed.
Although there was previously an all day hip fracture
list this was staffed by a different anesthetist
everyday. An anesthetist of the week was introduced
providing greater continuity and allowing earlier
optimization of patients as they are normally now
reviewed on admission for surgery the next day.
The anesthetic team now attends the daily trauma
meetings and steps have been taken to foster closer
working with the orthogeriatric team.

As a result of these changes over 85% of hip
fractures were operated on within 36 hours in 2018
with only 31 patients being rescheduled or cancelled.
This placed the trust 20/153 in England for that year.
Overall rates for meeting the best practice tariff
improved from 44.9% (132/160) to 81.6% (18/159).
In addition to this average length of stay improved
from over 17 days to fewer than 12. We anticipate an
improvement in our adjusted mortality figures when
these are published.

These changes have dramatically improved
our hip fracture service and may provide a template for
other trusts to replicate.
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OP 2-4
Effect of multidisciplinary treatment approach
for geriatric hip fractures. -japanese experience-

Shigemato K. "', Sawaguchi T.", Goshima K.,
Iwai S.", Fujita K., Kataoka T.", Taninaka A. "

'Orthopaedic Surgery and Joint Reconstructive Surgery,
Toyama Municipal Hospital, Toyama, Japan

We report the results of the
multidisciplinary treatment approach for geriatric hip
fractures and evaluate its effectiveness.

The multidisciplinary treatment approach
has been applied in our hospital since 2014. Elderly
patients who were admitted to the Orthopaedic
department with fragility hip fractures were
included in the integrated pathway. 770 hip fracture
patients admitted with an acute hip fracture over a
five-year period. We excluded 92 patients: all those
aged < 65, those with pathological fractures, those
undergoing conservative treatment, and those
with multiple injury. Time to surgery, hospital stay
length, postoperative complications, osteoporosis
treatment, functional recovery, and in-hospital
mortality, 90-day mortality, and 1-year mortality
were evaluated. The medical costs were compared
with those in other acute phase hospitals every year.

The average days from patient admission
to surgery were 1.6 days, those were about 3
days shorter than the annual national average.
The average duration of hospital stay was 19.6
days, those were more than 14 days shorter than
the annual national average. The most frequent
complication was deep venous thrombosis (14.9 %),
following was dysuria (14.3 %). In addition, as serious
complications, pneumonia 3.4 %, heart failure 0.8 %,
and pulmonary embolism 0.8 %, and the in-hospital
mortality rate was 1.2%. The rate of patients who
had anti-osteoporosis pharmacotherapy at the
time of admission was only 23%, but the rate at
discharge was 90%, and the continuation rate of
pharmacotherapy was 84% at 1-year follow-up
thanks to the fracture liaison service. At the time
of their discharge from rehabilitation hospital, the
proportion of patients who recovered to pre-injury
functionality was increased from 35% to 47 % after
multidisciplinary treatment approach. The 90-day,
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180-day and 1-year mortality rates were 2.4 %, 6.6 %
and 12.9% respectively. The total hospitalization
medical cost per person for the multidisciplinary
treatment was lower than other hospital costs every
year.

: We have organized multidisciplinary
team for geriatric hip fracture, and this approach
resulted in shorter time to surgery and hospital
stay than national average. The multidisciplinary
treatment has kept high rate of osteoporosis
treatment at discharge and at follow-up, and better
functional recovery. Furthermore, the total medical
cost per person was less than national average.
Multidisciplinary treatment approach for geriatric
hip fractures is possible to conduct in Japan and was
effective.

OP 2-5

Low 30-days mortality after proximal femoral
fracture in japan

Fukuda F. "7

Orthopaedic Surgery, Kitakyushu General Hospital,
Kitakyushu, Japan

The Japanese Orthopaedic Association
(JOA) performed an annual nationwide survey of
hip fractures. In the report from 2016, 100,401
hip fractures were registered, and it was divided
into 48,893neck fractures and 51153 trochanteric
fractures. Patients were surgically treated in
94.8%and non-surgically in 52%. The mean
duration of preoperative hospital stay was 4.2 days
and the mean duration of hospitalization was 36.8
days, respectively. On the other hand, the time
to surgery of our hospital was 2.1days (68 % were
treated within 48 hours), and the length of hospital
stay was 20.1 days, eventually 90 % of patients were
transferred to the other hospitals for rehabilitation.
There are not specific geriatric doctor
in most of Japan hospitals, and orthopedic doctors
evaluates a physical status before operation by
themselves, if necessary, we have to even consult
to the physician.30-day mortality after hip fracture
in Japan is lower than the other countries, resulting
1-3% to 5-10 %, however the situations we face as
above.
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Our hospital 30-day mortality was 1.6 %,
death in hospital was 13 patients out of 777 cases
which are age of 65 years or older between 2012 to
2016.

We also analyzed Diagnosis Procedure Combination:
DPC in 2017, 32,747 patients with hip fracture at 650
hospitals using EVE® (Medical data visionInc., Tokyo,
Japan). Patients were divided into the category, depend
on time to surgery, such as early groupup to 2 days in
1174 cases (34.5%), delayed group longer than 2 days
in 21,237 cases (65.5%). As a result, early and delayed
group of hospitalization period (day)was 23.1 and 27.0,
cost per day($) was 508.7 and 4931, total hospital
charges($)was 11,751 and 13,126,and death in hospital
was 114(1.0 %)and 222(1.0 %), respectively.

Conclusion: 30-day mortality after hip fracture in
Japan is lower than the other countries, resulting
1-3% to 5-10 %,

OP 2-6
Palliative care in hip fractures: too little too late?

Sarrami M. "', Ridley W. "?, Zhang G. "?, Tarrant S. 3

'University of Newcastle, Newcastle, “University of New
England, Armidale, *Orthopaedic department, John Hunter
Hospital, Newcastle, Australia

Hip fracture is an increasing burden for
the global population. Wide clinical variation exists
regarding surgical intervention. There is a paucity
in the literature regarding the role of palliation in
unpreventable hip fracture mortality. Moreover, high
rates of operative intervention rates for hip fracture
contribute to unnecessary economic burden.

A University affiliated Level 1 Trauma
centre examined 1,344 hip fractures captured by
the national registry between February 2015 to
June 2018. Coding was acquired for hip fractures
regarding change of care classifications to palliative
care. Demographics including age, sex, and Charlson
Comorbidity Index (CCl) were prospectively collected.
Chart review was conducted regarding the events of
admission that led to palliation.

From hospital coding 35 patients had
admission status changed to “Palliative” (n=32) or
“Transfer to Palliative Facility” (n=1). There were 20

inpatient deaths, and 13 transfers to another facility.
The mean age was 84.1 (+ 6.6) years and 20 (61%)
were female. Mean age adjusted CCl was 7.8 (+2.7).
Twelve patients (36%) had cognitive impairment
and 15 (45%) were from a residential aged care
facility. An operation was booked in 28 (85%) of
cases with 26 receiving an operative intervention.
Serious adverse event (SAE) occurred in 7 cases pre-
operatively. After surgery, medical decompensation
leading to palliation occurred at a median of 1.7 (1.2-
6.8) days post op, it was then a median of 2.7 (0.7
-11.9) days to the decision to palliate and a further
3.8 (1.7 - 12.7) days until death. The decision to
palliate was made by orthogeriatrics in 48 % (n=16)
of cases and orthopaedics in 30 % (n=10). Palliative
care was involved in the following: 4 (12%) patient
consults, 2 (6 %) phone consults and 19 (58 %) end of
life clinical nurse consultant consults.

Considering the high rates of operative
intervention in patients that are palliated, the peri-
operative input of a palliative care service appears
under-utilised. This is in the context of the role of
surgery as a palliative intervention being poorly
quantified.

OP 27

Hot on hypothermia: increasing awareness of peri-
operative hypothermia

Quelch W. C. "', Khan S.", Ahmed A.", Hasan N. ',

Iyer S.7, Chatterjee A’

'Royal Berkshire Hospital, Reading, United Kingdom

Research has shown that even mild
hypothermia can lead to increased post-operative
complications in patients undergoing surgery for
fractured neck of femur. These include peri-prosthetic
infection, bleeding and transfusion requirement,
increased hospital stay, myocardial infarctions and
post-operative pain. A previous quality improvement
project (QIP) ‘Acute Bay in the Hip Fracture Unit’ at
Raoyal Berkshire Hospital identified 4 hypothermic
patients out of 13. Only 37% of patients had an
intraoperative temperature recording. Our objectives
were to improve the recording of intraoperative
recording of temperature during surgery for fractured
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neck of femurs and to determine the incidence of
perioperative hypothermia. To raise awareness of
perioperative complications relating to hypothermia
among key groups of the multidisciplinary team.

The National Hip Fracture Database was
usedtoidentify the patients. 232 patients notes were
audited to determine the recording of perioperative
temperature, and the incidence of hypothermia
peri- and post-operatively. Over the course of 5
months two “Plan Do Study Act” (PDSA) cycles
were completed to implement changes in practice.
Awareness was raised throughout the clinical
team via teaching sessions, clinical governance
meetings (Hip Fracture, T&0 and Anaesthetic)
and departmental teaching presentations. Posters
were displayed around the wards to encourage the
implementation of the current NICE guidelines. Data
was input into Excel sheet and analysed.

Baseline recording of intraoperative
temperature was 37%. Following the interventions
this steadily increased to 52% and 81% in the
next PDSA cycles. Changes in clinical practice
such as recording of temperature an hour before
surgery, improved handover from Recovery staff
and availability of warming devices on the ward has
led to a decrease in the incidence of intraoperative
hypothermia. The incidence of perioperative hypothermia
was reduced from our initial baseline of 6.6 % to 6%
and then 0% in the final PDSA cycle.

This QIP has lead to significant and
sustained improvements in both the monitoring
and managing of perioperative hypothermia.
Intraoperative temperature is now recorded 82 % of
the time. Reduction of perioperative hypothermia in
Hip fracture patients should be a priority and can be
achieved by a multidisciplinary approach.
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Qualitative study of relative/carer presence in the
anaesthetic room for patients with dementia
Bahra N. "', Alexander G. %, Mulvaney E. 3,

Storrie K.-A. #, Noah A.", Moppett .’

'"Anaesthesia and Critical care, University of Nottingham,
?Anaesthesia, Orthopaedics, “Theatre, Queen’s Medical
Centre, Nottingham, United Kingdom

Dementia and confusion is common
in patients with hip fracture. The process of
anaesthetic induction can be a confusing and
frightening experience, even in the absence of
cognitive impairment.

Parental presence in the anaesthetic room is now
routine for children and is of benefit for both child
and parent.

In an attempt to individualise care for patients
with cognitive impairment, Nottingham University
Hospitals (NUH) trialled Carer2Theatre; a scheme
exploring the impact of having a relative/carer
present in the anaesthetic room for these vulnerable
adults, with the aim of providing reassurance and a
familiar face.

To explore the experience and attitudes
of relatives/carers and staff surrounding relatives/
carers accompanying confused patients from the
ward to the anaesthetic room.

Aqualitative single centre study composed
of interviews at Queens Medical Centre trauma and
orthopaedic wards. Semi-structured interviews were
conducted with 5 relatives/carers and 20 members
of staff, with the outcome of collecting and analysing
attitudes towards the scheme.

The data were analysed thematically, coding the data
and accumulating the appropriate codes together to
form themes.

Benefits arising from the scheme included
aspects such as improved communication, efficiency
and the improved quality of care, all from
accompaniment by a relative/carer in the anaesthetic
room. Participants established the main goal of
accompaniment was to provide reassurance to
the patient, delivered by a trusted familiar face.
Although the patient was recognised to be the
primary beneficiary, the relative/carer was also
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reassured about the quality of care given to their
relative. Most perceived drawbacks of the scheme
stemmed from its novelty and practicalities of
implementation. Carers highlighted the need for
realistic information about what would happen in
the anaesthetic room.

. Carer2Theatre may improve the quality
of care (perceived and actual) for some patients with
dementia. As with paediatric patients this should
be an option for carers to consider. We recommend
wider adoption, though local practical issues need
careful consideration.

FREE PAPER SESSION 3

OP 3-1

Maximal isometric knee-extension strength
measures indicating sarcopenia is associated with
health-related outcomes and mortality in older
patients with hip fracture

Hulsbzk S. "', Kronborg L. ?, Kristensen M. T. "3

Physical Medicine and Rehabilitation Research -
Copenhagen (PMR-C), Department of Physiotherapy,
Copenhagen University Hospital, Amager-Hvidovre, Hvidovre,
University College Copenhagen, Copenhagen, *Department
of Orthopaedic Surgery , Copenhagen University Hospital,
Amager-Hvidovre, Hvidovre, Denmark

Findings of a 2016 study by Menant et
al, suggest thatasimplelowerlimb strength measure
indicating sarcopenia is equal to measures of muscle
mass in predicting health-related outcomes in older
people. It is unknown if similar associations are
present in patients with hip fracture. We therefore
aimed to examine if strength measures indicating
sarcopenia provide similar associations with health-
related outcomes and mortality after hip fracture.

36 men and 114 women, mean (SD) age
of 79.3 (7.6) years (68 femoral neck- and 82 with a
trochanteric hip fracture), from three studies by
Kristensen (2009) and Kronborg (2014,2017), of
whom the majority (75%) had a high prefracture
functional level, were studied. Using cut-points
from Menant, being the lowest sex-specific quintile;
< 23.64 kg for men and < 15.24 kg for women, we
compared maximal isometric  knee-extension
strength  (non-fractured limb) with outcomes

of Cumulated Ambulation Score (CAS) for basic
mobility, 10m gait speed, Timed Up and Go (TUG),
and the Short Falls Efficacy Scale International for
fear of falling, within a mean of 8.2 (2.8) days post-
surgery. Correspondingly, association with 1-year
mortality was examined in cox regression analysis,
adjusted for age, sex, BMI, pre-fracture function,
cognitive status, type of fracture, and health status.

The average knee-extension strength
was 26.3 (9.5) kg and 17.0 (6.9) kg, respectively,
for men and women, of which 14 (39%) and 55
(48 %) were classified as sarcopenic and associated
with significantly (p<0.01) worse outcome for all
assessments. The fractured limb strength (%non-
fractured) for femoral neck and trochanteric
fractures were 69% and 45%, respectively, but
the presence of sarcopenia was similar for the two
fracture types. Patients with signs of sarcopenia
used more days to achieve an independent CAS
score (mean of 1.7 [95%CI 0.6-2.8] days) walked
slower (mean of 0.21 [0.13-2.29] m/s), used longer
time performing the TUG (mean of 11.1 [6.4-15.9]
seconds), and expressed a greater fear of falling
(3.5 [1.6-5.4] points) compared to those with knee-
extension strength measures above the cut-points.
These differences are larger than that considered a
minimal clinical important difference. Overall 1-year
mortality was 11.3% (1.3% if non-sarcopenic and
10 % if sarcopenic), while adjusted hazard ratios for
mortality was 71 (95 %UCI=1.5-33.0) for patients with
signs of sarcopenia.

Our findings of lower limb strength
indicating sarcopenia being associated with
functional performances, fear of falling and
mortality in patients with hip fracture corresponds
to findings in older people without fracture. 75%
of patients had a high pre-fracture functional level.
Thus, the presence of sarcopenia in a consecutive
series of patients with hip fracture will be markedly
larger than reported in the present non-consecutive
series. This underline the importance of new studies
specifically focused at improving muscle strength of
older patients with hip fracture.
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Mobility training for increasing mobility
and functioning in older people with frailty:
systematic review

Treacy D. ""?, Sherrington C.", Cameron .3,
Hassett L., Schurr K. 4, Fairhall N.

'Institute for Musculoskeletal Health, University of Sydney,
Sydney, *Physiotherapy Department, Prince of Wales
Hospital, Randwick, >John Walsh Centre for Rehabilitation
Research, Kolling Institute, Northern Sydney Local Health
District, St Leonards, *StrokeEd Collaboration, Regents Park,
Australia

Frailty is a common geriatric syndrome,
characterised by decline across multiple body
systems, causing decreased reserve and increased
vulnerability to adverse health outcomes. Reducing
functional decline should be considered a key goal
of intervention for frail older people. High rates of
functional decline are evident in frail, community-
dwelling older people, with an estimated 27% of
frail older people experiencing concurrent disability.
Interventions that slow functional decline in the frail
population will impact upon morbidity and mortality.
The aim of this systematic literature review
was to determine if mobility training
interventions are effective in increasing
function and mability within a frail population.

The Cochrane methodology for
systematic reviews was followed. Eight
databases (Cochrane Register of Controlled
Trials, MEDLINE, EMBASE, AMED, PsycINFO,
PEDro, Clinical Trials.gov, and the WHO
trials portal) were systematically searched
for randomised controlled trials from. Two
independent reviewers screened titles,
abstracts and full text of potential studies
against eligibility criteria. Study quality was
assessed using the Cochrane risk of bias toal.
Overall quality of the evidence for the main
analyses was assessed using the GRADE
approach. All analyses were conducted using
random effects models.

12 studies were identified that meet
the eligibility criteria. In total, 1142 patients were
enrolled (582 in the treatment group, 560 in control
group). The average age of the participants was 82

50 | 8™ FFN Global Congress 2019

years, and 73% of them were women. There was
low to high quality evidence that mobility training
improved both function (9 studies, SMD= 0.80; 95%
Cl 0.27 to 1.32) and mobility (12 studies, SMD= 0.47,
959% (I 0.27t0 0.68).

The results indicate that mobility
training provided to a frail population is effective for
improving function and mability.

OP3-3

Nationwide trends and risk factors for reoperation
due to infection after hip fracture surgery: a
danish cohort study

Kjorholt K. E. E. ™, Frgslev T.", Pedersen A. B."
Department of Clinical Epidemiology, Aarhus University
Hospital, Aarhus, Denmark

Reoperation due to infection is a
serious complication after hip fracture (HF) surgery
and is associated with a 3-fold increased risk of
mortality compared with patients without infection.
Previous studies reported conflicting results
regarding trend in risk of revision due to prosthetic
joint infection after elective total hip arthroplasty.
No previous studies evaluate changes in the risk of
infection solely after HF surgery, and these patients
have a higher risk profile due to comorbidity, fragility
and acute surgery. We aimed to examine trends in
the risk of reoperation due to infection following HF
surgery in Denmark over a 12-year period, from 2005-
2016. Furthermore, we aimed to identify risk factors
associated with reoperation due to infection.

We designed a population-based cohort
study using individual-level data from Danish
nationwide registries. We calculated biannual
cumulative incidences of reoperations with 95 %
confidence intervals (Cl) within 3 months and 1
year of surgery. We used the pseudo-observation
method to calculate crude and adjusted cumulative
risk ratios (RR) with 95 % Cl, with the years 2005-
2006 as the reference period. The RRs were adjusted
by age, sex and comorbidity (Charlson Comorbidity
index score low, medium and high). We calculated
RRs for potential risk factors for reoperation due to
infection.
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We identified 74,771 incident HF surgery
patients > 65 years old during 2005-2016. Within 3
months after surgery, the cumulative incidence of
reoperation due to infection was 0.82 % in 2005-
2006 and 0.72 % in 2015-2016, corresponding to
an adjusted RR of 0.88 (0.66-1.18). The cumulative
incidence within 1 year after surgery was 1.26 %
in 2005-2006 decreasing to 1.02 % in 2015-2016
[adjusted RR= 0.80 (0.63-1.02)]. At 3 months of
follow-up, the adjusted RR for reoperation due
to infection was 2.27 (1.92-2.68) for total/hemi
arthroplasty (vs osteosynthesis), 0.60 (0.50-0.71)
for per/subtrochanter fractures (vs fracture of
the femoral neck), and 1.22 (0.98-1.54) for high
comorbidity level (vs low). RR for reoperation
decreased with increasing age. Similar risk factors
were identified at 1year of follow-up.

: The risk of reoperation due to infection
within 3 months and 1year of HF surgery has slightly
decreased during 2005-2016. We observed that
total/hemi arthroplasty, high comorbidity level,
fracture of the femoral neck, and age between 65-74
were associated with higher risk of reoperation due
to infection.

oP3-4
Surviving fragility fractures in advanced chronic
kidney disease?
Aw Yong B. K. "', Nazanin S.7, Tamara S. ",
Dawn V. B.", Terence O.", Opinder S.'
Healthcare of Elderly, Nottingham University Hospitals NHS
Trust, Nottingham, United Kingdom
Patients with advanced chronic

kidney disease (CKD) can sustain hip fractures
from either CKD-mineral bone disease (MBD) or co-
existing osteoporosis which would require different
approaches to reduce the risk of future fragility
fractures. A cross-sectional analysis of bone health
management for patients with CKD stage 4 (15-
29mL/min/1.73m?) and 5 (>15mL/min/1.73m?) post-
hip fracture was performed.

Relevant data on patient demographics,
co-morbidities, admission details, fracture and
bone health were collected for all patients admitted

in 2015-2016 from the hospital electronic health
records.

3% (47/1579) of patients had either CKD
stage 4 (72%) or 5 (28 %). The mean (SD) age was
83 (8.8) years, and 49 % had >2 other co-morbidities.
32% (11/34) of CKD 4 and 92% (12/13) of CKD 5
patients were under ongoing specialist renal care.
70% (33/47) of patients were admitted under
orthopaedic wards in the main campus with the
remaining 1% (5/47), and 19% (9/47) admitted
to renal and orthopaedic wards respectively in
city campus. Raised serum alkaline phosphatase,
phosphate and parathyroid hormone above local
reference range were present in 28 % (13/43), 22%
(9/41) and 88% (35/40) of patients respectively.
94 % (44/47 patients) proceeded to have surgery.
Inpatient mortality was 11% (5/47 patients). All
patients had an active bone health plan which
varied on discharge. 86 % (36/42) of patients were
prescribed vitamin D supplements, of which 38%
(16/42) were co-prescribed calcium supplements.
Onward referrals for DEXA scan, subcutaneous
denosumab, new renal appointment, and new
osteoporaosis clinic appointment were made for 7%
(3/42), 24% (10/42), 9% (2/22), and 21% (9/42)
of patients respectively. Survival post-hospital
discharge was poor. At 1year and 2 years respectively,
only 47% (22/47) and 19% (9/47) of patients were
still alive. Genders, age, CKD stage and additional co-
morbidities were not linked to either 1year or 2 years
survival post-hospital discharge. Patients admitted
to renal or orthopaedic wards in city campus (on-site
renal service) had lower 1-year mortality than those
admitted to orthopaedic wards in the main campus
(23 % vs 67%, p=0.01), but the numbers were small
(22/33 vs 3/13). 68% (17/25 patients), who were
already under the renal team care, attended renal
clinic within 2 years following discharge but none
were referred for any bone protection services.
% (5/47) of patients attended osteoporosis clinic
within 2 years following discharge, which 33% (3/9)
referred and 6% (2/33) not referred attended. No
clear diagnosis of CKD-MBD or osteoporosis were
made during admission or on clinics. 13% (6/47
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patients) were readmitted with fractures within 2
years.

Advanced CKD in patients with hip
fractures is associated with poor survival with
only one-in-five alive 2 years post-fracture. Hence,
bone health intervention will need to take this into
account. There should also be a consideration for
advanced care planning for these patients.

OP 3-5

Validation of newly devised subtype classification
for atypical femoral fracture

Oh Y. "', Yamamoto K. ?, Hashimoto J. >,
Fujita K. 3, Yoshii T. %, Fukushima K. %, Kurosa Y. %,
Wakabayashi Y. *, Kitagawa M. ?, Okawa A. 3

'Department of Orthopaedic and Trauma Research,
’Department of Comprehensive Pathology, *Department of
Orthopaedic and Spinal Surgery, Tokyo Medical and Dental
University, Tokyo, *Department of Orthopaedic Surgery,
Saku Central Hospital, Nagano, *Department of Orthopaedic
Surgery, Yokohama City Minato Red Cross Hospital,
Kanagawa, Japan

Regarding the location of atypical
femoral fracture (AFF) injury, it had been reported
that subtrochanteric AFF was more likely in
Southeast Asian populations and that mid-shaft
AFF was more likely in North European populations.
However, the Japanese Orthopaedic Association
surveyed 230 AFFs in Japan and found that mid-
shaft AFF was common in Japan, with rates of
about 70%. Besides, relationships between AFF
location and femoral bowing have been reported in
several studies, especially from East Asian countries.
The authors have studied stress fracture of the
bowed femoral shaft (SBF) in elderly women since
1998, before the first report appeared of severely
suppressed bone turnover (SSBT) and AFF, and
previously suggested that AFF could be classified
locationally into two types: fragility SBF in the mid-
shaft and subtrochanteric AFF caused by SSBT. The
present study was conducted to validate this novel
concept for AFF.

A multicenter prospective study was
conducted at 12 hospitals in Japan from August 2015
through March 2019. Thirty-two elderly women with
AFF were enrolled and classified into two study

52| 8" FFN Global Congress 2019

groups according to the location of AFF injury:
the mid-shaft AFF group (n = 16; age 804 * 6.2
years) and the subtrochanteric AFF group (n = 16;
age 73.9 + 6.5 years). Mean age was significantly
lower in the subtrochanteric AFF group (p < 0.05).
Body mass index (BMI), exposure to specific drugs
(bisphosphonates, denosumab, proton pump
inhibitors, and glucocorticoids) which may cause
SSBT, femoral morphology, bone density and bone
metabolism makers were evaluated. Furthermore,
histological analysis of the fracture site was
performed.

No significant difference was seen in BMI
between the groups (p = 0.8801). Eight of the 16
patients in the mid-shaft AFF group and all 16
patients in the subtrochanteric AFF group had a
history of prolonged (>3 years) exposure to specific
drugs. Femoral bowing and neck-shaft angle was
significantly greater in the mid-shaft AFF group (p
< 0.0001). Bone density of the femoral neck was
significantly lower in the mid-shaft AFF group (p <
0.0001). Bone absorption marker was significantly
lower in the subtrochanteric AFF group (p < 0.01).
Histologically, mid-shaft AFF showed endochondral
ossification, whereas subtrochanteric AFF showed
no cells, which was consistent with SSBT.

Newly devised subtype classification
for AFF would be established, at least in a Japanese
population. Biological activity in mid-shaft SBF tends
to be not suppressed as in subtrochanteric AFF. We
recommend to consider the pathology and treatment
of AFF based on this subtype classification.
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Effectiveness of information technology enabled
patient education solutions in the recovery of
older adults with fragility fractures: a systematic
review and meta-analysis

Yadav L. “?, Haldar A. 3, Chehade M. "2,
Visvanathan R. "3, Gill T.

'Center for Research Excellence in Frailty and Healthy Ageing,
The University of Adelaide, Orthopaedics and Trauma, Royal
Adelaide Hospital, ’Aged and Extended Care, The Queen
Elizabeth Hospital, “School of Medicine , The University of

Adelaide, Adelaide, Australia

With the advancement of modern
information technologies, it is possible to engage,
empower older people with fragility fractures
along with their carers and integrate seamlessly
services from acute hospital care to community
rehabilitation. The objective of this review is to
evaluate the effectiveness of models of care utilising
information technology enabled patient education
solutions in the recovery of older adults with fragility
fractures.

Participants: People, aged 50 and above
with a fragility or osteoporotic fracture within
hospital, residential aged care or community
dwellings. Intervention: Models of care using
information technology enabled education solutions
delivered through internet or non-internet forms
of communications. Comparators: standard care.
Primary outcome included prevention of secondary
fractures, diagnosis and treatment of osteoporosis
and its adherence, or any functional outcomes (e.g.
mobility). Secondary outcomes include quality of
life, health/ehealth literacy, knowledge, or perceived
service satisfaction. This review considered both
experimental and  quasi-experimental  study
designs including randomized controlled trials,
non-randomized controlled trials, before and after
studies. An intention to treat analysis was applied
to those studies included in meta-analysis and
odds ratio was calculated with random effects and
12 statistic for determining heterogeneity. Findings
from rest of the studies were narratively interpreted.

Altogether, 15 studies were considered in
the final stage for this systematic review. Out of
these, 10 studies were randomized controlled trials

and 5 were quasi experimental studies, published
between the years 2003 to 2016. There was variation
across intervention with use of technological
solutions as part of complex intervention within
different models of care. Five randomized controlled
trials were included for meta-analysis covering
2873 participants. The outcomes were prevention
of secondary fractures, measured as a proxy
through bone mineral density test and adherence
to osteoporosis medication at & months after
discharge from the acute care. Findings from this
meta-analysis suggest the intervention to be twice
as effective when compared with the usual standard
care (OR 213, 95% Cl 1.30-3.48) and statistically
significant (z=3.01, p=0.003), though the population
sample considered in these studies were not
homogeneous (1?=79, p=0.005). Narrative synthesis
of the remaining studies included in this systematic
review suggestimprovement in secondary outcomes.

Findings from this review suggests
that patient education is critical in the recovery
of fragility fractures and information technology
based solutions can be used to educate patients
on different aspects of care. However, all these
could work together if the appropriate technological
solution works on the principle of motivation and
reinforcement in a comfortable environment and
facilitation by primary care setting and carers
support

0P 3-7

Hospital differences in death rates after hip
fracture surgery in Denmark - a multilevel
approach for evaluating variation in 30-day
mortality after hip fracture in a population-based
cohort study

Kristensen P. K. "%, Merlo . 3, Leckie G. %, Ghith N.?3,
Johnsen S. P. ¢

'Clinical Epidemiology, Aarhus University, Aarhus, “Ortopedic
Surgery, Regional Hospital Horsens, Horsens, Denmark,
Socialepidemiology, Lund University, Malma, Sweden,
“Centre for Multilevel Modelling, University of Bristol , Bristol
, United Kingdom, *Clinical Medicine, Aalborg University,

Aalborg, Denmark

Thirty-day mortality is widely used
when comparing hospital performance within
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orthopedic procedures, as it is easily understood,
clearly defined, universally resonant for both
patients, clinicians and managers and considered
to convey key elements of healthcare. However,
concerns remain about the validity and reliability
of monitoring mortality as a performance indicator,
as they can be based on small hospital caseloads
leading to uncertain hospital ranking and, thereby,
unreliable performance evaluation. We, therefore,
aimed to quantify the variation in 30-day across
hospitals and to determine the amount of the
total patient variation in 30-day mortality that was
attributable to hospitals.

Patients aged 65 years with an incident
hip fracture registered in the Danish Multidisciplinary
Fracture Registry between 2007 to 2016 were
identified (n= 60,004). We estimated unadjusted
and adjusted risk of 30-day mortality in 32 hospitals.
We performed multilevel analysis of individual
heterogeneity and discriminatory accuracy with
patients nested within hospitals. To improve the
validity of the hospital comparisons, we adjusted for
individual demographic, socioeconomic and clinical
characteristics. We expressed hospital variance
by the Median Odds Ratio (MOR) and the variance
partition coefficient (VPC) to quantify the size of
the hospital differences as the share of the total
individual variance in the propensity of death.

The overall 30-day mortality was 10 %.
Patients with a high sociodemographic risk
score, underweight patients, patients with high
comorbidity, nursing home residences and patients
with a subtrochanteric hip fracture presented higher
30-day mortality. The adjusted differences between
hospital averages in 30-day mortality varied from
5% to 9% for the 32 hospitals, which correspond
to a MOR of 118 (95% Cl: 112-1.25). However, the
multilevel analysis revealed that the hospital as a
general context effect was low, as the VPC value was
below 1 %.

The 30-day mortality varied from 5% to
9% for the 32 hospitals. However, less than 1% of
the variation in adjusted patient mortality within 30
days operated between hospitals. To reduce 30-day
mortality among hip fracture patients, we should
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focus on improving the care for the most vulnerable
patients.

OP 3-8

Direct oral anti-coagulants in the prevention of
venous thromboembolism following surgery for
hip fracture in the elderly

Goh E. L. "2 Gurung P.? Kannan A.? Anand S. ?

'Medical Sciences Division Office, University of Oxford,
Horton General Hospital, Oxford University Hospitals NHS

Foundation Trust, Oxford, United Kingdom

Direct oral anti-coagulants (DOACs)
decrease the risk of venous thromboembolism (VTE)
without increasing the risk of bleeding in elective
lower limb orthopaedic surgery. However, the role
of DOACs in preventing VTE following hip fracture
surgery in the elderly remains unclear. This study
aims to evaluate the efficacy and safety of DOACs in
elderly patients undergoing surgery for hip fracture.

Single-centre, retrospective, matched
cohort study of patients receiving either a DOAC
or low molecular weight heparin (LMWH) for VTE
prophylaxis following hip fracture surgery. Data
obtained: patient demographics, co-morbidities,
fracture classification, time to surgery, procedure
performed and length of stay. Outcomes assessed:
incidence of VTE, incidence of major haemorrhage
and death within 30 days of surgery.

A total of 108 patients (DOAC group = 54,
LMWH group = 54) were included. The incidence of
VTE was comparable between the DOAC and LMWH
groups at 0% and 7.4 % respectively (RR: 0.1, 95%
Cl: 0.01 to 2.02, p= 0.14). Haemorrhage occurred in
74% of patients in the DOAC group and 5.6% of
patients in the LMWH group (RR: 1.33, 95% Cl: 0.31
to 5.68, p= 0.70). Mortality from VTE was 0% in
the DOAC group and 1.9% in the LMWH group (RR:
0.33, 95% Cl: 0.01to 8.01, p = 0.49). Mortality from
haemorrhage was 1.9 % in both the DOAC and LMWH
groups (RR:1.00, 95% Cl: 0.06 t0 15.58, p = 0.99).
This study demonstrates comparable
efficacy and safety of DOACs with LMWH in the
prevention of VTE following surgery for hip fracture
in the elderly. This can be achieved with careful
patient selection. Future studies are required to
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identify patients who stand to benefit the most
from treatment.

Thursday, 29 August 2019
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Fracture liaison service (fls) in the uk 2015-18: the
royal osteoporosis society (ros) support model for
implementation, standards, quality improvement
and financial benefit

Carr W. ™", Doyle A.

'Service Delivery Directorate, Royal Osteoporosis Society,
Bath, United Kingdom

Absolute numbers of hip fractures
are projected to double and in-patient costs to
treble in the next 20 years. Studies show that
25% of hip fractures could be prevented with
identification, treatment and follow-up by an
FLS. An FLS systematically identifies, treats and
refers to appropriate services all patients aged
over 50 years within a local population who have
suffered a fragility fracture, with the aim of
reducing their risk of subsequent fractures. FLS are
cost effective by preventing secondary fractures,
thereby reducing emergency admissions, bed days
and associated costs. Since 2015 the ROS has led
an innovative programme providing a ‘top-down’
(national influencing, policy agenda) and ‘bottom-
up’ (operational health service delivery support)
approach to developing FLS in the UK. The objective
of this study was to provide an analysis of the
implementation, since 2015, of FLS across the UK
with service development support developed and
provided by the Royal Osteoporosis Saciety.

The ROS developed FLS Clinical Standards
(2015) that advocate a ‘whole system’ model. The
charity also pioneered an FLS Implementation Toolkit
(including a Benefits Calculator) to support sites
to demonstrate clinical and cost-effectiveness to
payors, from business case to post-implementation
evaluation. A specialist ROS Service Development
team with clinical and commissioning experience
provides bespoke support to individual sites.

Alongside this, the ROS Development Managers
can establish a support structure around the
service through patient education, including newly
diagnosed sessions and peer support.

37 services have been commissioned or
improved since 2015. Over 5 years, the new services
are estimated to provide £65m benefit for the health
and social care economy, preventing over 3200 hip
fractures.

The new services represent FLS provision to 3.5
million people in the over-50 cohort- an increase of
over 300 % since 2015 (865,590).

The total population coverage by FLS in the UK is
currently estimated at 39,394,263.

25% (10,095,022) are covered by one of the new
services established with ROS support since 2015.
The ROS currently supports 187 sites across the
UK.

Of these sites:
113 have received or are receiving peer support
and/or commissioning assistance to improve
quality
56 are developing new services

The ROS service development model
of support is driving forward fracture prevention
through development and improvement of FLS
across the UK.

0P 4-2

Reproductive factors and risk of hip fracture:
a 10-year follow-up of almost 250,000 chinese
middle-aged adults

Peng K. "2, Yao P.?, Yang L., Kartsonaki C.?,
Bennett D.? Tian M."“ Guo Y.*, Bian Z.* Chen Y. ?,
Chen Z.3, Woodward M. ¢, lvers R. 7, Clarke R. 3

'The George Institute for Global Health, ?School of Public
Health, The University of Sydney, Sydney, Australia,
“University of Oxford, Oxford, United Kingdom, “The George
Institute for Global Health at Peking University Health
Science Center, “Chinese Academy of medical Sciences,
Beijing, China, °The George Institute for Global Health,
Oxford, United Kingdom, University of New South Wales,
Sydney, Australia

Women have higher absolute risks
of fracture than men, which are believed to reflect
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differences in oestrogen exposure, but evidence
for the associations between reproductive factors
and risk of hip fracture is limited. The aims of this
study were to compare the associations of number
of children with risk of hip fracture between men
and women, and to investigate the independent
contributions of age at menopause, time since
menopause and total reproductive years with risk of
incident hip fractures in women.

Between 2004 and 2008, the China
Kadoorie  Biobank  (CKB)  recruited 133,399
postmenopausal women and 110,296 men, aged
50 years or older. During 10-year follow-up, 2,068
participants (1,394 women and 674 men) had a
hip fracture. Cox regression analysis was used to
estimate sex-specific adjusted hazard ratios and
95%Cls for incident hip fracture by number of
children in both sexes and by age at menopause,
time since menopause and total reproductive years
in women.

Over 98% of all CKB participants
reported that they had children. Women who
had 2 or 3 children had the lowest risks of hip
fracture compared with other groups. Compared to
nulliparous women, the adjusted HRs for hip fracture
were 0.89 (95% Cl: 0.72, 1.10) for 1 child, 0.79 (0.70,
0.90) for 2 children, 0.79 (0.72, 0.87) for 3 children,
0.81(0.72, 0.91) for 4 children, and 0.95 (0.83, 1.10)
for those with 5 or more children. The associations
between number of children and risk of hip fracture
were broadly consistent in men of a similar age.
Among postmenopausal women, the mean (SD)
age at menopause was 48.8 (4.0) years. Compared
to those women who reached menopause before
53 years of age, a delay of 6.5 years in reaching the
menopause was associated with a 22 % lower risk of
hip fracture. Compared to women with reproductive
years less than 36 years, a 7 years longer duration of
reproductive years was associated with 17% lower
risk of hip fracture. Women with 5 to 9, 10 to 14, 15
to 19, or 220 years since menopause compared to
women <5 years since menopause also had higher
risks of hip fracture.

The concordant effects of the number
of children with risk of incident hip fracture between
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men and women, suggested that the lower risk of
fracture in multiparous women is not due to any
biological effects associated with differences in
oestrogen exposure, but is more likely because of
confounding by socioeconomic status or lifestyle
factors. Women with younger age at menopause,
a shorter duration of total reproductive years or
longer time since menopause had higher risks of hip
fracture.

0P 4-3
Patient and public involvement: paper 1. The
experience of a priority setting exercise for
research into fragility fractures of the lower limb
Could ). ™"
'UK Musculoskeletal PPl group, Oxford Traurma University of
Oxford, Oxford, United Kingdom

Jenny Gould, an experienced Patient
and Public Involvement (PPI) partner, will share her
experience of taking part in identifying key research
questions for fragility fractures of the lower limb. The
aim was to develop patient driven research priorities
in fragility fractures of the lower limb and pelvis: a
UK priority setting partnership with the James Lind
Alliance (JLA). The JLA, a non-profit organisation,
has a well-established process for bringing together
patients, carers and clinicians to work on identifying
research priorities for particular conditions. PPI is
crucial in this process along with professionals, to
ensure balance. PPl were also able to reach patients
and carers through their connections with various
support groups and societies.

Objective: To identify the ten most
important research questions, for a range of
stakeholder groups, for fragility fractures of the
lower limb. The process started with a national
survey to collect participants’ thoughts and feelings
about all aspects of care for lower limb fragility
fractures that require further research. Participants
could be patients, carers, their family, friends or
multidisciplinary healthcare staff. These ideas were
turned into research questions and a search of the
literature was made to ensure they have not already
been answered. A second national survey asked the
same range of participants to rank the questions
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in order of importance. The top 25 questions were
then taken to a consensus workshop where patients,
carers and clinicians worked together to agree the
top ten key guestions for research. The benefit of
this process was that it enabled all stakeholders to
share their opinions and be involved in influencing
research recommendations.

The results identified that further
research was required in: rehabilitation, effective
interventions, information for patients; weight
bearing; pain management; infection; treatment of
confusion and delirium. There were some challenges
- finding a range of participants was hard work and
accessing frail older peoples’ views time consuming.
They oftenrequired help filling in the survey. However
we completed the task, reaching a consensus on the
top ten questions that truly reflected the views of
clinicians, patients and carers, to go forward to
funding bodies, and benefit patients of the future.

Overall this was a very positive and
rewarding experience. It was truly collaborative,
requiring real teamwork; all members equal, all
opinions valued, both in the steering group and
the final workshop. We were well supported by JLA
personnel. In spite of the commitment required,
work began immediately on a new JLA priority
setting partnership, this time on fragility fractures
of the upper limb.

OP4-4

Similarities between fracture locations from the
american orthopedic association own the bone
initiative

Anderson P A. "7, Tosi L. ?

'Orthopedic Surgery and Rehabilitation, University of
Wisconsin, Madison, ?Orthopedic Surgery, Childrens National
Hospital, Washington DC, United States

The American Orthopedic Association
created the Own The Bone (OTB) quality
improvement program to encourage orthopedic
surgeons to assure patients receive osteoporotic care
after fragility fracture. A registry was established
in 2009 with enrolled patients having fractures
of the axial and appendicular skeleton. Secondary
treatment has been focused on hip fractures

but we feel that all fragility fractures identify
candidates who should have secondary fracture
prevention. We hypothesized that patients with hip
fractures compared to other locations had similar
demagraphy, bone mineral density (BMD), and prior
treatment. The purpose of this study is to compare
demographics, BMD, and prior treatment between
different fracture locations.The purpose of this
study is to compare demographics, BMD, and prior
treatment between different fracture locations.
Own The Bone is a quality improvement

program using de-identified data and therefore did
not require IRB approval. Fractures locations studied
were hip/pelvis, spine, upper extremity, and foot/
ankle. Demographics, DXA T scores (hip and lumbar
spine, one third radius), prior treatment, and prior
fractures were compared between groups using
ANQVA.

The OTB database included 52,115 patients.
Hip, spine, foot/ankle, and upper extremity occurred
53.5%, 12.1%, 7.6 % and 1.9 % respectively. Mean age
was 75.6 and was significantly lower in foot/ankle at
677 yrs and older in hip fracture patients, 78.7 yrs.
There is a 3:1 female to male ratio. Upper extremity
and foot/ankle fractures were significantly greater
in females. The mean lowest T score of all patients
was -2.4. The T scores were significantly lower in the
radius, hip, and spine; -2.2, -2.1and-1.4 respectively. T
scores were higher in foot/ankle than other groups.
Spine fractures had lower T scores of the lumbar
spine than other fracture sites. A history of prior
fracture occurred in 35.2%, and was significantly
greater in spine occurring 51.2 %. Anti-osteoporosis
medication was prescribed prior to fracture in 20.2%
of patients and was greater in spine compared to the
other groups.

These results demonstrate small
differences between fracture site and demographics,
T-scores, prior history of fracture and prior use of
medications. Spine patients were more likely to
be treated previously and had lower spine t scores.
Foot/ankle occurred in younger female patients and
upper extremity in female patients. Although there
is emphasis on hip fractures, other fracture sites
represent similar patient populations (gender, age
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and BMD) and thus all require secondary fracture
prevention such as proposed by Own The Bone.
OP4-5

Patient and public involvement paper 2:
experience of interviewing fragility fracture
patients with memory loss and people who care
for them.

GrantR. "'

'UK Musculoskeletal PPI group, Oxford Trauma, Kadoorie
Centre, NDORMS, University of Oxford, Oxford, United

Kingdom

Older people with fragility fractures
frequently have memory loss. The SHARED'
study was a service user led development of
recommendations for health and social care services
for patients with memory loss leaving UK hospitals.
Principle Investigator [PI] Dr. Carole Mockford
worked with a small team of lay co-researchers.

To share experiences of a PPl member /
co-researcher engaged in research with people after
a fragility fracture and who have memory loss.

The co-researchers were trained for
interviews with the patient and their carer (15 pairs).
The interviews were conducted after discharge,
at six and 12 weeks later, across two UK NHS
Health Care Trusts. Discharge personnel (17) from
three Health Care Trusts including the community
were also interviewed. The conversational style
interviews, with prepared prompt questions, were
recorded and transcribed. Finally, two focus groups
were held with the interviewed patients and their
carers to discuss and rank 12 recommendations. Lay
co-researchers informed all aspects of the research
process from generating the research question,
protocol development, interviews, analysis, initial
recommendations,  facilitating  focus  groups,
development of the final recommendations and
dissemination.

The transition from acute care back into
the community is especially stressful for people
with memory loss and their carers. The three key
recommendations were,

1. Have a mutually agreed written care plan,
developed through working in partnership.

2. Assign a named person to coordinate care and
be a constant point of contact.
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3. Improve the quality of the home care provided
with better communication, flexibility and
trained staff.

Richard will share his experience of taking part in the

study, the benefits and challenges of using lay co-

researchers and the impact on the study. There were
challenges at the beginning, including setting up
funding and contractual issues across organisations.

The co-researchers used skills from their different

life experiences to add value to the research. They

worked with and were supported by the PI. In turn,
the co-researchers were valued for their contribution
to the quality of the research.

Challenges were balanced with the joy of
working with others on a meaningful activity, learning
research methaods, facilitating the contribution of
others in working on the recommendations, adding
to the quality of the research and disseminating the
findings at conferences in the UK.

The Development of Service User led

Recommendations for Health and Social Care

Services on Leaving Hospital with Memory Loss or

Dementia - the SHARED study. Health Expectations

doi 10.1111/hex12477. http://onlinelibrary.wiley.com/

enhanced/doi/10.1111/hex.12477/

0P 4-6
Patient and service-level predictors of bone
treatment recommendation post-fracture: results
from the uk national fracture liaison service (fls)
database

Hawley S.", Vasilakis N. 2, Wiles B. 2, Gregson C. 3,
Gittoes N. 4, Clunie C. ®, Cockill C. %, Price I.?,

Judge A. 3, Smith A. 2, Javaid M. K. "7

'Centre for Statistics in Medicine, NDORMS, University

of Oxford, Oxford, “Royal College of Physicians,

London, 3University of Bristol, Bristol, “University

Hospitals Birmingham, Birmingham, *British Society for
Rheumatology, London, ®Yeovil District Hospital NHS
Foundation Trust, Bath, “University of Oxford, Oxford, United
Kingdom

We aimed to describe anti-
osteoporosis treatment recommendations post-
fracture and identify patient and organisational
predictors of: decision to treat (including oral
bisphosphonate, parenteral therapy or clinical/
GP referral for consideration of treatment) versus
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decision not to treat; and oral bisphosphonate versus
parenteral therapy recommendations.

Patients with fragility fracture diagnosed
in England between 01/01/2017-31/12/2017 were
identified from the Royal College of Physicians
national FLS database. Patients diagnosed within
centres achieving <50 % case finding or with >50%
unknown/missing treatment information were
excluded. Descriptive statistics outlined treatment
recommendations, with stratification by FLS.
Patient and FLS-level factors (highest nurse band;
nurse & administrator whole time equivalent per
1,000 admissions (</> median)) were identified by
complete case analysis using multilevel multivariable
logistic regression.

Of 22,500 eligible patients (mean age
73 vyears; 77% female) from 15 FLS centres, 20 %
were recommended an oral bisphosphonate, 5%
denosumab, 4 % zoledronic acid, 20 % were referred,
<1% given a different recommendation, 31% were
neither referred nor recommended treatment
and 19% had unknown or missing treatment
recommendation status. There was marked
variation in these outcomes by FLS. Patient-level
characteristics and odds ratios (OR [95% Cl]) for
appropriate treatment recommendation/referral
were as follows: age >75 years (OR: 4.59 [4.18-5.03]);
male gender (OR: 0.61 [0.55-0.67]); hip (OR: 3.02
[2.68-3.40]) or spine (OR: 3.96 [3.26-4.80]) fracture;
smoking (OR: 1.55 [1.36-1.78]), living in a residential
home (OR: 0.60 [0.49-0.78]), family history of hip
fracture (OR: 2.04 [1.77-2.35]), previous fracture (OR:
146 [1.33-1.60]) and previous bone treatment (OR:
2.78 [2.36-3.29]). Adjustment for FLS-level factors
(which were non-predictive) did not attenuate these
associations. Predictors of parenteral (versus oral
bisphosphonate) therapy were age >75 years (OR:
2.05 [91.75-2.40]), living in a residential home (OR:
1.87 [1.46-2.39]), hip (OR: 2.14 [1.83-2.50]) or spine
(OR: 216 [1.68-2.78]) fracture, previous fracture
(OR: 1.84 [1.59-2.14]) and previous bone treatment
(OR: 2.78 [2.31-3.35]). At the FLS level, the number
of full-time nurses per 1,000 admissions (above
and below median of 0.46 whole time equivalents)
was also predictive of parenteral therapy (OR: 6.50
[116-36.48]).

Multiple factors are associated with
treatment recommendations made post-fracture,
including greater intensity of nurse time. These
results provide clinicians and service managers
with insights towards standardising and improving
services.

0oP4-7
The increasing problem of fragility fractures: data
from the nottingham fracture liaison service over
10 years
Ong T. "', Hershkovich O.", van Berkel D. ", Sahota 0.
'Oueens Medical Centre, Nottingham University Hospitals
NHS Trust, Nottingham, United Kingdom

Epidemiological data and incidence of
non-hip fractures are less well described compared
to hip fractures. Accurate fracture demographics
are important to identify the scale of the problem
and future healthcare planning. We aim to describe
incidence for non-hip and non-vertebral fractures
using data from the Nottingham Fracture Liaison
Service (FLS) over the course of 10 years.

The Nottingham FLS covers a local
population of 800,000 and almost 1/3 are over the
age of 50 years. Data of patients presenting to the
service is routinely collected as part of a service
registry. 10-year data from 2008-2017 was analysed.
ICD-9 codes were used to classify the types of
fracture. Age and gender-specific annual incidence
per 10,000 population over 50 years was reported.
Population figures were derived from the Office of
National Statistics.

21180 patients (74.6% female) with a
mean age of 68.1 years presented to the FLS over
this time. The average annual incidence of fragility
fractures was 100/10,000 population over 50
years, with the overall annual incidence in men
53.4/10,000 and higher in women at 142.1/10,000.
There was a moderate annual 10 year rise in fracture
incidence from 91.2/10,000 in 2008 to 111 per 10,000
population (R? 0.48). Fracture incidence increased
with age, and this increase was higher in women (R?
0.98) than in men (R? 0.58). The five most common
fractures were radius and ulna (42.7 %), foot (17.7 %),
humerus (14.3 %), ankle (11.4 %) and clavicle (4.7 %).
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The average annual incidence for fractures of the
radius and ulna was 44.1/10,000; foot 16.8/10,000;
humerus14.0/10,000; and ankle was 11.4/10,000 and
clavicle 4.3/10,000. There was no annual increase in
the incidence of these fractures specifically. Age was
associated with an increase in fracture incidence in
radius/ulna, humerus and clavicle; and a decrease in
foot and ankle fractures.

The incidence of fragility fracture is high
in the older population. There was an increase in its
annual incidence these last 10 years. Together with
an expanding older population, the absolute number
of fractures presenting to medical attention will go
up. At its current trajectory, it is predicted that the
annual incidence in 2030 would be 124.9 per 10,000
populationover50years. Thatyearalone, there would
be 3100 people with fractures in Nottinghamshire,
representing a 30% increase in absolute numbers
from 2008. Therefore, sustaining an effective FLS
to prevent falls, optimise bone health and ensuring
treatment compliance is needed.

0oP4-8

Osloporosis: a study on fragility fractures and
osteoporosis in Oslo

Lund . ", Frihagen F. 2, Aga R. ", Melhuus K.,

Basso T.3, Omsland T. K. %, Borgen T. T. 5, Apalset E. ©,
Figved W.”, Stutzer J. M. 8, Hagen G. %, Wislaff T. %,
Bjgrnerern A. 7, Eriksen E. F. %, Nordsletten L. 27,
Solberg L. B.?

'Section of Orthopedic Emergency, “Division of Orthopedic
Surgery, Oslo University Hospital, Oslo, *Department of
Orthopedic surgery, St.Olavs University Hospital, Trondheim,
“Department of Community Medicine and Global Health,
Institute of Health and Society, University of Oslo, Oslo,
*Department of Rheumatology, Hospital of Drammen,
Drammen, *Department of Rheumatology, Haukeland
University Hospital, Bergen, ’Department of Orthopedic
Surgery, Baerum Hospital, Beerum, 8Department of
Orthopedic Surgery, Molde Hospital, Molde, *Department of
Reviews and Health Technology Assessments, Norwegian
Institute of Public Health, Oslo, “Department of Clinical
Medicine, Arctic University of Norway, "Department of
Obstetrics and Gynecology, University Hospital of North
Norway, Tromsg, “Department of Endocrinology, Oslo
University Hospital, "Department of Clinical Medicine,
University of Oslo, Oslo, Norway

Oslo has the highest incidence of hip
fractures in the world. However, secondary fracture
prevention in Oslo and Norway has been less than
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optimal. The section of Orthopedic Emergency,
Oslo University Hospital is the largest orthopedic
outpatient clinic in Norway with nearly 12.000
fractures treated every year. Osloporosis is a sub-
study of the Norwegian Capture the Fracture®
Initiative (NoFRACT). NoFRACT aims to improve
secondary fracture prevention to reduce fracture
rates and mortality by introducing a Standardized
Intervention Program (SIP) based on a Fracture
Liaison Service (FLS) model of care. Osloporosis aims
to investigate the prevalence of osteoporosis in Oslo
amoneg patients > 50 years with fragility fracture and
how osteoporosis is represented among different
fracture types.

Osloporosis is a prospective study
addressing nearly 10.000 patients in the intervention
period from May 4%, 2015 until May 4™, 2018, with
1-year follow-up. Patients > 50 years with a fragility
fracture were offered assessment and treatment
for osteoporosis according to the SIP included
measurement of bone mineral density with dual
energy x-ray absorptiometry (DXA). A clinical quality
registry has been established to ensure the inclusion
of all patients and to monitor follow-up. The study
uses data from this registry and is approved by the
Data Protection Officer at Oslo University Hospital.

From May 4%, 2015 until February 16, 2018,
8939 patients (71% women) was registered with
9562 fractures. Of all fractures, 3852 (40%) were
offered assessment for osteoporosis with DXA and
a nurse led consultation. So far 2259 out of 3852
(59%) have had DXA performed, and 1729 (76 %) of
them had site with the lowest T-score <-1,5. Of 969
patientswith awrist fracture, 784 (82 %) had site with
the lowest T-score <-1,5 and 397 (41%) had site with
the lowest T-score <-2,5. Corresponding numbers
for 371 patients with proximal humerus fractures
was 297 (80 %) and 141 (38 %); for 100 patients with
metacarpal fractures: 67 (67%) and 28 (28 %); for
248 patients with ankle fractures: 154 (62 %) and 62
(25%); and for 50 patients with fractures of patella:
40 (80 %) and 20 (40 %), respectively. 5683 patients
were excluded and of those; 2603 (27%) had their
follow-up in hospitals, specialist clinics or in primary
health care. 951 (10%) belongs to other health
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regions, 637 (7 %) were nursing home residents, 538
(7%) were lost to follow-up and 894 (3%) had no
follow-up for their fracture.

Preliminary results show a high
prevalence of osteoporosis in these groups of
patients. Although T-score varies among types of
fracture, all types of fracture had high percentage of
low T-scare with a clear benefit of the SIP.

FREE PAPER SESSION 5

OP 5-1

The outcomes of hip fracture bundled care
program: an early experience in a singapore
tertiary healthcare centre

Chan ). Z.7, Ramason R. ?, Kwek Ernest B. K. 3,

Chua lvan T. H. "3

'Orthopaedic Surgery, “Geriatric Medicine, *Tan Tock Seng
Hospital, Singapore, Singapore

Bundled Payment in the care of
geriatric hip fractures, is a pilot scheme implemented
by the Ministry of Health (MOH) in Singapore aimed
at driving improvements in geriatric hip fracture
care at a lower cost. Bundled payment schemes in
joint arthroplasty have been shown to reduce costs
of providing care while maintaining satisfactory
outcomes in other healthcare systems. We aim
to evaluate the key outcomes of this Hip Fracture
Bundled Care Program (HFBCP) after implementing
numerous process improvements involving both
acute and post-acute hospitalisation care.

A total of 703 patients were included in
this study after applying the inclusion and exclusion
criteria. The control group comprised of 361 patients
in the period from November 2015 to November 2016
prior to the bundled payment implementation. The
comparison group (HFBCP) comprised of 342 patients
in the period from June 2017 to June 2018 after
various process improvements were implemented
under the bundled payment scheme. The process
improvement measures were aimed at facilitating
acute to post-acute hospital transfers, unifying
rehabilitation goals and discharge criteria under a
multidisciplinary approach. The primary outcomes
tracked were length of stay (LOS) in both acute

and post-acute hospitals, mortality within 90 days,
readmission rate within 30 days after transferring
to post-acute care. Secondary outcome tracked was
functional outcome using Modified Barthel Index
(MBI). Statistical analysis was performed using
STATA v.13.1 (StataCorp, College Station, Texas, USA).

There was a statistically significant
association between reduced LOS (30 days in control
group vs 25 days in HFBCP group) in post-acute care
setting after implementation of bundled payment
(p-value < 0.007;). Despite earlier discharge from
hospital care, there were no differences in adverse
outcomes such as 90-day mortality and 30-day
readmission rates between the control group and
HFBCP group. The functional outcomes (MBI) were
also similar in both groups.

The hip fracture program in our hospital
has evolved into the HFBCP after bundled payment
scheme commenced. It is effective in providing
a similar quality of care and achieving similar
functional outcomes within a shorter hospitalization
period in geriatric hip fracture patients. This mode
of care may be the model of care for many other
resource demanding conditions especially in the
ageing population

OP 5-2

The impact of clinical audit for hip fractures in
Ireland

Brent L. "', Ahern E. ?, Hurson C. 3

'Royal College of Surgeons in Ireland, Dublin, °St. Lukes
Hospital, Kilkenny, Kilkenny, 3St. Vincent's University
Hospital, Dublin, Ireland

The Irish Hip Fracture Database was
established in 2012 as a collaborative venture backed
by the Irish Gerontological Society and Irish Institute
of Trauma and Orthopaedics. The National Office of
Clinical Audit provides governance and operational
support for the audit. To date five national reports
have been published and over 14,000 cases recorded.
In 2018, the Best Practice Tariff (BPT) was introduced
for hip fractures the first such payment in the Irish
Health System.

The data is entered through the Hospital
In-Patient Enguiry (HIPE) System in the 16 eligible
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hospitalsin the Republic of Ireland. Care is benchmarked
against the Irish Hip Fracture Standards. NOCA provides
guarterly reports to the hospitals and hospital groups.
An annual report is published showing hospital level
comparison. Each hospital reviews their local data at
the hip fracture governance committee meeting.

Over the past five reports significant system
change has been realised with the commencement
of a national hip fracture bypass policy meaning
patients with suspected hip fractures are brought
direct to the operating hospital an improvement
from 76 %in 2013-92 % 2017. Orthogeriatrics services
did not exist in Ireland at the start of the IHFD and
now over 80 % of hospitals have a service in place.

Clinical audit for hip fracture in Ireland
has demonstrated many improvements. The recent
introduction of a BPT for hip fracture shows that
robust clinical audit can serve the Health System
in many ways. Over the first year of the BPT there
has been significant improvements in the number
of patients meeting all standards of care, more
hospitals entering timely data and more local
governance structures in place to use the data for
quality improvement

OP5-3

Australian and New Zealand hip fracture registry:
the first five years

Armstrong E. ', Close )., Harris I. ?

'FBIRC, NeuRA, *Medicine, UNSW Sydney, Sydney, Australia

Hip fracture is the most serious and
costly fall-related injury suffered by older people.
More than 22,000 Australians and 4,000 New
Zealanders break their hip every year, incurring
hospital costs of AU$579 million and NZ$105 million,
respectively. Variable care and high morbidity and
mortality requires system-wide initiatives to address
high levels of public resourcing of these patients in
both the acute and post-acute periods of care.

The ANZHFR was established in 2013 as a
bi-national audit of hip fracture care and secondary
fracture prevention in Australia and New Zealand.
It collects data and provides feedback of hospital
performance against bi-national guidelines and
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standards of hip fracture care. The Registry’s
objective is to improve the delivery of care across
both countries, and ultimately, to maximise
outcomes for older people who fracture their hip
by: reducing mortality and morbidity after hip
fracture; reducing rates of institutionalisation as
a consequence of injury; maximising functional
independence; and monitoring secondary prevention
interventions to reduce further fractures. The
ANZHFR has two components: data collection of
‘facility-level’ services and elements of hip fracture
care; and data collection at the level of the patient
(‘patient-level’), an audit of all people aged 50 years
and over admitted to a participating hospital with a
minimal trauma fracture of the femur.

Some areas of service configuration
and clinical care have improved but there is still
marked variability in a number of measures. The
data indicates there is a need to improve rates of
follow-up, especially in Australia. Over the three
years of patient level reporting, improvement is
apparent in the use of nerve blocks before surgery;
assessment of cognition pre-operatively; increased
use of cemented stems for hip arthroplasty; and
more patients leaving hospital on medication for
improved bone health and secondary fracture
prevention. Two modifiable reasons accounted for
51% of surgery delayed for more than 48 hours: the
availability of an operating theatre and issues with
anticoagulation. There is substantial variation seen
between hospitals in the mean and median length of
stay in the acute ward in both countries.

A Registry can provide evidence of the
need for improvement in the quality of care, but
neither the Registry itself nor the reporting of data
initiates quality improvement. Stakeholders in the
local context must identify areas of improvement
based on the information provided by the Registry
and put in place measures to improve clinical care
for their patients where required. Findings from the
analysis of collected data are used to feed-back to
participating hospitals and clinicians to allow them
to benchmark their practices, clinical outcomes and
quality of care against the Hip Fracture Care Clinical
Care Standard and other hospitals. This provides
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opportunity for improvement in care and outcomes
for older people who have fractured their hip.

0P 5-4

Early hip fracture surgery reduces mortality by
preventing complications

SobolevB. "', Guy P’

UBC, Vancouver, Canada

Timing of surgery is a modifiable
factor for reducing mortality after hip fracture.
Yet, underlying mechanisms are less understood.
Whether postoperative complications mediate the
mortality effect of timing of surgery has not been
evaluated before. We assessed the magnitude of
reduction in postoperative mortality that could be
attributed to changes in postoperative complications
expected after early surgery in older patients with
hip fracture.

We identified medically stable patients
undergoing surgery for first-time non-pathological
hip fracture in all hospitals providing hip fracture
surgery between January 1, 2004 and December
31, 2012 in Canada, except in Quebec. We analyzed
hospital discharge data contrasting postoperative
mortality that would be expected in the study
population: 1) if all surgeries were after two inpatient
days; and 2) if all surgeries were same-day or next-
day, but the risk of complications was corresponding
to delayed surgeries.

Among 139,119 patients (74.3% women,
45.8% 85 years or older, 66.6% underwent early
surgery), there were 60.2 complications and 45.8
deaths per 1,000 surgeries. Early surgery led to
79 (95% CI 5.5 to 10.3) fewer deaths per 1,000
surgeries. This figure decreased to 4.0 (35% CI 1.6 to
6.3) per 1,000 surgeries when the complication risk
was assumed to be independent of surgical timing.
Difference in complication rates explains
at least half of the difference in mortality between
early and delayed hip fracture surgery. Effective
management of postoperative complications is
required to sustain the benefits of early surgery.

OP 5-5

Major trauma no longer a young man’s disease-
data from the major trauma audit Ireland
Brent L. "', Deasy C. ?

"National Office of Clinical Audit, Royal College of Surgeons
in Ireland, Dublin, ?Cork University Hospital, Cork, Ireland

The face of major trauma has changed
over the last two decades from being typically a
young male condition usually caused by a high
mechanism of injury eg. road traffic accidents to
now being caused by low level falls in older people
most commonly in their own homes. The Major
Trauma Audit (MTA) was established in 2013
using the Trauma Audit Research Network (TARN)
methodology and governed and operationally
managed by the National Office of Clinical Audit
(NOCA).

The data is collected through the TARN
system and quarterly reports are provided by
NOCA to the hospital groups. An annual report is
published showing hospital level comparison. Each
hospital reviews their local data at the major trauma
governance committee meeting. Three national
reports have been published detailing over 15,500
patient journeys following major trauma.

In 2017 the MTA National Report showed
that 44 % of major trauma occurred in people aged
65 years and older. Low level falls accounted for 57 %
of all cases of major trauma and 50 % of accidents
occurred in the patients own home. Older patients
present with more comorbidities and due to the
rather benign presentation of a low level fall are
often not treated as promptly as they should. The
report showed that older patients are less likely to
be pre-alerted, received by a trauma team or senior
clinician in the Emergency Department and are more
likely to spend longer in hospital, die or require long
term care as a result of major trauma.

In 2017 the MTA National Report showed
that 44 % of major trauma occurred in people aged
65 years and older. Low level falls accounted for 57 %
of all cases of major trauma and 50 % of accidents
occurred in the patients own home. Older patients
present with more comorbidities and due to the
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rather benign presentation of a low level fall are
often not treated as promptly as they should. The
report showed that older patients are less likely to
be pre-alerted, received by a trauma team or senior
clinician in the Emergency Department and are more
likely to spend longer in hospital, die or require long
term care as a result of major trauma.

OP5-6

10 pence per patient: improving the hip fracture
consenting process using consent form stickers.

Craig). R. M. "', Julian H.", Crean J. ", Rizzo V.,
WilsonR.", BarrR. J."
"Trauma e orthopaedic department, Royal Victoria Hospital,
Belfast, United Kingdom

Hip fracture surgery has a number
of possible complications. Consent forms act as
a record of details discussed with the patient
pre-operatively. Previous audit data in a regional
trauma centre identified issues with incomplete
recording of potential complications on consent
forms for hip fracture surgery in mentally competent
patients. Pre-filled consent form stickers containing
key information regarding common hip fracture
operations wereintroduced toimprove the consistent
recording of important consent information. The
objective was to assess the proportion of hip fracture
consent forms with adequate information when pre-
filled consent form stickers were used, as compared
to hand-written forms.

The British Orthopaedic Association
guidelines on consent for common hip fracture
operations, and multidisciplinary input, were used
as the basis for designing 2 pre-filled stickers
(for dynamic hip  screw/intramedullary  nail
and hemiarthroplasty/total hip replacement).
These included 9 and 10 potential complications
respectively. Training was provided on consenting
hip fracture patients, and on the use of the stickers.
200mm x 60 mm stickers were purchased, initially
online from a nationally available vendor, then from
the hospital's standard stationery supplier, and
printed on standard office printers. Stickers cost
around £0.04 per patient, plus printing ink costs.
Hip fracture cases were identified retrospectively
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from review of operating lists. A convenience sample
of 27 handwritten consent forms and 20 forms using
stickers were reviewed retrospectively forinclusion of
required complications. Patients without capacity to
consent were excluded. A pro forma and spreadsheet
were used for collation of data on inclusion of each
complication of the form.

All forms were completed by junior doctors.

Arthroplasty procedures represented 55% of hand-
written forms and 48% of forms using stickers.
No hand-written forms contained all the required
details. 95% of consent forms using stickers
listed all required complications. Among consent
forms using the stickers, only one form (5%) had 2
complications intentionally deleted, implying their
omission from the discussion at the time of consent
form completion.
Among forms for arthroplasty procedures,
infection was the only complication mentioned on
all handwritten forms. Among forms for dynamic
hip screw or nailing, neurovascular injury and
bleeding were only complications mentioned on all
handwritten forms.

Introduction of stickers for hip fracture
consent forms improved the documentation of
complications on consent forms for mentally
competent patients. This is likely to be associated
with greater information provision to patients during
the consenting process.

OP 5-7

Do we follow our own evidence based treatment
algorithms?

Frélich C. *", Hansen T. B., Stilling M. 2,

Glassou E. N.7

'Orthopedic department, University Clinic for Hand, Knee
and Hip surgery, Holstebro, ?Orthopedic department, Aarhus
University Hospital, Aarhus, Denmark

Much research into hip fractures has
investigated best treatment practices, and most
institutions have integrated an evidence-based
treatment algorithm for hip fracture patients.
However, practice often defies theory due to patient
characteristics or departmental constraints. The
aim was to investigate the degree of adherence to
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our treatment algorithm for hip fractures based on

seven indicators.

Data were collected prospectively for
all patients admitted to our institution with a hip
fracture from January 12071 to December 312017. The
following seven treatment indicators mirroring the
different procedural steps and diverse care groups
were investigated with a goal of 80 % adherence to
the treatment algorithm:

1) pre-operative regional block (epidural or peripheral
nerve block)

2) surgical delay (within 24 or 36 hours from
admission)

3) peri-operative antibiotics

4) osteosynthesis choice (based on fracture and
age)

5) thromboprophylaxis (injections of heparin for at
least seven days and the first injection 6-8 hours
postoperative)

6) postoperative mobilization to standing within 24
hours

7) blood transfusions, when postoperatively
hemoglobin was below 6 mmol/L.

Data was obtained from our database, and from

patient records. Descriptive statistics as proportions

with 95 % confidence intervals were used. An all-or-
non test was used to clarify the degree of adherence
to the algorithm. Contraindications were defined
beforehand for each indictor. The theoretical patient-
group that could fulfill the indicator was established
by removing patients that did not fulfill the indicator
due to a contraindication. The degree of adherence
was then calculated by an all-or-none test.
Preliminary results for 500 consecutive
patients showed preoperative pain-management
was met in 42.8%(38.5-47.2%) of patients. For
surgical delay the criteria was met in 82.2%(78.5-

85.3%) for operation within 24 hours and

91.5%(88.7-93.6 %) for 36 hours. The result for

perioperative antibiotics was 95.9%(93.7-97.4 %).

Osteosynthesis choice was met in 87.9%(84.6-

90.6%) of patients. Thromboprophylaxis was

met in both aspects in 571%(52.5-61.5%)

of patients, with injections having a high
adherence of 90.8%(87.8-931%), and the

time-constraint having a lower adherence of
59.7%(55.2-64%).  Postoperative  mobilization
was met in 88.5%(85.3-911%) of patients.
Blood transfusion was given in 79.3 %(71.5-85.3 %)
of the patients with a hemoglobin below 6 mmol/L.
The all-or-non test showed that 15.7%(12.8-19.3 %)
of patients fulfilled all seven indicators. Corrected
the all-or-non test showed that 29.9 %(25.3-35 %) of
patients (n=341) fulfilled the algorithm.

Our institution did not fulfill the
goal of 80% treatment adhesion, but the study
displayed how many factors that affect the main-
stream treatment of hip fracture patients. This may
also indicate a need to investigate which steps to
prioritize as this is a heterogeneous group.

OP 5-8

Use of frailty indices in ankle fracture
management for the older person
Seymour H. "', David S. M. ?, Samuel M. 3,
Houghton E. *

"Ceriatric Medicine, Fiona Stanley Hospital, Murdoch,
Geriatric Medicine, Joondalup Health Campus, \Wembley
Downs, *MSc, Bruce, Canberra, “Orthopaedic Surgery, Fiona
Stanley Hospital, Murdoch, Australia

Ankle fracture management in the
older person is complicated.Patients often have
multiple significant co morbidities that impact
on healing and duration of hospitalisation.Their
ability to live independently and participate in
rehabilitation is also affected and places them
at health risks associated with immobility and
institutionalisation.ldentification of frail patients is
useful to guide appropriate surgical management
as well as rehabilitation and discharge planning.
Frailty indices have been shown to predict increased
morbidity,mortality and length of stay in patients
with hip fractures.Currently optimal ankle fracture
management is dependent predominantly on
surgical factors.

We aimed to identify outcomes of
patients with increasing frailty that would assist
management and pre-empt need for rehabilitation
and adverse outcomes.
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This is a retrospective single centre study.Data
was reviewed on patients aged above 65yrs who
presented with a primary diagnosis of closed ankle
fracture as per the ICD code from 1/1/16 to 1/6/18.
Age, sex and comorbidities as well as data on a
patient’s length of stay (acute & rehabilitation),
management of ankle fractures, complications
and discharge destination from hospital were
analysed. Management of ankle fractures included
conservative and surgical management. Surgical
management was further stratified to open
reduction internal fixation (ORIF) or insertion of
hind foot nails (HFN). The age adjusted Charlson
Comorbidity Index (CCl) score, the Canadian Study of
Health and Ageing Clinical Frailty Scale (CFS) score
and the American College of Anaesthetics physical
status class (ASA) were calculated from available
data. Statistical analysis was performed using
STATA/IC15.1.

Of the 107 patients, 76 were women
(71%) with mean age 74 years. 60.7% of patients
had a Bimalleolar fracture and 72% underwent
surgical fixation(n=78)The average CCl score was
44, average CFS was 3.8 and average ASA was
2.4.Surgical fixation was the preferred management
for patients with a lower mean CCl (3.8), CFS (3.3)
and ASA (2.27) scores.1 patient had a Hind Foot Nail
(CFS = 7) and the remaining patients had an ORIF.
Of those managed surgically,70 patients had CFS
<5. A higher CFS score was associated with a longer
average length of rehab stay and increased episodes
of care. Older patients (mean age 76.7) were more
likely to be managed non operatively as compared to
younger patients. Older Patients with a higher CFS
score were more likely to require residential care.

Frailty plays a role in predicting adverse

outcomes associated with management of ankle
fractures in older patients.Higher CFS scores identify
patients  requiring complex ~management.We
have implemented the CFS on admission for older
adults with ankle fractures.Patients with a CFS >3
are receive shared care with the geriatricians and
orthopaedic surgeons.This will inform a local protocol
which can be audited to assess changes in decision
making and outcomes for these patients.
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OP 6-1
Equity in rehabilitation interventions after hip
fracture: a systematic review

Sheehan K. "', Fitzgerald L. ?, Hatherley S. ?,
Potter C. 3, Ayis S. ?, Martin F. 2, Gregson C. #,
Cameron |. *, Beaupre L. ¢, Wyatt D. ?, Milton-
Cole R. ? DiGiorgio S. 2, Sackley C. 2

'Population Health Sciences, ?Kings College London, 3Guy’s
& St Thomas' NHS Foundation Trust, London, *University
of Bristol, Bristol, United Kingdom, *University of Sydney,
Sydney, Australia, ®University of Alberta, Alberta, Canada

Equity in health refers to the
prevention of unfair, avoidable differences in health
arising from cultural exclusion, poor governance,
or corruption. Enrollment in randomized controlled
trials presents patients with the opportunity to
consider additional access to care. However, some
patients may not be offered this opportunity as trial
access is determined by eligibility criteria. Of interest
is whether such eligibility criteria systematically
limits access for patient subgroups who may benefit
from intervention and who face poor outcomes.
Therefore, we sought to determine the extent to
which equity factors contributed to eligibility criteria
of trials of rehabilitation interventions after hip
fracture. We define equity factors as those that
stratify healthcare opportunities and outcomes.

Systematic search of MEDLINE, Embase,
CINHAL, PEDro, Open Crey, BASE, and ClinicalTrials.
gov for randomized controlled trials of rehabilitation
interventions after hip fracture published between
1st January 2008 and 30th May 2018. Trials not
published in English, secondary prevention or new
models of service delivery (e.g. orthogeriatric care
pathway) were excluded. Duplicate screening for
eligibility, risk of bias (Cochrane Risk of Bias Tool),
and data extraction (Cochrane's PROGRESS-Plus
framework).

23 published, 8 protocol, 4 registered
ongoing randomized controlled trials (4,443
participants) were identified. A total of 69 equity
factors contributed to eligibility criteria of the
35 trials. For more than 50% of trials, potential
participants were excluded based on residency in
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a nursing home, cognitive impairment, mobility/
functional impairment, minimum age, and/
or nonsurgical candidacy. Where reported, this
equated to the exclusion of 2,383 out of 8,736
(273%) potential participants based on equity
factors. Residency in a nursing home and cognitive
impairment were the main drivers of these
exclusions. 15 trials (42.9 %) included justificaiton for
at least one exclusion criterion. Justificaiton included
limited potential to participate in the intervention,
vulnerable nature of the subgroup, and capacity for
consent.

The generalizability of trial results to
the underlying population of frail older adults is
limited. Yet this is the evidence base underpinning
current service design. Future trials should include
participants with cognitive impairment and those
admitted from nursing homes. For those excluded,
an evidence-informed reasoning for the exclusion
should be explicitly stated.

OP 6-2

Hip fracture outcomes in the frail older person,
predictors of mortality and nursing home
admission

Small C. 5., Kneafsey S. %, O’'Hanlon S. ",
Cooney M. T.3, Hurson C. %, Doyle R."

'Orthogeriatric Department, St Vincent's University Hospital,
’Department of Medicine, University College Dublin,
*Medicine For The Elderly Department, “Department of
Trauma and Orthopaedics, St Vincent's University Hospital,
Dublin, Ireland

Hip fractures in the older person are
associated with significant morbidity and mortality.
Screening patients for frailty and assessing baseline
mobility and function may help predict those with
poorer outcomes including nursing home admission
and mortality rates at one year

In this observational study, we assessed
clinical frailty score (CFS), Zuckermann functional
recovery score (FRS) and new mobility score (NMS)
on admission and at 1year following hip fracture. All
patients >/=60years old with a hip fracture admitted
under the orthopaedic team between February
2016 and February 2018 were included. At one year
patients were contacted via the orthogeriatric virtual

follow-up clinic and a questionnaire was completed
with the patient and/or carer where available.
Outcomes assessed included functional ability,
mortality rate and nursing home (NH) admission
rates
541 patients were included; 533 underwent
surgical intervention, 4 died preoperatively and 4 of
the periprosthetic hip fracture cohort were treated
conservatively. The majority of patients were
female (n= 396,73.2%), median age of 81.2 years.
33 patients were lost to follow-up. Overall mortality
was 24.7%(n=134) at one year. A sub-group analysis
based on CFS revealed the following; In the severely
frail cohort (CFS7-9) (n=72); 47.2% mortality rate
at 1 year. 20.8% (n=15) came from home, 2 of
those were discharged to NH. In the moderately
frail cohort (CFS 5-6)(n= 184), mortality rate was
30.4% at 1vear. 77.2%(n=142) were admitted from
home and 8 %(n=15) of this c