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Hip Fractures: 

A Scottish perspective 

• 22 cases per day.

• 140 000 NHS bed days per year.

• £200 million care cost per annum.

• More bed days than MI/CVA combined.

• >85% of total cost of all fragility fractures.
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Why audit hip fractures?



The fragility fracture career

Morbidity
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due to ageing alone

Added morbidity 
from fractures

AgeAdapted from Kanis JA, Johnell O; 1999



Heterogenous patient group



“…straining a 
brain which 

Nature had never 
intended for hard 

exercise ...”

PG Wodehouse, 1935

The Orthopaedic Surgeon

Strong as an Ox and twice as clever...



Multi-disciplinary approach to 
a multi-disciplinary condition



Family/Carers
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Hip Fracture – “A Tracer Condition 
for Multi-disciplinary Care” JD Hutchison







Hospital Mortality

• What is 1 year mortality of a hip fracture patient?

• 26%

• What is the 1 year mortality of an 81 year old female?

• 21%

• What is the 1 year mortality rate of a patient admitted 
to hospital in Scotland as an emergency?

• 33%



The Fragility 

Fracture Epidemic





Scottish population 1951 



Scottish population 1991 



Scottish population 2031







56 % 
increase



Hospital Bed Requirements

• By 2031 number of bed days will increase by 
80%.

• Requires an additional 475 hospital beds in 
Scotland.

• Approximately 5000 extra beds across the UK.

• Cost increase from £2 billion to £5-6 billion.







Scottish Hip Fracture Audit 
- A Quick History -

• Started back in 1993

• Based on Swedish Rikshöft study.

• Included all patients who sustained a hip fracture 
aged 50 years and older.

• Initially involved 4 hospitals.

• By 2006 was a national centrally funded audit.















Time in Emergency Department



Time to Surgery



30/120 Day Mortality



Unexplained Variation in Hip # Care
- ED Analgesia -



Use of Cement



Cognition Testing



We do many things well…

…not everywhere…

…and not all of the time



Poor Quality Care Costs Money!!!!!



How do we change established 
poor practice and eliminate 

unnecessary variation?



Barriers to change in the NHS 

Resource 
barriers

Behavioral 
barriers









Re-introduction of SHFA 



MsK Orthopaedic National Quality 
Improvement Pathways



Multi-disciplinary Steering Group 



Aim to standardise 
the care of hip 
fracture patients 
where possible and 
reduce unnecessary 
variation in the 
quality of care



Evidence based medicine 
approach…..



Evidence based medicine 
approach…..



Mortality after hip fracture.



Marginal Gains Principle

Sir Dave Brailsford –

"The whole principle came 
from the idea that if you 
broke down everything you 
could think of that goes into 
riding a bike, and then 
improved it by 1%, you will 
get a significant increase 
when you put them all 
together"



Marginal Gains



Is the Marginal Gains Principle 
Clinically Relevant?





30 Day Mortality - NHFD





Annual Report



Realtime feedback







Complication Reporting/Outlier 
Identification



Website



Quarterly Spotlight



Patient Information





However…..





“Ongoing unexplained and 

unacceptable variation in the 

quality of care provided to hip 

fracture patients in Scotland”



Cumulative achievement of standards



Standards – best, worst and average…..



Standards – best, worst and average…..



Standards – best, worst and average…..



Standards – best, worst and average…..



Standards – best, worst and average…..



Are we making a difference?



SHFA Report 2017

• Reports on 6,669 hip fractures between 
January and December 2017. 

• Represents 93% of all patients admitted 
during this time period. 



Standard 1



3 hours 45 minutes



Hip Fracture “Fast-track” Protocol

• Hip fracture identified by SAS if possible.

• Transfer to specialist area of ED.

• Hip fracture ward informed and bed made 
ready on ED arrival.

• Rapid medical assessment and radiographs.

• Fascia iliaca block.

• “Big 6” pre ward transfer interventions.

• Transfer to hip fracture ward within 2-4 hours.



Standard 2

1. Provision of pain relief (FIB)

2. Screening for delirium 

3. Early Warning Score (EWS) system 

4. Full bloods investigation and ECG

5. Intravenous fluid therapy 

6. Pressure area care 



The “Big 6”







Fascia Iliaca Blocks



Standard 3



Standard 4

• Every additional pre-operative day adds 2-
3 days extra length of stay.

• Increases mortality by 20-30% for every 24 
hour delay.



Standard 4





Standard 5



Standard 6



Standard 6



Type of Surgery

• THR 8% of all hip fractures in England vs. 6% in Scotland.

• IM nail increasing in use against NICE and clinical evidence.



Standard 7



Standard 8



Time until physiotherapy assessment



Standard 9



Standard 10



Standard 11



• Judge et al. - cost for average patient is £15 000.

• £500 - £700 per day.

• Hospital stay accounts for 84% of total cost.



Median length of total hospital stay



Standard 11



Discharge Destination

27% use of ortho rehab vs. 71%! 



Does the routine use of GORU 
increase length of stay after hip 

fracture?
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Fig. 2a: Median total hospital stay in relation to % patients 

discharged to rehab in each hospital

The median total LoS was positively correlated with the percentage of 
hip fracture patients discharged to rehab (p=0.02). 
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Fig. 2b: Percentage patients home at 30 days in relation to 
% patients discharged to rehab in each hospital

The percentage patients who were home 30 days post-admission was 
negatively correlated with the percentage discharged to rehab (p=0.04).  



Length of stay

• Has reduced from 22 to 18 days.

• LoS varies from 14 to 28 days.

• If we reduced length of stay from median (18 days) to the best 
performing units (14 days) would save approximately 42 000 
bed days. 

• 115 hospital beds (require 475 extra by 2031).

• Equivalent to £30 million per annum saving.



• 9% 30 day mortality in 2013 (range 5-14%).

30 day mortality - 2013



30 day mortality - 2016



30 day mortality – 2017



Criterion SHFA 2013 SHFA 2017 NHFD

4 hour ED transfer 80% 90% 40%

Theatre within 36 hours 65% 71 % 70%

Falls assessment 70% 97% 96%

Cognitive assessment 70% 95% 94%

Bone protection assessment 60% 90% 96%

Physiotherapy by day 1 65% 90% 94%

Cemented hemi-arthroplasty 70% 90% 86%

Mobilised by day 1 60% 74% 77%

CoE assessment 72 hours 50% 78% 89%

Nutrition assessment 70% 84% 85%

30 day original residence 50% 60% 67% (4 months)

Length of stay (overall) 22 days 18 days 21 days

30 day mortality 9% 7.1% 6.8%







Summary

• LoS reduced from 22 days to 18 days (18%).

• 90 000 bed days saved over last 3 years.

• £45 million cost saving.

• Mortality fallen by 22%.

• 150 lives per year saved.

• Over 80% seen by CoE within 72 hours.



However……




