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Background
Hi F t C i O t iHip Fracture Care in Ontario



Significance of the ProblemSignificance of the Problem
• A hip fracture is a catastrophic event and a significant 

threat to an older persons’ independence and ability to livethreat to an older persons  independence and ability to live 
in the community (Heruti et al., 1999).

Frailties & multiple co morbidities– Frailties & multiple co-morbidities
– Long waits for surgery (Weller, 2005; Zuckerman et al. 1995)

– High Mortality (March et al., 1996)

– Functional impairment and unable to achieve previous level 
of functioning (GTA Rehab Network, 2006)

– Osteoporosis (Goeree et al. 1996; Bogosh et al., 2006)

– Cognitive issues of the 3 D’s (Min, 2005; Marcantonio, 2001)



Significance of the ProblemSignificance of the Problem
• Health services are fragmented and limited and particularly 

for older persons with frailties and cognitive issues            
(GTA Rehab Network, 2006).

• Canadian Health care system direct cost average $27,000
– Discharge to long term care, as high as $47,000
– Discharge home 21,000 (Wiktorowicz et al., 2001)



Ontario Hip Fracture Surgical Wait TimesOntario Hip Fracture Surgical Wait Times
Percent of Ontario hip fracture cases treated within 48 hours by LHIN

• In 2007/08 86 8% of cases were treated within 48 hours (n=9578)
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R i f th Lit tReview of the Literature
• Surgical Wait >48 hrs  times are critical to outcomes 

(Weller, 2005,)( , ,)

• Optimized, comprehensive and interprofessional 
management are vital to effective care across the health 

ti (C i & H t hi 2005 P d Ficare continuum. (Currie & Hutchison, 2005; Pederson, Finn, 
Birgette et al. 2008 ;Chong, Christou, Fitzpatrick, Wee, & Lim, 2008)

• Several Models of optimized hip fracture care
– SIGN Guidelines – comprehensive “journey of care” (Currie & 

Hutchison, 2005)
– OARS – Ortho Aged Care and Rehabilitation Service (Chong et O S O t o ged Ca e a d e ab tat o Se ce (C o g et

al., 2008)
– Total Joint Network (Mahomed et al., 2008)
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Total Joint NetworkTotal Joint Network



Total Joint NetworkTotal Joint Network
Project Description

• Redesign of Care ProcessRedesign of Care Process 

• Repatriation Principles

• An Education Initiative

• Performance Measurement Processes
• 80% of patient will transition at Day 5 -8 post op to 

rehab 

• Average LOS in rehab will be  28 days

• 75% of patients return home



Total Joint Network
Results: Acute Care
All patients: n =2,178 patients, Home Stream Patients: n = 1,761 patients

Home Stream Patients Project 2008 
(patients who had been living at home prior to their hip fracture) Target February

Discharged directly home from acute care 12%
Transferred to inpatient rehabilitation from acute care 1 80% 71%
Discharged directly to LTC from acute care <20% 2%1



Results:  Inpatient Rehab
Home Stream patients: n=1132 patients
• Range of levels of cognition• Range of levels of cognition

Home Stream Patients
(patients ho had been li ing at home prior to their hip fract re)

Project 
Target

2008 
February(patients who had been living at home prior to their hip fracture) Target February

Inpatient rehabilitation ALOS 28 days 24 days

Discharged home after inpatient rehabilitation 75% 76%Discharged home after inpatient rehabilitation 75% 76%

Discharged to LTC from inpatient rehabilitation <20% 11%
1



Bone and Joint Health Network

Improving Hip Fracture Care Across 
Ontario



Introducing the …
B & J i t H lth N t kBone & Joint Health Network

• Support the expanded mandate for the 
Orthopaedic Expert Panel improvingOrthopaedic Expert Panel …improving 
orthopaedic care for people across Ontario 

• Focus on Wait Times for:
– Hip and knee replacements of 182 days from the 

surgeon’s office to surgery 
Hip fracture care of 48 hours from admission to– Hip fracture care of 48 hours from admission to 
surgery

– Foot and Ankle, and Spine access to care
• Governance Structure, Principles, Knowledge 

Translation & Spread Approaches



E t P lLHINs Accountability

Orthopaedic Expert Panel 
Governance Structure

Advisory  groups
Communication – LHINs & 
Ministry 
IM/IT – WTIO
Surgeons – OOA
Geriatrics – RGP

Expert Panel
Chair: Dr. J. Waddell, 

Dr. H. Kreder
Dr. T. Daniels

Dr. J.  Flannery
Dr .T. Wilson

Mr. T. McHugh

y

LHIN staff
Lead: Rhona McGlasson 
Chair: Mimi Lowi-Young

Meeting: Monthly

Mandate:
Governance,

Funding,
Family Physicians – OMA
Hospitals – OHA
Rheumatology – TBD
Physiotherapy – OPA
OT – OSOT
Rehab Nursing - OARN

Mr. T. McHugh
Ms. M. Lowi Young

Ms. F. Serediuk
Dr. R. Fisher
Dr. A. Davis

Meeting: Monthly

Surgeons 
Lead: Janet McMullan

Chair: Dr Waddell
Meeting: Monthly

g,
Planning,

Performance 
Measurement

Hip and Knee

Education and Facilitation

CI & Triage 
Lead: Rhona McGlasson
Chair: Debbie Kennedy

Meeting: Monthly

Hip and Knee 
Replacement

Lead: Rhona McGlasson
Chair:  Tom McHugh

Meeting: Monthly

Hip fracture
Lead: Janet McMullan

Chair: Dr. John Flannery
Meeting: Monthly

Community
Lead: Rhona McGlasson
Chair: Joanne O’Okeefe

Meeting: As required

Mandate:
Develop LHIN plans 

for

Mandate:
Acute care

Develop indicators for: 
LOS

Surgeries per day

Mandate:
Acute care

Develop indicators for 
days to surgery

LOS , D/C Rehab, Homes
LTC

Mandate:
TJR

Provincial planning 
for post op rehab 

CCACfor 
CI & Ax Centre 

g p y
OR days per week
Discharge to input

rehab

LTC
Inpt rehab

LOS, D/C Home Hip Fracture
Provincial guidelines

Governance structure managed through the Bone and Joint Health Network 



Hip Fracture PrinciplesHip Fracture Principles
• Timely access to surgery within less than 48 hours of 

admission to a hospital
• Surgery to optimize functioning
• Prevention, screening and management of the 3D’s -

delirium dementia and depression across the caredelirium, dementia and depression across the care 
continuum

• Discharge on Day 5  for all long term care patients 
• Early access by Day 5 to inpt rehab for all pts coming 

from home
Di h h f t l t f t th• Discharge home for most or seamless transfer to the 
most appropriate care option



Model of Care for Hip Fracture

Home 
With F ll

Non Weight 
B i

PATIENT /FAMILY EDUCATION
Hip

Fracture

COMMUNITY
/

With Follow-up
10%

Bearing 
Patients 5%

LOS 28 DaysLOS 28 Days
SURGERY

•Home/
Retirement  
Setting
•Independent 
Living

COMMUNITY
Home/Retirement 
setting with 
follow-up care
•Homecare

INPATIENT 
REHAB
•Continue Rehab 
care
•Geriatric

INPATIENT REHAB 
“A.C.T.E.D” Program
•Assessment
•Client Centered Goals
•Treatment

•Pre-op 
Medical 
Stability
•Hip Fracture 
Fixation for 

ACUTE CARE
•Post Op 
Medical 
Stabilization

Homecare
•Outpatient
Long term Care

Geriatric 
program•Evaluation

•Discharge Planning
LONG TERM 

CARE 80% of Home Stream Pts80% of Home Stream Pts 75% Pts Return Home75% Pts Return Home

wt. bearing

LOS 5 DaysLOS 5 Days<24 Hours<24 Hours

Long Term 
Care 
20%

Slow Stream 
Rehab 15%

Adapted from Mahomed et al., 2008;  McGilton et al., 2009
Chong et al., 2008; Currie & Hutchinson, 2005



Tools Kit for  Hip Fracturep
• Surgical Practice to Optimize Function
• Care maps – acute care, inpatient rehab, CCAC
• Pre admission order sets• Pre admission order sets
• Performance management – Indicators                          

and Technical Reports for measurementp
• Patient/ Family Education tools
• Anticoagulant thromboprophylasis protocol
• Education workshop/materials for health professionals
• Delirium, Dementia & Depression tools 

O t i t l• Osteoporosis protocol 
• Standardized discharge –Smooth Steps to Discharge



Bone and Joint Health Network
P DProgress to Date



Process IndicatorsProcess Indicators
• Steering Committee
• Implementation Target Datesp g
• Data Evaluation Processes
• Relationships Established to Enable Systematic  Patient 

Flow i.e. Acute, Rehab,  Geriatrics , CCC, CCAC, other
• Wait time Surgery < 2days
• Implementation of Best Practice• Implementation of Best Practice   

– Acute Care Care Map
– Inpatient Rehabilitation Care Map
– Community Care Guidelines

• Education for Health Professionals



BJHN Progressg
Hip Fracture Process Indicator Report



BJHN Next Stepsp
• Disseminate provincial models of care
• Continue knowledge spread through

– Provincial Hip Fracture KT Teleconferences to continue
– Clinical Coach/Facilitator Teleconferences

• Determine Next Steps within each LHIN• Determine Next Steps within each LHIN
– Governance structure
– Accountabilityy
– Sustainability planning

• Support organizations to go LIVE
• Begin Provincial Benchmarking Initiative
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Thank you and questions? 


