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Post Fracture Care Programs

Improve outcomes and prevent subsequent fragility fractures

11111

Orthogeriatric Service (OG)

Primary goal: improve overall patients outcomes

(morbidity/ mortality/ functioning/quality of life) \ |I"i_ g

i
Fracture Liaison Service (FLS) L
S

Primary goal: «capture the first fragility fracture» '-
prevent subsequent fragility fractures

Akesson K, et al, Osteop Int 2022
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Frailty & Fragility Fracture!



EENT:M\ Principali Passaggi

* Avviare il Modello Ortogeriatrico
* Conoscere il contesto e stabilire la priorita

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA




Orthogeriatric Care Program - =

v &

709
ey 700 - | 58 Denominator of the ratio
fractures \ B2016 2017
Generating 600 -
Hospitalization
Minor fragility fracture 500 i
Major fragilty | TN 400 - 31359 3 N fx > 250 = cost saving
fractures

300 - 231

Returning to
community 200 -

|
' 183
I 157 155
137137 131
Minor fragility fractures v 120 107 111 -
L I s
0- T T T T T T T .

At high risk of fragility fractures
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Goal: managing fragility
fractures and treating
frail or vulnerable
persons using
standardized protocols
to maximize the quality
of care based on the
available resources

EMERGENCY PHASE

+ Accurate diagnosis + Rapid optimization for + Early and appropriate
« Adequate pain control surgery surgical intervention
+ Treatment decision + Appropriate anaesthesia

+ Stabilize medically

Appropriate Early and
secondary prevention effective rehab

|| POSTOPERATIVE PHASE

+ Care in the community =\

Optimize function » Everything out,
+ Appropriate follow up + Initiate falls prevention everyone up
+ Discharge planning + Medical optimization

and bone health
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The third step: be prepared to treat fragile bone and to manage frail person

woman Place of living
75% 93% home
X INDEPENDENCE
age 64% with ADL > 5/6
83.7+7.4 38% with IADL > 5 (F)
>4 (M)
60% with CDR <0.5
polypharmacy T o comorbidity
44428 vulnerability & complexity 44422

- CV diseases (30%)

~Depression (28%)
~Dementia (22%)
-Diabetes (18%)

Antihypertensive (99%)
“Benzodiazepine (32%)
~Anticoagulants (15%)

“Antiplatelets (43%) )

e
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Orthogeriatric Care Program
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The third step: personalize and integrate interventions using patient-centered approac\hw

-~ PATIENT JOURNEY
* Multiple Acute/Chronic Conditions Enter your sub headline here

(i.e. multisystem diseases, including osteoporosis)

Discharge or Transfer
* Polypharmacy e seers, start-stop, Frips) EXsios e

sufficient notice of Examinations, diagnosis and

I ihit: . _ - discharge and the treatment
¢ F un Ct IoONna | Ab | I |t| esS (i.e. physical and cognitive provision of information Experiences while undergoing or receiving
advice and support the results of tests., treatments,

performance) operations and procedures

° N UtrItIOna| StatUS (i.e. protein and vitamin deficiency)

Care on the Ward
Experiences while on
the ward, such as
communication with
hospital staff, privacy,
pain management,
cleanliness and food.

* Frailty and geriatric syndromes

Admission to Hospital

(i.e. Fall, Delirium, ADRs, etc.) Experiences in the
emergency department,

such as waiting times and
respect for privacy.

* Social context and resilience

* Patients health outcome goals and

care preferences =



rthogeriatric Care Program
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The fourth step: translate the pathway into a flow of processes

Real world patient’s journey Real world map of KPIs
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EMERGENCY .

. KPI 1. Hi 82
L Optimal surgery - Hip %y
— fracture KPI 14. PROMS
6) Lins c y
\ EMERGENCY PHASE PRE-OPERATIVE PHASE 0G 24 k
—_— ’ weeks
= ol ward Settings & 40 days
TR + Accurate diagnosis + Rapid optimization for + Early and appropriate Home
+ Adequate pain control surgery surgical intervention A V J\ /L
« Treatment decision + Appropriate anaesthesia KPI 2. Major
+ Stabilize medically fractures |- . OG/ FLS | OG/FLs
- . Out-patient "] Out-patient
Appropriate Early and KPI 3. Surgery<48
: : KPI 4. Weight-beari
1 secondary prevention effective rehab i W::ﬁmg tZi;'"g ~ A
‘ 1= 2 3 KPI 6. Falls-Fracture IalEGS Fa.lls-Fracture
POSTOPERATIVEPHASE 4 Prevention Sin lon 52 weeks
i KPI 7.Medication Revision it 7.Med|cat|9n R§V|5|on
A ) 2 ) ‘ e ) 213 e KP1 9. Communication
+ Care in the community ====+ Optimize function === Everything out, KPI'9. Communication j KPI 10. Assessment €.
b b + Appropriate follow up + Initiate falls prevention everyone up Guidel.ines
+ Discharge planning + Medical optimization KPI 11. Vertebral Fracture KPI 12. Persistence
and bone health \‘\ l . KPI 15. Re-fracture
\ } =~ —
Y KPI 13. Database [
KPI 16. Audit

iTManagement driven by Comprehensive Assessment
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The fourth step: watch your pathway using Key Performance Indicators (KPI)

. Patient Identification

. Patient Managementdrive by CGA

. Patient Surgery<48h

. Early weight-bearing

. Short & long-term Functional Recovery

. Falls and Fracture Prevention

. Medication Review and Initiation

. Post-Surgical Assessment & Management

VIO IN O I WIN|R

. Communication Strategy
10. Assessment Guidelines (X-ray; DXA)

11. Vertebral Fracture Identification

12. Long-term Management & Persistence

13. Re-fractures

4. PROIV

15. Database

16. Audit

Outcome measure: the measure ultimately you
want to affect

i.e. number of patients >50 yrs on treatment after
12 months from index event

Process measures: reflects the way your system
and your processes work to deliver what you want
i.e. number of patients able to be monitored at 12
months from index event

Balancing measures: they track if you are
introducing problems in another part of the system
i.e. waiting list for assessment



EENT:M\ Principali Passaggi

* Avviare il Modello ortogeriatrico
* Conoscere il contesto e stabilire la priorita

* Coinvolgere tutti gli attori definendone obiettivi e
modalita

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA
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1. Directional & Organizational

2. Core & All Professionals

3. Transmural Actors

Being aware of the status quo, defining the pathway of care useful to achieve desidered
goals, planning interventions in a synergic way among professionals
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DELIBERAZIONE| -\ N /52|

Linee di indirizzo
assistenziale riabilitaf

AZIENDA OSPEDALIERA

DI PERTIGIA

| Management PDTA Ortogeriatrico per il paziente con fratture magoiori
da raglita - Modello organizzativo ¢ Responsabilit

Dl Marzo 2018 1d

PRO AzOsp 43

Rev. 00 Mag

PROCEDURA OPERATIVA

fragilitd — Modello organizzativo e Responsabilita

. considering the skills and responsibility of
each professional, the specific areas of
management and responsibility of the
Orthopedic surgeon and the Geriatrician are
stated; they are entrusted with the
management of the ortho-geriatric pathway
(co-management model), which provides for
the permanent presence of geriatricians in
the orthopaedic ward from 8 to 20, from
Monday to Saturday.

Management PDTA Ortogerlatrico per il paziente con fratture maggiori da |




The fifth step: set the comanagement model of care

Orthogeriatric Care Program

COD. PRATICA: 2015-001-1153

MODULO DG1

DELIBERAZIONE

N. 1
OGGETTO: Linee di indirizzo
assistenziale riabilitaf
femore

| Management PDTA Ortogeriatrico per il paziente con fratture magoiori

AZIENDA OSPEDALIERA
NI PERUIGIA

PRO

Rev. 00

Ll G Lt Dl Marzo 201
da raglita - Modello organizzativo ¢ Responsabilit Sz

PROCEDURA OPERATIVA

Management PDTA Ortogerlatrico per il paziente con frattur
fragilita — Modello organizzativo e Responsabilit

5.2 Gli ambiti di competenza della responsabilita gestionale

L'ortopedico é responsabile:

degli aspetti chirurgici e di tutti i problemi ad essi connessi in fase pre-operatoria,operatoria e

post-operatoria;

della comunicazione al paziente e al familiare di detti aspetti;
della tenuta della documentazione clinica; nello specifico, al momento del ricovero compila Ia

cartella clinica, imposta la
protocolli di terapia antalgici
della organizzazione e inse

Il geriatra & responsabile della valutazione e gestione medica multidimensionale, in particolare
comorbilita, poli-farmacoterapia e prevenzione delle complicanze, dallingresso alla dimissione, e
quindi:

» degli aspetti internistici nella fase pre- e post-operatoria;

della scelta, comunicazio
chirurgica, della profilassi &
chirurgica della ferita e delle
della valutazione dei radiog
riguardo alla concessione d
dell'aggiornamento quotidig
effettuati, analogamente al ¢
della gestione complessiva
quali pud awvalersi delle co
caso;

della compilazione della lett
in post-ricovero fino alla gu
documento condiviso con |l

——j

della ottimizzazione clinica in vista dellintervento chirurgico secondo i criteri condivisi con
I'anestesista;

della stabilizzazione e della prevenzione delle complicanze mediche nel post-operatorio
(incluso terapia medica, diagnostica laboratoristica e strumentale);

dell'attivazione del percorso di continuita di cura;

della valutazione mediante gli strumenti e le scale definite in cartella ortogeriatrica
relativamente: allo stato di salute e al grado di autonomia precedente, alle funzioni cognitive,
allo stato nutrizionale, al tipo di supporto sociale disponibile per definire tempestivamente il
piano diagnostico-terapeutico e assistenziale pit appropriato;

della prescrizione della terapia nella scheda informatizzata per quanto riguarda gli aspetti di
competenza e delle richieste di consulenza specialistiche o riabilitative necessarie;
dell'aggiornamento quotidiano del diario clinico nella cartella di reparto con gli interventi
effettuati, analogamente all'ortopedico e per cio che gli compete;

della raccolta del consenso informato del paziente per gli esami per cui & previsto e per la
terapia trasfusionale, quando non gia effettuata dall’ortopedico all'ingresso;

della comunicazione al paziente e ai familiari delle informazioni relative all'iter clinico e al
discharge planning;

della compilazione alla dimissione della lettera sugli aspetti clinici, terapeutici e socio-
assistenziali del percorso ortogeriatrico, in un unico documento condiviso con l'ortopedico.
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Geriatrician

Physiatrist/
Physiotherapist

Social Anesthetist
Workers
Carers Nurses
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Team Individual
development Differentiation /' PERFORMING
process | stage 3
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Stage 1 NORMING
Membership :‘nﬂm of leaders
Stage 2
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Which is the optimal orthogeriatric care model to prevent mortality e q
of elderly subjects post hip fractures? A systematic review -4
and meta-analysis based on current clinical practice h

Orthogeriatric Standard

model muaodel Odds Ratio Odds Ratio
Study or Subgroup  Events  Total Events Total Weight M-H, Fixed, 95% C1 M-H, Fixed, 95%CI
Geriatric advice in an orthopaedic ward
. . . Deschodt 2011 40 a4 29 77 39% 1.23 [0.66, 2.27] o
..elderly patients with hip fractures Fsher20067 21 M7 3 sS4 70% 0620036108 A
Hempsall 1991 28 g2 22 73 3.3% 1.20 [0.61, 2.37]
M M M Huusko 2000+ 17 119 18 119 13% 0.94 [0.46, 1.92] i
admitted early into a dedicated g n % % un e ebeae .
. . Vidan 2005% 20 155 41 164 6.9% 0.69 [0.40, 1.18] E T |
Orthoge riatric ward had reduced |ong_ Subtotal (95% C1) 1102 474 302%  090[0.71,115] *
Total events 158 203
H Heterogeneity: Chi? = 4.58; 2 = (0%
te r m m O rta | Ity' Test for overall effect: Z = (L85 (P = 0.40)
Orthogeriatric ward
l l 1 Boddaert 2014° 203 2 0.56 [0.32, 0.97]
The orthogeriatric ward proves daily s - LB 00
« e o . Gilchrist 1988° a7 0.63 [0.36, 1.54]
efficiency and ability to incorporate Grund 20157 216 066 031, L40]
Ho 20092 2 281 0.51 [0.32, 0.82]
1 Watne 20147 163 208 [0.51, 8.45]
many advantages for the older patients T 201 5 : Inio
. . . Subtotal (95% CI) 1072 0.62 [0.48, 0.80]
with hip fractures and the hospital Totalevents o
Heterogeneity: Chi? = 3.99: P = (0%
Organlsat-lons’ belng a pra Ctl Cal Test for overall effect: Z = 3.66 (P = 0.0002)
. Shared care by orthopaedists and geriatricians
alternative well ada ptEd to the local Barone 2006" 63 252 196 570 19.1% 0.64 [0.46, 0.89] .
Bhattarayya 2010 34 274 21 249 4.1% 1.54 [0.87, 2.73] ———
Friedman 2009" 3 193 3 121 0.8% 0.62 [0.12, 3.13] e
needs' Gregersen 2012 37 233 39 262 6.6% 1.08 [0.66, 1.76] ——
Suhm 2014% 64 224 53 269 7.3% 1.63 [0.81, 1.23] ——
Subtotal (95% CI) 1176 1471 37.9% 1.00 [0.81, 1.23] *
Total events 201 312
Heterogeneity: Chi? = 14.93; I2 = T3%
Moyet J, International Orthopaedics 2019 B el mt i S

Death - Death +
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Principali Passaggi

* Avviare il Modello ortogeriatrico
* Conoscere il contesto e stabilire la priorita
* Coinvolgere tutti gli attori definendone obiettivi e modalita
* Monitorare gli esiti nel breve -medio termine

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA




The sixth step: identify the main phases and how they perform

Information
Technology

Paziente

- What are we doing?
- Where are we in the development?
- What is easily achievable?

Hospital

Admission

* Focus on hip
fractures
(may include
other fracture

types)

Orthogeriatric Care Program

Key Performance Indicators Jan -2024 Rate
1. Patient Identification Y/N %
2. Patient Management drive by CGA Y/N %
3. Patient Surgery<48h Y/N %
4. Early weight-bearing Y/N %
5. Short & long-term Functional Recovery Y/N %
6. Falls and Fracture Prevention Y/N %
7. Medication Review and Initiation Y/N %
8. Post-Surgical Assessment & Management Y/N %
9. Communication Strategy Y/N %
10. Assessment Guidelines (X-ray; DXA) Y/N %
11. Vertebral Fracture Identification Y/N %
12. Long-term Management & Persistence Y/N %
13. Re-fractures Y/N %
14. PROMS Y/N %
15. Database Y/N %
16. Audit Y/N %
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Orthogeriatric Care Program
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The sixfth step: interdisciplinary and integrated clinical chart (FSE?) _

Multidimensional: appropriate for patient’s clinical needs,
including CGA & M tools

Multidisciplinary: highlighting timing and processes

7 associated with patients’ care and supporting physicians’
Code: 2699 problem-solving

@ Audit-based: ready to support revision/implementation
strategies and tracking the KPls
Database 5 5

Facilitating Audit Methodology



Hospital

Admission :
Presurgical

Management

* Focus on hip
fractures
(may include
other fracture

types) %

» Patient
assessment
Comorbidity
management
+ Appointment

PRONTO SOCCORSO
Entro 12 h dall’ingresso in PS

-Valutazione ortopedica per
indicazione chirurgica

-Valutazione ortogeriatrica per
priorita medico-chirurgica, timing
fitness operatoria (check-list
preoperatoria), disposizioni di
accertamento, trattamentoe
monitoraggio propedeutico
all'intervento)

~Valltazione 1doneia anestesologica
(checklist pre-operatoria)
-Programmazione intervento (lista)
-Disposizioni di preparazione

all'intervento =)

coordination to
reduce time to
\ surgery |
Y

1. Early surgery (24-36h)

-OPERATORIA

|
2. Joint admission (=2-4 hours)

dall’ingresso in PS

Gestioneclinico-terapeutica

- Ddlore, delirium, complicanze

- Comorbilita (anemia, insufficienza
cardiaca, insufficienza respiratoria,
aritmia cardiacao ischemia, rischio
trombotico/emorragico, disonie,
infezioni, diabete, antibiotidi, etc)
- Polifarmacoterapia

—
CoviD
Codice Giallo
Stabilita clinica (PA, FC, Sp02, TC)
- Rxanca
ECG
v Prelievo ematico: urgenze e gruppo
Accesso venoso, inizio terapia antalgica
= LS
- SC/setting adeguato :
v : | ) :
. | Priorita medico-chirurgiche Trattamento |
Priorita chirurgica *|  non-ortopediche () conservativo (zeax) |
ortopedica <48h (s30:85% - Y
hllllllllllHll.lllIllllllllllllIIIEOIIIUIIII1
]
Rivalutazione i
ortopedica/ortogeriatrica '
| %
]
I
;
Area dedicata (x' Piano BloccoX) ‘ ,{



Orthogeriatric care model: major alterations
potentially delaying access to surgical theatre

N=296 hip fracture
2019 NAO m—— 28,1

Alterazioni gravi della PA mmm— 13,5
Scompenso cardiaco acuto 11,5
Disionie gravi mmmm 10,4
Insufficienza respiratoria acuta s 10,4
96 (33%) TAO i 8,3

Insufficienza renale acuta i 6,3

Anemia grave I 5,2

M almeno una complicanza maggiore

M nessuna complicanza maggiore Valore Percentuale (%)



Orthogeriatric care: timing and 30-day mortality

potentially delaying access to surgical theatre
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Orthogeriatric care model: quality of surgery

surgical treatment for fast-up recovery

Surgery in the planned list
Surgical technique for immediate walking
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Hip fracture type, n(%)

- Medial 38.0%
- Lateral 62.0%
Surgery, n (%)

- Prosthesis 43.3%

- Osteosynthesis 56.7%
Weight-bearing, n (%)

90.10
- Early %
- Delayed 9.90%

Integration of medical and surgical needs

‘ Moving from Quantity to Quality

Surgical technique

- Intracapsular fx=> arthroplasty
Total arthroplasty is the choice

= Pts walking outdoor pre-fx
= Cognitive preserved

= Eligibility to procedure
Time to weight-bearing

- Immediate post-surgery
= Days after surgery



4. Falls and fracture secondary prevention assessment,
management and follow-up

Hospital

)

Admission :
Presurgical

Management

* Focus on hip
fractures
(may include
other fracture

types) .

Patient
assessment
Comorbidity
management
+ Appointment
coordination to
reduce time to
surgery |

Y
1. Early surgery (24-36h)

Postsurgical
Management

Rehabilitation

Comorbidity
management
Polypharmacy

* Inpatient or

revision. outpatient PT
Prevention of .
* Fall prevention

complications s

. education
Interventions
supporting
rehab

2. Joint admission (=2 hours)

3. Pre-op and post-op interdisciplinary protocols




Comprehensive Geriatric Management
reducing complications and initiating secondary prevention

933 patients underwent surgical repair No complications 438 (47%)
50 1 complication 340 (36%)
42 2 complications 102 (11%)
@ i
- 40 > 3 complications 53 (6%)
O
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Orthogeriatric care: Early Recovery of Function

& treatment for fast-up recovery

UP

AND

GET OUT

OF BED (i b N
» s SRS T\
12 18 = i

1°PO | 2°PO | 3°PO | 4°PO | 5°PO | 6°PO | note

1) Alzarsi e rimettersi a letto (dalla posizione supina a letto mettersi seduti sul 1 1 1 1 2 2

bordo del letto, alzarsi o trasferirsi su una sedia posta accanto al letto e ritornare alla
posizione supina nel letto)

2) Alzarsi da una sedia dotata di braccioli (passare dalla posizione 0 1 2 2 2 2
seduta a quella eretta e ritornare alla posizione seduta)

3) Deambulazione indoor 0 0 1 1 2 2
Totale 1 2 4 4 6 6
Legenda:

(0) Non in grado, nonostante |'assistenza o |'esortazione di una o piu’ persone.
(1) In grado, con l"assistenza o |'esortazione di una o piu’ persone.
(2) Capace autonomamente in sicurezza, senza |'assistenza o |'esortazione di nessuno.




Orthogeriatric care: Early Recovery of Function

& treatment for fast-up recovery

UP

AND

Gcl)E;:r 35%1- 4-year national cohort >20.000 patients

60 - ¢

Nationwide Danish = < i T
Multidisciplinary o L ph = e 1.
Hip Fracture Registry 11.3% s LT3 N g

50 4

40 - il

30 -
Adjusted Hazard Ratio for infection <30 days

20 - if CAS not regained:

10 J 3.5%

¢1.34 (Cl: 1.16-1.54) hospital-treated infection

Proportion of deaths (percentage)
within 30- days of discharge

e 0 1 > 3 A 5 & ¢1.35(Cl: 1.09 —1.67) for pneumonia

CAS points lost 1.36 (Cl: 1.21-1.52) for community-treated infection
Nationwide study of 5,147 elderly patients with HF: the risk of 30-day
mortality was substantially increased for those who had not regained
their pre-fracture basic mobility CAS level at the time of acute
hospital discharge, compared with those who did.



Orthogeriatric care: patient-centred through
settings qualifying professionals and settings

«qualified» hospital for
the management of the
acute phase...

»

FASE POST-OPERATORIA

to the most suitable setting in the medium

and long-term period

1%-5"GPO

Rxefo concessione del carko post-
operatorio

<Gestione clinlco-te rapeutica per
prevenzionedelle complicanze e
avvio rlblitazione precoce

-Dolore, delirium, complicanze
Comorbilitd [anemia, insufficienza
cardiaca, insufficienza respiratoria,
aritrmia cardiaca o ischemia, rischio
trombaoticofemorragico, disionie,
infezioni, diabete, antibiotici, etc)
-Polifarmacoterapia

-Assistenza base (idratazione,
nutrizione, gestione CV, funzione
intestinale, ferita chirurgica,
prevenzione ulcere da pressione, etc)
Rabiltazrione precoce
[werticalizzazione 1GOP,
deambulazione 260P, SPPB 5GO0P)
-Plano Riablitative Individuale
-Dimissione protetta [setting ftiming)

Gestione e monitoraggio
medico-chirurgico
post-opertorio
Riahilitazione precoce
Stabilita clinica
Piano riabilitativo ed
assistenziale individualizzato
Percorso Ospedale-Territorio

Intervento
Chirurgico

v

Carico
differito

Intergrazione Territoriale

intensiva

estensiva

Potenziale Potenziale Potenziale
riabilitativo riabilitativo riabilitativo
elevato (60%) moderato (20%) scarso(15%)
Riabilitazione ADIl con FKT Riabilitazione RSA/RP

Hospice/ADI
cure palliative




Perugia Orthogeriatric Care Program

CLINICA ORTOPEDICA E TRAUMATOLOGICA
Direttore: Prof. Auro Caraffa

Gentile Collega, dimettiamo in data odiern icoverato | ' '
in questo Ospedale dal 13/06/2022 r Terapia farmacoclogica effeftuata
" Enoxaparina - fitomenadione- paracetamolo- calcio lattogluconalo/calcio carbonato- oxicodone
E::g:r;sc'::::;“n::?;:ﬂ o ¢ /naloxone - morfina - umechidinio bromuro- cianocobalamina- colecalciferolo- lattulosio- acido
- i . . ' lattico/sodio idrossida/sodio cloruro/potassio cloruro/calcio cloruro- aminoacidi/elettrolitiiglucosio
Anemizzazione post-operatonia con neiProreing C Reattiva 0.0-0.5 [mp/dL] - 13.1 (destrosio) anidro/lipidi- amlodipina- pantoprazolo - carbossimaltosia ferrico- dutasteride- acido
Valutazione Multidimensionale - folico- sodio cloruro- furosemide- silodosina- profilassi antibiotica preoperatoria i
Livello funzionale pre-frattura: viveva & Magnenm 1.9-2.5 [mgf dL] - — %
(ADL ®©f6; IADL 8/8): autonomo dejryi .., . Emostrasfusioni/emoderivati i
occasional, i ocoupa della gestono d Glicemia 60-110 [mg/dT.] 121 Trasfuse 2 sacche di GRC in data 21/06/2022 i
a lerapla comicillare, esce 0l casa avva Mhumina 3 R.:. ] rr.r fr“ 'I 1 ﬁ = j
Sintesi anamnestica - Emoglobina  113.0-17.0 [g/dL]  {10.3 7.8 8.0 | Terapia farmacologica consigliata alla dimissione _
. Cardiopatia ischemica su base ipeften Calcio Bilirubina Totale |0.30-1.20 [mg/dL] |- 0.87 | PANTOPRAZOLO 40 mg:1 cpr prima di colazione fino a termine della terapia con enoxaparina,
p P
cuore eseguito nel Dicembre 2021). Fosforo Bilirubina quindi sospende
- BPCO In &x fumatore Direlta 0.00-0.20 [mg/dL] j--- - SILODOSINA 8 mg: 1 cpr la mattina . ;
- Pregressa infezione HCV trattata nel 2 ACIDO FOLICO 5 mg: 1 cpr a pranzo per un mese, quindi sospende
biopsiaerta come negativa per patol PTH Inutto 6ot - Ast 0-50 [UIn) - 39 | DUTASTERIDE 0.5 mg: 1 cpr la sera
- Antrosi polidistrettuale ! Perdtina Gpt - All 0-50 [UINL] - 22 | INCRUISE ELLIPTA (UMECLIDINIO) 55 meg: 1 puff al giorno
- Pregressy nlertond di fduzions M2 muens Gamma GT _{0-55 [UIAL] - 51| CORTEOL e LUMIGAN callirio due applicazioni al giomo OS
 Tromboditopenta in follow-up ambulatc| ¥ HAMINa B 12 fercpi g CALCIO CARBONATO 1.000 mg: 1/2 bus a pranzo e ¥ bus a cena -
. 30-120 [UIL] P 64 | CALCIFEDIOLO 1,5MG/OML: 7 GTT al giomo da assumere dopo pranzo per un mese, quindi.
Insufficienza renale cronica lleve con fixz ., win s [ Alcalina I -
- MRGE et Gl 88106 mrl] e " | sospendere e sosituire con COLECALCIFEROLO 10.000 Uliml 40 gocce in unica
- Ipertrofia prostatica benigna Acido Foli S0 - - 28 somministrazione settimanale dopo un pasto abbondante
- Pregressa ludopatia (paziente risulta it [ ‘0100 FOIEU 1P secondi 9.8-14.3 [sec] - 12.0 | ENOXAPARINA 4,000U1: 1 FL S.C alle ore 20.00 per 35 giomi (rispettando lo stesso orario di
, TSH 3 Generazi IN-R. 0.80-1.20 - 1.06 | somministrazione)
Polifarmacoterapia , Rato 0.80-1.20 o5 | PARACETAMOLO 1000mg: 1 cpr ogni 8 ore (max 3 cpridie)
Pantoprazolo 40 mg:1 cpr prima di colazione g e s TRAZODONE 60 mg/ml: 8-10 gocee la sera in caso di insonnia
Ramipril 2.5mg: V2 cpr la mattina 24 0-336.0
Silodosina 8 mg: 1 cpr la mattina Fermitina [ng/mL] - C r = LA 0y LAY QLIGALIAIZD,,
oo g s cpr i sor. Vitamina B 12 [133*0'5]"4'” - 10% d . . . d e 110 I . I I
Incruise ellipta (umeclidinio) 55 meg: 1 puft al giorno pg/m o dimessi con tera p i1a Al I I ivellio
Corteol & Lumigan collirio due applicazioni al giorno OS Vitamina D 20.0- (ng/mil] - --
Acido Falico  {3.0-20.0 [ng/mL] - - e 9 5 (y ° e ° I
o programma ai monltoragglo :
12022029031 PCCFNC39M25 —

i i



Hospital

Admission :
Presurgical

« Focus on hip Management

fractures

(may include » Patient

other fracture assessment

types) » Comorbidity
management

* Appointment
coordination to
reduce time to
surgery

4. Falls and fracture secondary prevention assessment,
management and follow-up

)

|

1. Early surgery (24-36h)

Postsurgical
Management

Rehabilitation

Comorbidity
management
Polypharmacy
revision
Prevention of

Patient
Follow-up

* Inpatient or
outpatient PT

complications . F;II pr:fventlon e Clinicxyisitd
Interventions et 7 Virydal mddical
supporting care?®

rehab « PCP contact

2. Joint admission (=2 hours)

3. Pre-op and post-op interdisciplinary protocols




Orthogeriatric Care Program

How translate actual patient’s journey into a process flow

Hip Fracture

Pivotal
time!

Identification (100% HF inpatients)

Ortho-Geriatric Unit | Investigation (lab exams, CGA)
(=7.5 gg degenza) Initiation (Vitamin D and Calcium [100%],
AOT [10%] at discharge
a R

Post-discharge hip Xray, surgical and clinical
assessment and drug review based on CGA

Orthogeriatric out-patient Service J ';‘(bAoratO"y evaluation if needed .

Radiologic evaluation (where indicated)
Fall risk assessment and functional recovery
. Follow-up scheduled at 6 or 12 months )

(=40 days from surgery)

Pharmacological & Non-
pharmacological
Interventions

Falls & Fracture

: : Care-giver Education General Practitioners
Prevention Intervention




OG-CP Usual-CP

80% alive after 1 year
80% adherence 1 year

Reduced rates of adverse events

p value
1-year adherence to 80% 99% <.0001
antifracture drugs
Multiple fallers 19% 35% 0.0399
Health facility 41% 58% 0.0125
admissions*

Time free 176 89 0.0152

hospitalization (days)

Ruggiero C et al, Arch Osteop 2022



The interdisciplinary fracture liaison service improves health-related
outcomes and survival of older adults after hip fracture surgical repair

Carmelinda Ruggiero'® - Marta Baroni' - Giuseppe Rocco Talesa? - Alessandro Cirimbilli? - Valentina Prenni’ -
Valentina Bubba' - Luca Parretti' - Riccardo Bogini? - Giuliana Duranti® - Auro Caraffa? - Virginia Boccardi' -
Patrizia Mecocci' - Giuseppe Rinonapoli?

1.00
5 years from surgical repair
50% are still alive!
';h""q.
0.75 T
")
> .
£ 050 { - Logramktestpz00I6_ _ _ _ _ — — i
z — FLS-CP ---e-- R
L FLS-CI U-CP |
W I
I
]
0.25 |
I
I
I
I
0 I
1 ¥ J ] L] ] F ¥ L ¥ " L ¥
0 6 12 18 24 30 3% 42 48 54 60 68 72
Months




The interdisciplinary fracture liaison service improves health-related
outcomes and survival of older adults after hip fracture surgical repair

Carmelinda Ruggiero'® - Marta Baroni' - Giuseppe Rocco Talesa? - Alessandro Cirimbilli? - Valentina Prenni’ -
Valentina Bubba' - Luca Parretti' - Riccardo Bogini? - Giuliana Duranti® - Auro Caraffa? - Virginia Boccardi' -
Patrizia Mecocci' - Giuseppe Rinonapoli?

100% 100%
‘LS-C -
% 80% 3 200 OFLS-CP  [U-CP
T g Urgent need for a core set of
o 60% .
& functional recovery!
E 40% 36%
= ” Quality indicator after early surgery! . .  ax
é 20%
AGENAS
U':}‘U I = . : . . . i oo ; ! ;
Pre-fracture 3 month 7 month 12 month Pre-fracture 3 month 7 month 12 month
Basic Activities of Daily Living Instrumental Activities of Daily Living

950% patients do not recover their pre-fracture after 1 year, with a trend to
experience an increasing rate of peri-prosthetic re-fractures

Ruggiero C et al, Osteoporos Int 2022
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Principali Passaggi

* Avviare il Modello Ortogeriatrico
* Conoscere il contesto e stabilire la priorita
* Coinvolgere tutti gli attori definendone obiettivi e modalita
* Monitorare gli esiti nel breve -medio termine

* Ottimizzare il Modello Ortogeriatrico
* Principi di miglioramento continuo

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA




Orthogeriatric Care Program &=

+ Comorbidi 5
mmagcm::! Patient

+ Appointment arma indiaiio Follow-up
coordination to i

reduce time to

surgery complications g * Clinic visits

The seventh step: checking on outcomes for advancing goals and processe |

Postsurgical
Management

Rehabilitation

supporting e
* PCP contact

Key Performance Indicators Jan -2024 | Rate » ‘ ' sPECIFIC

1. Patient Identification Y 70% ‘ I MEASURABLE

2. Patient Management drive by CGA N %

3. Patient Surgery<48h Y 60% ‘ g A CHIEVABLE Test
4. Early weight-bearing N % ‘ 3l RELEVANT Locally )
5. Short & long-term Functional Recovery N % :

6. Falls and Fracture Prevention Y 30% ‘ b MEY

7. Medication Review and Initiation N %

8. Post-Surgical Assessment & Management Y 50%

9. Communication Strategy N %

10. Assessment Guidelines (X-ray; DXA) Y 25% Improve
11. Vertebral Fracture Identification Y 25% Plan
12. Long-term Management & Persistence N % AUDIT

13. Re-fractures N % BICEE

14. PROMS N %

15. Database N %

16. Audit N %




The eigth step: makes the service valuable and sustainable

High Added Big Population benefit (Denominator)
r Value =
for the System Lower Cost = Financial & Social

What are the future costs?

Make your service

* More Effective
The goal is to make the service * Less costly

normalised in the healthcare system * Lean approach - Sigma

Sustain: continue to provide healthcare in
the future



FFN> Principali Passaggi

* Avviare il Modello Ortogeriatrico
* Conoscere il contesto e stabilire la priorita
* Coinvolgere tutti gli attori definendone obiettivi e modalita
* Monitorare gli esiti nel breve -medio termine

* Ottimizzare il Modello Ortogeriatrico
* Principi di miglioramento continuo
* Fare cultura e crescere in network

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA




Orthogeriatric Care Program

The ningth step: being activists and promoting transmural orthogeriatric culture

CONSENSUS DOCUMENT ;')

Check for
updates

Orthogeriatric co-management for the care of older subjects with hip
fracture: recommendations from an Italian intersociety consensus

SIMFER
. . . ) SIART m
.. Secondary prevention of fragility fractures... A v
.. Risk of fall evaluation and management.... a2 SIMG
& SOCIETA. [TALIAMA DI
MEDICINA GEMERALE
E DELLE CURE PRIMARIE

@ SIGOT FFNM\

Fragility Fracture Network S




Post-fracture care programs for prevention of subsequent fragility

INTERMATIOMAL

fractures: a literature assessment of current trends

K.E. Akesson'2- K. Ganda®* - C. Deignan® - M.K. Oates® - A. Volpert® - K. Brooks - D. Lee®? - D.R. Dirschl'® -

A.).Singer

Stepwise

based on size

implementation A1

. I fracture

of impact -
y \

/ Nonshipragilty
/ fraclure patients

Obiettivi:

Ridurre il rischio di
ri-frattura femorale

Recupero funzionale e
riduzione del rischio

Orthogeriatric Service
Primary goal: improve overall patient’s outcomes \

(morbidity/mortality/ physical function)

Combination

Fracture Liaison Service
Primary goal: prevent subsequent fragility fractures

Ridurre il rischio
di 1a frattura

Prevenzione nell’anziano
fragile

Improvement in OStEOPOI'OSIS detectlon in a fracture liaison service

with integration of a geriatric

Amrut Borade, MBBS MS, Harish Kemp
Michael Suk, MD JD MPH, Daniel S. Ho

i

Implementatlon of a fracture liaison service for
patients with hip fracture cared for on a hospital
medicine service

John R. Stephens, Donald Caraccio, Dana R Mabry , Kelly V. Stepanek ,
Morgan S. Jones , David F. Hemsey & Carlton R. Moore




Orthogeriatric Care Program

Improve outcomes and prevent subsequent fragility fractures

Dedicated
Fracture Liaison Service |+ Healthcare savings :\ s

(FLS)

| e
| K™
Pl & 4 .
- " e

Fewer Care Home
admissions
r:

Fewer Secondary
care admissions

E’ un modello di cura
clinicamente ed

\ 4

) Identify at risk
patients

N economicamente
stematic L - H
( in‘vessyq.t _ t - \ | ower ri racture va ntaggIOSO
"¢ 0G-PFC = riappropriarsi del percorso se attuato
di cura della persona nel suo contesto correttamente

ApPProprate
Treatment initiation) k and f_r act_ure
monitoring )

Territorio




EENT:M\ Take home messages

* Orthogeriatric patient is not an osteoporotic patient, but frail and highly deserving

of pro-active strategies to preserve pre-fracture QoL

* Orthogeriatric care programs is required and based on multidisciplinary

interventions integrated across the pathway of care

* It’s time to embrace the challenge of improving the QoL of older people facing

fragility fractures by using/developing audit methodology proactive

4° CONGRESSO NAZIONALE FRAGILITY FRACTURE NETWORK - ITALIA







80% alive after 1 year
80% adherence 1 year

Reduced rates of adverse events

FLS-CP U-CP
p

value
Multiple 19% 35% 0.0399
fallers
Health 41% 58% 0.0125
facility
admissions™
Time free 176 89 0.0152
hospitalizati
on (days)

Ruggiero C et al, Arch Osteop 2022



Orthogeriatrics: starting with proof of functioning

highlight the impact on other hospital services

Traditional model Comanagement vs Traditional model
Jan-March 2016: 93 pz (154 consultations) Jan-March 2018: 97 pz (57 consultations)
Rianimazione Altre 02 support
o 1% Specialistiche 20% - at discharge
Psichiatria 14% 59,
1% o
; ; Cardiologia 0% - | | B
Malattie Infettive ar g o
29 27% -6%
o -20% -
Chirurgia -23%-23%
2% i 40% - -35%
Neurologia™ " -44% _A8% -45%
4% . -60% -
Nefrologia -63% -64%
0,
125 Medicina -80% - -71%
21% ' D N N S P 2 C I ISR B
: ° S O S
Pneumologia N S SR N ©& Y
A O G O N RN
14% C <& & o Y & o
O T
S &



Take-home message



No
Yes 50%
No
Yes 50%
No it Identification (%)
No 1t CG Assessment & Management (%)
No t Surgery<48 (%)
:z weight-bearing (%)
No & long-term Functional recovery (%)
Yes nd Fracture Prevention (%)
No ation Review and Initiation (%)
8. Post-Fracture Assessment & Management (%)
9. Communication Strategy (%)
10. Assessment Guidelines (%)
Jan -2024 | Rate | Apr-2024 | Rate
Y 70% Y ?%
‘ % N %
Y 60% Y 60%
N % N %
very N % N %
Y 30% Y 30%

k

o I GUAGIGIIL TG IINITIIVGALNIVIET

. Patient Surgery<48h
. Early weight-bearing

. Falls and Fracture Prevention

. Patient Management drive by CGA

. Short & long-term Functional Recovery

. Medication Review and Initiation

. Post-Surgical Assessment &

Key Performance Indicators

O 0 N O U1 o W N

. Communication Strategy

. Patient Identification

10. Assessment Guidelines (X

. Patient Management drive by CGA

11. Vertebral Fracture Identifi

. Patient Surgery<48h

12. Long-term Management

. Early weight-bearing

13. Re-fractures

. Short & long-term Functional Recove

14. PROMS

. Falls and Fracture Prevention

15. Database

. Medication Review and Initiation

16. Audit

. Post-Surgical Assessment & Manager

O O N OO | W N M=

. Communication Strategy

10. Assessment Guidelines (X-ray; DXA)

11. Vertebral Fracture Identification




Orthogeriatrics: starting with professionals

3. build the core orthogeriatric team
Geriatrician Anesthetist Orthopedic

Comprehensive assessment Tvne of anesthesia Indication to suraerv

Mon

Inter Interdisciplinary approach facilitates the identification and
the management of priorities by using the most appropriate
way to achieve them.

The pacemaker of this process is the Orthogeriatrician!

Pre/post-surgical preparation and
monitoring

Attending primary functions and

assistence, including mobilization

Discharge
Community care services

Early mobilization and ambulations
Functional recovery



Orthogeriatrics: continuing with HC managers
4. approve essential documents for the OG team

Geriatrician

Social
Workers

Orthopedic
surgeon

Nurses

5.C. ORTOPEDIA & TRATMATOLOCIA
Diverrare: Prof dure Cangie

UNTVERSITA DEGLI $TUDI DI PERUGLA

AFTFNDA OSPEDALIFRA DI PERUGIA

55 ORTOGERIATRIA

Rezponzabile: Praf:a Cormelinds Rugrierc

5.C.CERIATRIA
Dirersore: Prof sz Parizie Mecocel

G

‘Paziente-condrattura-difemore dasottoporre-ads
.

Checklist preoperatoria¥

Physiatrist/
Physiotherapist

intervento-chirurgico J

UNIVERSITA DEGLI STUDI DI FERUGIA i g

AZTENDA OSPEDALTFRA DI PERUGIA -
5.C. ORTOPEDIA & TRAUMATOL OCLA 5.C. GERIATRIA
Diirerzore: Prof Auro Cargfits Diirersore: Profssa Parizia Mecooct

55 ORTOGERIATRIA
Respenzabile: Profsse Cormelinda Rugeiere

GESTIONE DELLE TERAFIA PERIOPERATORIA DEL PAZIENTE
ANZIANO CON FRATTURA DI FEMORE PROSSIMALE

el

Team
development

process Stage 3

Stage 1
Membership

Stage 2
Sub-Grouping

“style
“values/philosophy power
-roles

Confrontation

Stage 5
Collaborati

Stage 4
Individual
Differentiation

PERFORMING

NORMING
+ expectations of leaders
«interdependencies

STORMING

“leedback
“rules of engagement

L
CognomeNomen o
Datanascitaa ‘ Data-ingressoo I FARMACI DA SOSPENDERE SEMFRE
- - GG INGRESSO0 === GG INTERVERTO [COMFRESO)
Tipo{fratturas Allergiea o
T
ALTER DA ERE A T | T ELE ; s :
= AL AZIONI-DA-ESCLUD 1 1 ™™ Ace insbdtor Ramipril, Enalapril, Captepril, Lisncpril, exc)
ASSENTE={----PRESENTE =1z 0o | a| 48| T2o| 96 Bastani jes. Velsarian, Clmesartan, Telmisartan, Candesartan, Losartan)
PASISTOLICAs |- PAs=180mmHg Y T 3 ) S 3 =22 posmibile gradhmle ndunone dello poxologn se dosogg elevoti €/ 0 oszoconon precosiiturbe
-PAs<90mmHgz ANTICOAGULANT] ORALT
5 T et - V8 ACETOC U Arel0
RITMOFC= - Tachi " Bradi i nonmota 2 2 2 2 2 >>»gospendere € somministrare rittming X sec schema: 10 MG = fiala EV in 100 oo di SF 0.9% oo oyfondene in 40
~FC21200-=30bpm MR Ron S0WmINEtETE fRaxaparing ¢ INE = 1 8
B ] ] T e N Dalagatran, Rivaroxaban, Aputaban, Edoxaban
DOL-TORACICO -Dolote + ECG nomale’zhersto o A acute ECG2 = = = = = === MOV somm fnistrore Encxaparing perabmens 48 ore dalluima assunmione del farmacs anticoagulznte
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Orthogeriatrics: starting with HC managers
5. continuous educational programs “on the job”
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The first step: personalize and integrate the interventions using a patient-centered approach

* Multiple Acute/Chronic Conditions

(i.e. multisystem diseases, including osteoporosis)

° Polypharmacy (i.e.Beers, Start-Stop, FRIDS)

* FunCtIOna| AbI|ItIeS (i.e. physical and cognitive

performance)

* Nutritional Status (i.e. protein and vitamin deficiency)
* Frailty and geriatric syndromes
(i.e. Fall, Delirium, ADRs, etc.)
* Social context and resilience
* Patients health outcome goals and

care preferences

Orthogeriatric Care Program

Improve overall patients’ outcomes (morbidity, mortality, functioning, quality of Ilfe)

PATIENT JOURNEY

Enter your sub headline here

Discharge or Transfer
Experiences relating to
discharge, such as
sufficient notice of
discharge and the
provision of information

advice and support

Admission to Hospital
Experiences in the
emergency department,
such as waiting times and
respect for privacy.

Examinations, diagnosis and
treatment
Experiences while undergoing or receiving
the results of tests., treatments,
operations and procedures

Care on the Ward
Experiences while on
the ward, such as
communication with
hospital staff, privacy,
pain management,
cleanliness and food.
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