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Summary

Background: Scandinavia has the highest incidence of hip fractures in the
world. A significant proportion do not regain their pre-fracture functional
ability, and mortality rates are high. Poor functional outcomes and high
mortality rates postoperatively can be linked to frailty, comorbidity and
complications that can be prevented or reduced by providing the correct
nursing care in the hospital setting.

Objective: The objective of the study was to describe the patient group and
identify priority areas for quality improvement in nursing care. Research
questions: 1) What demographic and clinical factors characterise hip fracture
patients at Akershus University Hospital? 2) To what extent do patients regain
their previous functional ability four months after surgery? 3) What clinical
factors are predictors of change in functional ability in the four months after
discharge from hospital?

Method: The study had a quantitative, exploratory and prospective longitudinal
design. The sample (N = 131) was made up of hip fracture patients who were
admitted to Akershus University Hospital in the period April 2018 to June 2019.
We collected clinical data on physical condition (NEWS, ASA), functional ability
(Barthel), mobility, cognitive function (IQCODE), pain (NRS) and delirium
(4AT, DSM), and performed analyses using descriptive statistics, t-tests and
linear regression analyses.

Results: The mean age of participants was 78.2 years (between 51 and 100
years). They mainly lived at home, and 52 per cent were independent before the
hip fracture (mean Barthel score of 17.8). About 46 per cent had another serious
health condition (ASA 3 or 4). Upon discharge from hospital, the majority were
dependent on help (mean Barthel score of 12.1). After four months, their Barthel
scores were 1.7 points lower on average than before the fracture. One-third
experienced delirium during their hospital stay. The average period of bed rest
was two days and nine hours, and the degree of mobilisation was low. Many
(seven out of ten) experienced considerable pain the first two days. Delirium, an
ASA score of 3-4 and not being sent home were associated with a significant
reduction in functional ability four months after discharge.

Conclusion: The study indicates a need for more nursing interventions in the
hospital setting in order to better identify and prevent delirium, improve
mobility and relieve pain in patients after hip fracture surgery.



Scandinavia has the highest incidence of hip fractures in the world, and hip
fractures are a serious public health issue (1-2).

Around 9800 people suffer hip fractures in Norway every year (3), and about 600 of
these are operated on at Akershus University Hospital. This patient group mainly
consists of older people who have had a ground-level fall and arrive as emergency
cases. They often have a reduced general condition, comorbidities and complex
physical, mental and social problems (2-6).

International studies show that 40-60 per cent do not regain their pre-fall
functioning, and that mortality rates are high. Excess mortality of 20-30 per cent in
the first year compared with control populations is reported, especially among the
over 80s (5-6).

Poor functional outcomes and high mortality rates after hip fracture surgery are
largely related to frailty and comorbidity, but can also be attributed to
complications that arise during the disease course (5-7). Some of the main
complications among hospital patients are related to the surgery itself, such as
delays in surgery of more than 48 hours, and complications during the operation

(5-6).

Poor functional outcomes can also be linked to patient-related factors such as
delirium, pain, limited mobility and physical rehabilitation as well as prolonged bed
rest (7). These complications can be reduced or prevented through proper follow-
up during and after the patient’s stay in hospital. Interdisciplinary orthogeriatric
follow-up has proven to be very effective (6). Good nursing care, as part of the
interdisciplinary follow-up, is crucial (6-12). Low nurse to patient ratios are
associated with poorer outcomes (7).

As reflected in the literature review, it is important to know patients’
characteristics in order to be able to tailor the nursing care to the greatest degree
possible. This can prevent potentially poor outcomes with both short- and long-
term repercussions (5, 8-12). The background for the study was the desire to
identify areas where the quality of nursing care for this large and vulnerable group
could be improved.

Research questions

We formulated the following research questions:
1. What demographic and clinical factors characterise hip fracture patients at
Akershus University Hospital?

2. To what extent do patients regain their previous functional ability four months
after surgery?



3. What clinical factors are predictors of change in functional ability in the four
months after discharge from hospital?

Method
Design

The study was exploratory and had a prospective longitudinal design.

Sample

We included patients who were admitted as emergency cases at Akershus
University Hospital and received hip fracture surgery in the period April 2018 to
June 2019, and who could communicate in Norwegian or English. We excluded
patients who were not resident in Norway or were in intensive care or an
observation ward prior to surgery. A project nurse recruited the participants
preoperatively.

Data collection

We assessed factors that could conceivably affect functioning after a hip fracture in
the first months after discharge. We assumed that the following factors may be
impacted by the nursing care that hospital patients receive, and are therefore
particularly relevant from a nursing perspective: an acute confusional state
(delirium), extent (number of hours) of bed rest from admission to initial
mobilisation, highest degree of mobility during the hospital stay and pain during
mobilisation (Numerical Rating Scale, NRS) (0-10) the first two days after surgery.

We further assumed that the patient’s general system stability (measured using the
National Early Warning Score [NEWS]) and surgical risk (measured using the
American Society of Anesthesiologists’ classification [ASA]) as well as follow-up
after discharge (short-term in-patient rehabilitation, long-term in-patient
rehabilitation, follow-up at home, no follow-up at home) would have an impact on
the outcome of the hip fracture and the surgery, and would therefore have to be
mapped.

We collected quantitative data at the point of admission and during the hospital
stay from medical records and interviews with the patients’ families or others who
knew them well. Data were also collected four months after discharge via telephone
interviews with family members or nursing home staff. See Table 1 for an overview
of data collection times and data sources.



Table 1. Overview of data collection time points and data sources

Type of data Instrument Tl T2 T3 T4 Data source
(upon ad- | (during (upon (4 months
mission) | hospital | discharge) after
stay) discharge)
Demographic data X X Medical records
Medical/clinical data ASAL X Medical records
NEWS?2 X Daily
Functional ability Barthel X X X Interview with
family/nursing
home staff
Mobilisation Assessment instru- Daily Registered nurse/
ment desighed for after medical records
the study surgery
Cognitive function 1QCODE3 X Family/nursing
home staff
Delirium 4ATA X Daily Project nurse/
DSM-55 X X medical records
Pain NRS® x (Days Medical records
land
2 after
surgery
T = Time point

1ASA = American Society of Anesthesiologists

2NEWS = National Early Warning Score

31QCODE = Informant Questionnaire on Cognitive Decline in the Elderly
44AT = Four Assessment Test

5DSM = Diagnostic and Statistical Manual of Mental Disorders

6NRS = Numeric Rating Scale

Demographic data

We registered data on age, gender, living conditions, municipal services and
whether the patient was discharged to their own home, a rehabilitation unit or a
nursing home. The latter was dichotomised for regression analyses as own home
versus nursing home or rehabilitation unit.

Clinical data

We registered the diagnosis, type of fracture and comorbidities at the time of
admission, as well as ASA and NEWS.

ASA is a system developed by the American Society of Anesthesiologists to classify
patients’ physical condition prior to surgery. The system helps assess the risk
associated with surgery (13). The patient is assessed by an anaesthesiologist
according to this five-category classification system, where 1 indicates a normal
healthy patient and 5 is a moribund patient that is not expected to survive 24 hours
with or without surgery. In our study, the scores were dichotomised for the
regression analysis to 1 + 2 versus 3 + 4. Patients with an ASA score of 5 were not
included.
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NEWS (National Early Warning Score) is a scoring tool for detecting clinical
deterioration in a patient. It measures vital signs such as respiration rate, systolic
blood pressure, pulse rate, level of consciousness, temperature and oxygen
saturation (14). Each parameter is assessed on a scale from o to 3, where o
indicates a normal value and 1-3 indicates the severity of deviations from the norm
— either higher or lower scores than normal. An aggregate score of 1-4 indicates
circulatory stability, while a score of 5-6 indicates a need for closer follow-up of the
patient’s condition. A score of 7 or more indicates a serious risk of clinical
deterioration that requires continuous monitoring of vital signs.

Functional status

The patient’s functional ability was assessed using the Barthel Index for Activities
of Daily Living (ADL) (15). This index consists of ten variables that measure the
extent to which someone can function independently in relation to ADLs such as
bowel and bladder continence, personal hygiene, toilet use, feeding, transferring
from bed to chair and back, indoor mobility, dressing, climbing stairs and bathing.
The maximum score in the Norwegian version is 20 (completely independent), and
the minimum score is 0 (completely dependent on help with basic ADLSs).

In cases where the patient was living in a nursing home, we asked their family or a
member of staff about the patient’s functional ability two weeks before they were
admitted to hospital. We also assessed their functional ability upon discharge and
four months after surgery via a telephone call with a family member or nursing
home staff.

Mobilisation

The date and time of initial postoperative mobilisation was recorded. In addition,
we registered the highest degree of mobilisation, measured in the number of
metres the patient had walked whilst in hospital. The categories used were ‘not
mobilised out of bed’, ‘walked o-2 metres’, ‘walked 2-10 metres’ and ‘walked over 10
metres’.

Cognitive function

The patient’s cognitive function before the hip fracture was assessed using the
Informant Questionnaire on Cognitive Decline in the Elderly (IQCODE) (16). This
screening tool focuses on changes in cognitive function over the past 10 years and
is answered by a person who knows the patient well, such as a member of their
family or care provider.



The questionnaire consists of 16 variables that describe activities involving
cognitive functions, such as memory, learning, reasoning, decision-making and
instrumental skills. The maximum score for each variable is 5, which indicates that
the patient is much worse than 10 years ago. A score of 3 indicates no change in
cognitive function, and a mean score of over 3.5 indicates suspicion of cognitive
decline.

Upon admission, we completed the IQCODE via telephone with a family member
or someone who knew the patient well. For patients who were long-term nursing
home residents, we completed the questionnaire with a member of staff at the
nursing home.

Delirium screening

We screened the selected patients daily for delirium using the Four Assessment
Test (4AT) and assessed the patient based on the diagnostic criteria for delirium in
the Diagnostic and Statistical Manual of Mental Disorders (DSM-5) from the
American Psychiatric Association. The 4AT is a screening tool for assessing
cognitive impairment and delirium in patients, but it is not a diagnostic tool.

The 4AT includes four items: level of alertness, attention, abbreviated mental test,
and acute change or fluctuating course. A score of 4 or more indicates possible
delirium, and a score of 1-3 indicates possible cognitive impairment. The 4AT has
shown a sensitivity of 78 per cent and specificity of 95 per cent in identifying
delirium (17).

The DSM system is the most commonly used classification system in psychiatric
research. The fifth version, DSM-5, was released in 2013 (18). The diagnostic
criteria for delirium in DSM-5 are as follows: A) Disturbance in attention, B) The
disturbance develops over a short period of time, C) An additional disturbance in
cognition, D) The disturbances are not better explained by a pre-existing,
established or evolving neurocognitive disorder, and E) There is evidence that the
disturbance is a direct physiological consequence of another medical condition.

All criteria must be met for delirium to be diagnosed. In this study, we defined
delirium as a score of 4 or higher in one of the 4AT questionnaires that were
completed during admission, and/or meeting the DSM-5 criteria. Project nurses
screened the patients on weekdays and completed the questionnaires afterwards
based on medical records if they were not present on weekends and public
holidays.



Pain

The patients’ pain was recorded daily while they were in hospital. This study uses
the results of the pain assessments from the first two days after surgery. A
registered nurse (RN) assessed pain using the Numerical Rating Scale (NRS),
which consists of a scale from 0-10, where o indicates no pain and 10 is the worst
pain imaginable (19).

Analysis

The demographic and clinical factors describing the patient group were presented
as averages and standard deviations (SD) for continuous variables, and as
frequencies and percentages for category variables. Outcome variables were
calculated as the Barthel score upon admission minus the score registered four
months after discharge.

For example, if the patient had a Barthel score of 6 at admission, and a score of 10
four months after discharge, the change in the Barthel score was -4, with negative
values on the outcome variable indicating an increase in independence. Conversely,
positive values indicate a decline in physical functioning.

We used a t-test to test whether the change in the Barthel score was significantly
different from zero. We also used linear regression analysis to test which
predefined covariates were associated with a change in the Barthel score, and
estimated both bivariate models and a multiple model. The Akaike information
criterion (AIC) was used to reduce the number of redundant covariates in the
multiple model.

We used correlation analysis between covariates to screen for multicollinearity
problems. Standard statistical tests were used for model diagnostics. We estimated
regression models for cases that had no missing values for covariates in the model.

All tests were two-tailed, and results with p-values below 0.05 were considered
statistically significant. We performed all statistical analyses in SPSS v26.

Ethics

The study was approved by the Regional Committee for Medical Research Ethics
South East Norway (REC South East Norway), reference number 2018/315, and the
data protection officer at Akershus University Hospital.

Project nurses obtained written informed consent from the patients. For patients
with a known cognitive impairment, or who were delirious at the time of inclusion,
consent was obtained from a member of the patient’s family.



Results
Sample

A total of 131 people were included in the study. The mean age was 78.2 years (from
51-100 years) and 66.4 per cent of the participants were women. Just over three-
quarters of the patients were living at home when admitted to hospital, and more
than half were not users of municipal care services.

The most common diagnoses were cardiovascular disease and endocrinological
diseases. About 15 per cent had been diagnosed with dementia. The family’s or care
provider’s assessment of the patient’s pre-admission cognitive function indicates
no change in cognitive function in the last ten years for most patients. For further
details on the sample, see Table 2.



Table 2. Description of the sample (N = 131)

Demographic and clinical factors N Statistics n (%)
Age, mean (SD) 131 78.2(9.8)
Gender 131
Female, n (%) 87 (66.4)
Male, n (%) 44 (33.6)
Living situation at admission 131
Private home, n (%) 101 (77.1)
Sheltered housing, n (%) 9(6.9)
Nursing home, n (%) 19 (14.5)
Other, n (%) 2 (1.5)
Receiving health services at admission 130
Yes, n (%) 43 (33.1)
No, n (%) 68 (52.3)
Living in an institution, n (%) 19 (14.6)
Health status at admission (diagnoses) 131
Healthy, n (%) 8(6.1)
Respiratory diseases, n (%) 23 (17.6)
Cardiovascular diseases, n (%) 94 (71.8)
Mental health issues, n (%) 11 (8.4)
Dementia, n (%) 20 (15.3)
Neurological disorders, n (%) 22 (16.8)
Endocrine disorders, n (%) 40 (30.5)
Cancer, n (%) 23 (17.6)
Other, n (%) 23 (17.6)
Admission diagnosis 131
Femoral neck fracture, n (%) 81(61.8)
Pertrochanteric femoral fracture, n (%) 40 (30.5)
Subtrocanteric femoral fracture, n (%) 10 (7.6)
ASA score! 125
1, n (%) 8 (6.4)
2,n (%) 60 (48.0)
3,n (%) 52 (41.6)
4,n (%) 5(4.0)
ASA score dichotomised 125
0(=1+2),n(%) 68 (54.4)
1(=3+4),n(%) 57 (45.6)
Coghitive function (IQCODEZ2), mean (SD) 129 3.4(1.1)
Physical function before admission, mean (SD) 119 17.8(3.6)

SD = standard deviation
1ASA = American Society of Anesthesiologists
2|QCODE = Informant Questionnaire on Cognitive Decline in the Elderly

Patients’ functional ability at admission, discharge and after four months

The participants were relatively independent before fracturing their hip, with a
mean score of 17.8 (SD 3.6) out of a maximum of 20 on the Barthel Index. As
expected, their functional ability declined after surgery, and was 12.1 (SD 5.6) upon
discharge, which indicates a need for help with basic self-care. Four months after
discharge, functional ability had increased to 16.5 (SD 4.5), which indicates that the
average decline between admission and four months after discharge was 1.7 points
(SD 3.6) (p <0.001).
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Before admission, one-third of the patients were receiving home care services,
while 52 per cent were managing without. The other 14.5 per cent were living in a
nursing home. After four months, 23.7 per cent were receiving home care services,
while 45.8 per cent were living in their own home without any help from the health
service. The proportion living in a nursing home had increased to 21.4 per cent.

Clinical factors important for regaining functional ability

Approximately one-third of the patients had experienced delirium during their
hospital stay. The average length of bed rest from admission to initial mobilisation
was approximately two days and nine hours, but this varied considerably.

The most common degree of mobilisation was walking o-2 metres, which about a
third of the patients had managed. A quarter of the patients had walked a
maximum of 2-10 metres, while only a sixth had walked more than 10 metres prior
to discharge. One-fifth could only be mobilised while sitting on the edge of the bed
or not at all.

For the 96 patients we have data on, the average pain score during mobilisation in
the first two days was almost 7, on a scale from o-10. This indicates that many
patients experienced some severe pain in the first 24 hours despite the goal of
providing sufficient pain relief.

Participants had a mean maximum NEWS score of 4.9 (SD 2.5) during their
hospital stay. In other words, they were close to the limit of 5, which indicates that
a rapid response is necessary to prevent clinical deterioration and that close follow-
up is therefore needed by an RN and a doctor. Almost half had an ASA score of 3 or
4, which indicates that they were seriously ill prior to fracturing their hip.

The average stay in hospital was 8.4 days (SD 5.1). Most of the patients were
transferred to a nursing home, while just over a third were sent home. See further
details in Table 3.



Table 3. Factors of significance for functional ability four months after discharge

Factor N Statistics n (%)
Delirium 131

No delirium, n (%) 86 (65.6)

Delirium, at least once, n (%) 45 (34.4)
Length of bed rest, mean no. of hours (SD!) 131 57.3(23.6)
Highest degree of mobilisation 131

Not mobilised out of bed, n (%) 27 (20.6)

Walked 0-2 metres, n (%) 50 (38.2)

Walked 2—-10 metres, n (%) 33 (25.2)

Walked over 10 metres, n (%) 21 (16.0)
NEWS? 131

Mean (SD) 4.9 (2.5)
ASA score? 125

1or2,n (%) 68 (54.4)

3or4,n (%) 57 (45.6)
Pain during mobilisation NRS* (day 1 or day 2)

Mean (SD) 9% 6.7 (2.3)
Discharged to

Own home, n (%) 129 48 (37.2)

Nursing home, n (%) 76 (58.9)

Rehabilitation unit, n (%) 5(3.9)
Living situation 4 months after discharge 131

Private home, n (%) 83 (63.3)

Sheltered housing, n (%) 8(6.1)

Nursing home, n (%) 28 (21.4)

Unknown, n (%) 12 (9.2)
Receiving healthcare services 4 months after discharge” 131

Yes, n (%) 32 (24.4)

No, n (%) 59 (45.0)

N/A or unknown 40 (30.5)

15D = standard deviation

2NEWS = National Early Warning Score

3ASA = American Society of Anesthesiologists

4NRS = Numerical Rating Scale

Shealthcare services = home care services in private home or sheltered housing

Predictors for change in functional ability between discharge and four months
later

The bivariate analyses show that pre-surgery delirium and severe illness, which was
indicated by an ASA score of 3 or 4, or being discharged to a nursing home or
rehabilitation unit, were associated with a significant functional decline - measured
using the Barthel Index - between admission and four months after discharge.

According to the multiple model - after the reduction of redundant covariates -
several hours of bed rest from the time of admission to the emergency department
to initial mobilisation is the only variable associated with significant functional
decline between admission and four months later. Although ASA and place of
discharge were retained in the model, they do not predict functional decline. No
other predictors were retained in the model as a result of the reduction in the
number of redundant covariates using AIC. See Table 4 for details.
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Table 4. Change in Barthel score from admission to 4 months after discharge (N = 106)

Bivariate models Multiple model
Covariate Regression p-value Regression coefficient p-value
coefficient (95 per cent Cl)
(95 per cent CI)

Delirium, yes 2.10(0.67; 3.53) 0.004 1.12 (-0.47; 2.71) 0.164
Length of bed rest —0.02 (-0.05; 0.007) 0.138 —0.03 (-0.06; —0.002) 0.038
Highest degree of
mobilisation

Not mobilised out of bed 0

Walked 0-2 metres —-0.16 (-2.06; 1.74) 0.867

Walked 2-10 metres -1.71(-3.75; 0.33) 0.098

Walked over 10 metres -0.87 (-3.18; 1.43) 0.454
NEWS? —0.01(-0.31; 0.29) 0.935
ASA3

1 or 2 —ref. 0 0

3ord 1.45(0.08; 2.82) 0.039 1.21(-0.20; 2.61) 0.092
Discharged to

Own home —ref. 0 0

Nursing home/rehabilitation unit 1.79(0.41; 3.17) 0.012 1.29(-0.21; 2.79) 0.090

1¢1 = confidence interval
2NEWS= National Early Warning Score
3ASA =American Society of Anesthesiologists

Discussion

This study shows that patients who are admitted for emergency hip fracture
surgery at Akershus University Hospital are older patients who are living at home,
more than half of whom were relatively independent before fracturing their hip.
Compared with the study by Taraldsen et al. (4) of a similar patient group in
Trondheim, our participants were somewhat younger — 78.2 versus 83.4 years.

As in the study by Taraldsen et al. (4), approximately 66 per cent were women. This
is consistent with findings in international studies: women have a significantly
higher risk of fracturing their hip (20). It may be due to older age and factors such
as sarcopenia and osteoporosis, which are more common in women (21, 22).

The participants’ functional ability was somewhat impaired prior to the hip
fracture, with a mean score of 17.8 (SD 3.6) on the Barthel Index, which is about the
same as the functional ability in the study by Taraldsen et al. (4). Four months after
discharge, the mean Barthel score was 16.5 (SD 4.7), which means that most had
regained a significant degree of their pre-fracture functional ability.

In comparison, Karlsson et al. (23) found in an intervention study in Sweden that
hip fracture patients who underwent intensive rehabilitation scored on average 15
(home rehabilitation) and 16 (hospital rehabilitation unit) three months after
surgery, and 17 in both groups after one year. This may indicate that many of our
participants received tailored rehabilitation after discharge.
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In our sample, we saw an increase in the need for services four months after
discharge. The proportion living in a nursing home had increased from 14.5 per cent
to 21.4 per cent, and the proportion who were managing without home care
services had fallen from 52 per cent to 45.8 per cent. These figures confirm that a
hip fracture is a serious condition that can lead to impaired functional ability and a
greater need for help (4-6). The figures also show that it is important to put in
place tailored interdisciplinary interventions, both at an early stage (6) and as a
follow-up measure at a later stage (4).

It is important to systematically assess delirium and pain

Tailored nursing care can reduce delirium, bed rest and pain, and improve
postoperative mobility (24-26). The results show that delirium and a long period of
bed rest between admission and initial mobilisation is associated with a reduced
functional ability four months after discharge. About a third of the patients had
delirium during their hospital stay. The study also showed that many experienced
severe pain in the first two days after surgery. It is well-documented that pain can
contribute to delirium and, conversely, that delirium can affect the ability to self-
report pain (27).

This highlights the importance of systematic assessment, both of delirium and
pain, and of effective pain relief and other interventions to prevent delirium.
Research has shown that delirium often goes undetected or is detected at a late
stage, and that hospitals struggle to prevent and treat this condition (28, 29).

This is despite the existence of various effective nursing interventions that reduce
the risk of developing delirium (8-12, 24-30), including measures that help to
orient the patient in time and space, reduce noise and other disturbing stimuli in
the environment, promote sleep, relieve pain, and help ensure a good fluid balance
and that information is provided to the patient in advance (8-12, 30).

Mobility can be promoted during pain assessment

On average, participants had 57.3 hours of bed rest between admission to the
emergency department and initial mobilisation, but this figure varied from 33 to 81
hours. The degree of post-surgery mobilisation was moderate. Only about one-
sixth of the patients had walked over ten metres, while over one-third had walked
between zero and two metres. One-fifth had not left their bed, or had only sat on
the edge of their bed.



This may be due to several factors, such as a short hospital stay after surgery,
generally impaired health (ASA scores 3—-4), dementia and/or other underlying
conditions. As prolonged bed rest is associated with complications and functional
impairment, mobilisation is critical to preventing complications and initiating
rehabilitation. Early mobilisation is associated with a reduced risk of death after
hip surgery (24), and mobilisation within 36 hours of surgery is therefore the
recommended best practice in a recent study from the UK (24).

Mobilisation and pain are often linked. In our sample, participants reported an
average NRS score of 7 (out of a maximum of 10) during mobility. Pain is therefore
likely to have been a contributing factor to the relatively low degree of
mobilisation. In order to promote mobility, preparing for mobilisation by assessing
the patient’s pain and offering pain relief within a sufficient time frame before the
planned mobilisation are important elements in the nursing care (30).

Furthermore, studies show that early, intensive physical rehabilitation and
interdisciplinary rehabilitation that addresses nutrition as well as physical and
psychosocial function are important for subsequent mobility and functional ability
in older people with hip fractures (24-26). In our sample, being discharged to a
nursing home or rehabilitation unit was not associated with improved functional
ability after discharge. This can be partly explained by the fact that this category
includes the patients with the poorest health and people who need more follow-up,
including rehabilitation.

The information we obtained was not precise enough to be able to distinguish
between these two groups. The Barthel Index indicates to some extent that a good
proportion of our participants recovered considerably during the first four months
after discharge, but that many experienced a significant decline in functional
ability.

Methodological limitations

A limitation of the study was the relatively small sample, recruited solely from one
hospital and the fact that not all relevant patients were included due to insufficient
project resources. The relatively small sample has prevented us from further
exploring the relevant covariates in more complicated models, such as possible
confounders, mediators and moderators.

It is also open to discussion whether it would have been more appropriate for
patients who were cognitively intact to self-assess their degree of independence.
We chose to ask their families or nursing home staff to assess the functional ability
of all patients in order to ensure consistency and comparability.



Conclusion
Implications for clinical nursing

The objective of the study was to identify priority areas for quality improvement in
the nursing care of emergency hip fracture patients. In comparisons with existing
literature, the study points to several areas that can be developed with a view to
improving the prognosis for hip fracture patients.

The study shows the importance of assessing cognitive function and identifying
delirium at an early stage. It also shows that a simple screening tool such as the
4AT can be used to assess cognitive function in order to identify delirium (31). A
range of established measures exist that can prevent or reduce delirium (7-12, 24—

30).

A quality improvement project at Akershus University Hospital has shown that
there is insufficient awareness or systematic assessment of patients at risk of
delirium in medical and surgical wards. As part of the project, we developed and
tested a suggested treatment plan to increase efforts to screen and implement
interventions at an early stage in order to prevent or reduce delirium (32).

The results also show that RNs should have a greater focus on pain relief in
connection with mobilisation, on early mobilisation and on increasing the degree
of mobilisation. These are resource-intensive nursing tasks, especially in relation to
geriatric patients with comorbidities (27), like those in our sample. A good nurse to
patient ratio is therefore important for ensuring sufficient intensive follow-up of
this patient group during their relatively short stay in hospital, which averages 8.4
days (6, 27).

The literature also shows that early and intensive physiotherapy is crucial to the
patient’s outcome. A close collaboration between physiotherapists and RNs will
ensure that patients get the most out of rehabilitation (6, 27), which is particularly
important if patients do not receive intensive interdisciplinary rehabilitation in the
primary health service after discharge.

Future research

A national study with a larger, representative sample would strengthen
generalisability and make it possible to investigate more complex relationships
between covariates and to include other relevant characteristics such as the
importance of staffing levels.

A follow-up study of RNs’ knowledge about delirium, pain relief etc. in orthopaedic
wards could uncover knowledge gaps and help to tailor the implementation of
improvement measures.



The study’s contribution of new knowledge

® Hip fractures are common in Norway and can lead to severe functional
decline and death. Complications such as delirium after a hip fracture are
common, and these impact on morbidity and functional ability in both the
short and long term. Good nursing care is crucial for preventing
complications and promoting good health and functional ability.

® Patients who were admitted with a hip fracture were systematically assessed
during their hospital stay and at four months after discharge. Factors that
can be impacted by nursing interventions were also assessed. The
relationship between these factors and the patient’s functional ability after
four months was investigated.

® The study describes the characteristics of hip fracture patients, as well as the
complications that can arise during their hospital stay. It also revealed how
the degree of mobilisation affected the patient’s functional ability after four
months. The study has identified important areas for quality improvement.
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