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Key Summary Points

Aim To identify factors influencing Discharge Directly Home (DDH) from an acute hospital following hip fracture, as
opposed to Discharge to an Alternative Location (DAL).

Findings Younger patients who were independently mobile pre-fracture were more likely to be DDH. Timely surgery with
early post-operative mobilisation and a shorter length of stay increased the odds of DDH.

Message The Irish Hip Fracture Standards incorporate 2 out the 3 modifiable factors identified in this paper, which reinforces
the importance of the IHFS in improving patient outcomes.

Abstract

Purpose Although home continues to be the place from which the majority of patients are admitted, less than one third of
patients are Discharged Directly Home (DDH) following hip fracture. Once ready for discharge, DDH as opposed to Dis-
charge to an Alternative Location (DAL), i.e., community care, rehabilitation facility or long-term care, is a high priority
for patients and clinicians alike. Not only is DDH integral to the quality of life of patients, it is also an essential driver of the
socioeconomic cost of hip fracture care.

Methods We analysed 21,819 cases in the Irish Hip Fracture Database from 2013 to 2019. Descriptive and analytical sta-
tistics were conducted.

Results 29% (n=6476) of patients were DDH during the study period. On multivariate analysis, the odds of DDH decreased
as age increased (OR 0.28, p <0.01, 95% CI 0.24-0.34). Patients who were independently mobile prior to fracture were 47%
more likely to be DDH (OR 1.47, p<0.01, 95% CI 1.29-1.68). Those mobilised early post operatively were 24% more likely
to be DDH (OR 1.24, p<0.01, 95% CI 1.06-1.45). Patients who waited > 72 h prior to surgery were 30% less likely to be
DDH (OR 0.70, p<0.01, 95% CI 0.56-0.88).

Conclusion The authors identified patient characteristics that increased the likelihood of DDH, i.e., younger patients inde-
pendently mobile prior to fracture, who received timely surgery and early post-operative mobilisation. The Irish Hip Frac-
ture Standards (IHFS) incorporate 2 out the 3 modifiable factors identified, which reinforces the importance of the IHFS in
improving patient outcomes.
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Introduction

Hip fracture is a serious public health issue owing to an age-
ing population and increasing frailty in older adults. In Ire-
land, there are approximately 3700 hip fractures per annum,
with 60% of cases occurring in those over 80 years [1]. Hip
fractures among older adults are one of the leading causes
of hospitalisation and result in considerable morbidity,
mortality and healthcare usage [2]. Although there is much
evidence underpinning outcome measures, such as mortal-
ity, less is known about the factors influencing discharge
destination following hip fracture. Once ready for discharge,
Discharge Directly Home (DDH), as opposed to Discharge
to an Alternative Location (DAL), i.e., rehabilitation facil-
ity, community or long-term care, is a high priority for hip
fracture patients and clinicians alike. Not only is DDH inte-
gral to the quality of life of patients, it is also a driver of the
socioeconomic cost of hip fracture care.

Hip fracture patients incur three times the in-patient
cost compared to age-matched non-hip fracture patients,
and post-acute utilisation of healthcare is also substantial
due to the need for rehabilitation after surgery [3]. From
an Irish healthcare perspective, the estimated cost of one
admission for hip fracture is approximately €12,687 with
inpatient care being a significant component of the cost
incurred [4]. The total direct and indirect cost of falls and
fractures for people aged > 65 years is estimated at €404
million per annum, accounting for an estimated 4.2% of all
public health expenditure in Ireland [5]. Identifying factors
to stratify hip fracture patients into those most likely to be
DDH as opposed to DAL could help streamline the postop-
erative phase. In turn, this could facilitate efficient discharge
planning to the most appropriate and cost effective discharge
destination.

Although home continues to be the place from which the
majority of Irish patients (85%) are admitted, less than one
third of patients are DDH from the acute hospital [1, 6].

Prognostic factors for DDH and remaining there 12 months
after hip fracture are those that reflect better health prior to
fracture and better functionality at hospital discharge [7].
Salar et al. demonstrated that younger females without cog-
nitive impairment who were independently mobile prior to
fracture were most likely to be DDH from acute hospital
following hip fracture [8]. A US based study of > 33,000 hip
fracture patients showed that increasing age and American
Society of Anaesthesiologists (ASA) Grade II or greater pre-
dicted discharge to a destination other than home [9].

The rising incidence of hip fractures coupled with
increasing frailty and potential for dependency post frac-
ture has implications for service delivery, discharge planning
and healthcare costs. Premature discharge or discharge to an
unsuitable environment can result in the need for subsequent
healthcare utilisation, such as visits to the emergency depart-
ment or re-hospitalisation [10]. Furthermore, discharging
patients to a location other than home frequently delays
discharge, while the necessary logistical arrangements are
made [11]. Identifying subgroups most likely to be DDH on
admission could make the discharge process more efficient
[12].

Discharged directly home—international landscape

There is considerable variation from country to country in
terms of the proportion of hip fracture patients DDH fol-
lowing hip fracture. For instance, in England, Wales and
Northern Ireland (NHFD) 52% of patients are DDH, which
is the highest of the hip fracture registries [13]. In compari-
son, Italy has the lowest proportion of patients DDH at 11%
[14]. Ireland sits midway amongst international counterparts
with 22% of patients DDH in 2018 (Fig. 1) [15]. It is impor-
tant to note that characteristics of the patient population and
healthcare systems vary considerably from country to coun-
try, which renders direct comparisons challenging [16].
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Discharged directly home—national landscape

In 2017, the IHFD launched a quality improvement initiative
with a specific focus on getting patients home following hip
fracture. The theme of the campaign ‘From Broken Bone to
Walking Home’ focused on ensuring hip fracture patients
received the right care at the right time to enable them to be
discharged home directly. There was considerable engage-
ment with the quality improvement initiative across all 16
trauma sites and a 4% improvement in DDH was seen the
following year. The distribution of patients discharged to the
each discharge location is depicted in Fig. 2.

Aim

This paper aims to identify factors influencing DDH from
an acute hospital following hip fracture as opposed to DAL.

Methods
Irish hip fracture database

The Irish Hip Fracture Database (IHFD) was established in
2012 with a clear focus on driving improvements in patient
care and data quality. It is a clinically led, web-based sys-
tem, where data are collected though the Hospital In-Patient
Enquiry (HIPE) portal, in association with the Healthcare
Pricing Office (HPO). The audit is clinically supported
by the Irish Institute of Trauma and Orthopaedic Surgery
(ITTOS) and the Irish Gerontological Society (IGS). Opera-
tional management is provided by the National Office for
Clinical Audit (NOCA). The Irish Hip Fracture Standards
(IHES) are the standards against which the Irish health-
care services are benchmarked. The IHFS are in alignment
with the Best Practice Tariff (BPT) for hip fractures, which
focuses on 8 core parameters; 6 clinical and 2 for data qual-
ity and governance (Fig. 3).

All sixteen trauma units in the Republic of Ireland vol-
untarily submit data on all patients over age 18 that are dis-
charged following hip fracture. Data are reported on patients
over the age of 60 in the National report. Data are collected
for each hip fracture episode from admission to 30 day post
discharge. Data are entered locally via IHFD audit coor-
dinators, with support from the local IHFD clinical lead
and NOCA. A specific data entry form is used to record
details of an extensive number of variables ranging from
the patients’ pre-operative functional status to the type of
surgery and clinical outcomes. These variables are meas-
ured against the IHFS and are linked to the BPT. The IHFD
data set with full description of the variables collected are
described in the most recent IHFD annual report [1]. The
IHFD is a timely and accurate database with 99% coverage.

Within the IHFD, low energy trauma is the most com-
mon cause of hip fracture with almost a quarter of patients
recorded as having previously sustained a fracture. The most
common type of surgical repair is cemented hemi-arthro-
plasty [36% (n=1282)] followed by internal fixation with a
short IM nail [16% (n=558)] [1]. Three quarters of surgical
repairs are conducted under spinal anesthesia, either alone
[53% (n=1,886)] or in combination with a nerve block [21%
(n="757)] [1]. There has been an increase in the degree of
comorbidity of patients, i.e., ASA Grade III (severe systemic
disease) admissions increased from 39% (n=767) in 2013 to
53% (n=1799) in 2019 [1]. A full description of the trends
in hip fracture care in the Republic of Ireland from 2013 to
2018 has been published elsewhere [17].

Statistical analysis

We retrospectively analysed 21,819 cases in the IHFD from
2013 to 2019. Data were exported from Microsoft Excel into
Stata® (version 16) for analysis. Descriptive statistics were
used to describe the patient characteristics, care pathway
and outcomes. Continuous variables such as time spent in
the Emergency Department (ED) and time to surgery were
divided into categories in keeping with the IHFS. A one way
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Fig.3 Irish hip fracture stand-

ards

IRISH HIP FRACTURE STANDARDS BEST PRACTICE TARIFF MEASURES

Standard 1: All patients with hip

fracture should be admitted to an acute
orthopaedic ward within four hours of
presentation or brought directly to the
theatre from the emergency department
(ED) within four hours.

If patlents are admitted to an
orthopaedIc ward within four hours of
presentation, or If they go stralght from
the ED to the theatre within four hours,
they meet Standard 1.

Standard 2: All patients with hip fracture
who are medically fit should have
surgery within 48 hours of admission,
and during normal working hours
(Monday to Sunday, 08.00-17.59).

If patlents recelve surgery within 48
hours and during normal working hours,
they meet Standard 2.

Standard 3: All patients with hip fracture
should be assessed and cared for

with a view to minimising their risk of
developing a pressure ulcer.

Pressure
Ulcers
to Zero

If patlents do not develop a new Grade
2 or higher pressure ulcer during
admisslon, they meet Standard 3.

Standard 4: All patients presenting with
a fragility fracture should be managed
on an orthopaedic ward, with routine
access to acute orthogeriatric medical
support from the time of admission.

If patlents are reviewed by a
gerlatriclan at any polint during thelr
admisslon, they meet Standard 4.

Standard 5: All patients presenting with
a fragility fracture should be assessed
to determine their need for therapy to
prevent future osteoporotic fractures.

If patlents recelve a bone health
assessment, they meet Standard 5.

Standard 6: All patients presenting with
a fragility fracture following a fall should
be offered multidisciplinary assessment
and intervention to prevent future falls.

If patlents recelve a speclalist falls
assessment, they meet Standard 6.

Minimum quarterly data coverage of
90% Is required by Individual hospiltals.

Evidence of a local HFGC must be
present In each hospltal.

analysis of variance (ANOVA) was used to measure varia-
tion between individual hospitals in relation to discharge
practices. Univariate logistic regression was undertaken
to assess the impact of variables routinely collected by the
IHFD on the likelihood of DDH following hip fracture.
A multivariate logistic regression model was constructed
using the statistically significant variables from univariate
analysis. Model fit for the final multivariate model was sat-
isfactory (Pseudo R20.11). Missing data was minimal and
treated as missing at random. An adjustment for outliers was
not required for this data set. A value of p <0.05 indicated
statistical significance.

Results
Patient characteristics

Data pertaining to discharge destination was available for
100% (n=21,819) of cases from 2013 to 2019, with 29%

@ Springer

(n=6476) of patients DDH from acute hospital. There were
inherent differences between patients DDH compared to
those DAL. These differences ranged from general health
and functionality pre-fracture to the care pathway during
admission (Table 1).

Distribution of DDH from individual hospitals

The proportion of patients DDH varied according to each
individual hospital (Fig. 4). ‘Hospital O’ had the largest pro-
portion of patients DDH [58.9% (n=2880)], whereas ‘Hos-
pital I had the lowest [13.9% (n=142)]. The difference in
discharge practices between hospitals was statistically sig-
nificant (p <0.00). However, it is important to note that each
hospital varies in terms of case mix, staffing levels, presence
of an ortho-geriatrician etc., which may affect discharge
practices. The IHFD strives to minimise variation between
individual units and promotes a standardised approach to
hip fracture care.



European Geriatric Medicine (2022) 13:415-424

Table 1 Characteristics of
patients DDH compared to DAL
2013-2019

419
Description Home Elsewhere Total
n (%) 6476 (29.7) 15,343 (70.3) 21,819 (100.0)
Sex, n (%)

Male 1985 (30.7) 4544 (29.6) 6529 (29.9)

Female 4491 (69.3) 10,799 (70.4) 15,290 (70.1)
Age group, n (%)

60-69 1476 (22.8) 1377 (9.0) 2853 (13.1)

70-79 2298 (35.5) 3961 (25.8) 6259 (28.7)

80-89 2098 (32.4) 7263 (47.3) 9361 (42.9)

>90 604 (9.3) 2742 (17.9) 3346 (15.3)
Has medical card, n (%)

No 2425 (37.6) 4667 (30.5) 7092 (32.6)

Yes 4031 (62.4) 10,637 (69.5) 14,668 (67.4)
Admission source, n (%)

Home 5945 (91.8) 11,976 (78.1) 17,921 (82.1)

Nursing Home/Conv. Home/Other Long- 16 (0.2) 1976 (12.9) 1992 (9.1)

Stay Acc

Transfer from Acute Hospital 458 (7.1) 1296 (8.4) 1754 (8.0)

All other sources 55 (0.8) 95 (0.6) 150 (0.7)
Pre-fracture mobility, n (%)

Low functional mobility 993 (34.3) 4195 (58.7) 5188 (51.7)

High functional mobility (NMS > 6)" 1901 (65.7) 2952 (41.3) 4853 (48.3)
AMT score, n (%)

Impaired cognition 0-6 146 (18.8) 571 (32.1) 717 (28.0)

Normal cognition 7-10 631 (81.2) 1210 (67.9) 1841 (72.0)
ASA grade, n (%)

Healthy (I) 355 (6.2) 377 (2.8) 732 (3.8)

Mild symptomatic (IT) 2706 (47.6) 4714 (35.0) 7420 (38.8)

Sever systematic (IIT) 2386 (42.0) 7405 (55.0) 9791 (51.1)

Severe/life threatening (IV) 231 (4.1) 946 (7.0) 1177 (6.1)

Moribund (V) 8 (0.1) 19 (0.1) 27(0.1)
Hours in ED department, n (%)

0—4h 1156 (29.5) 3260 (28.0) 4416 (28.4)

5-12h 1936 (49.5) 5746 (49.3) 7682 (49.4)

13-24h 631 (16.1) 2082 (17.9) 2713 (17.4)

25-48 h 167 (4.3) 503 (4.3) 670 (4.3)

>48 h 25 (0.6) 53 (0.5) 78 (0.5)
Hours until surgery, n (%)

<24h 2672 (43.6) 5388 (37.1) 8060 (39.0)

24-47h 2059 (33.6) 4971 (34.2) 7030 (34.0)

48-71h 717 (11.7) 1987 (13.7) 2704 (13.1)

>72h 678 (11.1) 2190 (15.1) 2868 (13.9)
Length of stay, n (%)

1-7 days 1560 (24.1) 3616 (23.6) 5176 (23.7)

8-14 days 2346 (36.2) 5170 (33.7) 7516 (34.4)

15-21 days 1019 (15.7) 2763 (18.0) 3782 (17.3)

22-39 days 876 (13.5) 2292 (14.9) 3168 (14.5)

40-59 days 360 (5.6) 729 (4.8) 1089 (5.0)

> 60 days 315 (4.9) 773 (5.0) 1088 (5.0)

*New Mobility Score (NMS) is a composite score of a patient’s ability to perform indoor walking, outdoor
walking and shopping prior to hip fracture. Each parameter is scored between 0 and 3 (0: not at all, 1: with

help from another person, 2: with an aid, 3: no difficulty) to give a maximum score of 9
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Fig.4 Distribution of patients 1000
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Univariate logistic regression

On univariate analysis, younger patients were more likely
to be DDH than older patients (OR 0.26, p<0.01, 95% CI
0.24-0.29) (Table 2). Those with a high functional mobility
pre-fracture [as defined by New Mobility Score (NMS) > 6]
were more than twice as likely to be DDH compared to those
with poor pre-fracture mobility (OR 2.72, p <0.01, 95% CI
2.48-2.97). During the in-patient journey, the likelihood of
DDH decreased as time to surgery increased by each 24 h
increment (p <0.01). Patients who were not mobilised on
the day of or after surgery were 33% less likely to be DDH
(OR 0.67, p<0.01,95% CI 0.62-0.73). In relation to length
of stay, patients admitted for greater than 15 days were less
likely to be DDH (OR 0.85, p<0.01, 95% CI 0.77-0.93).
Sex was not a statistically significant predictor of discharge
destination.

Multivariate logistic regression

A multivariate logistic regression model was constructed
using the statistically significant variables from univari-
ate analysis (Table 3). On multivariate analysis the odds of
being DDH decreased as age increased (OR 0.28, p <0.01,
95% CI 0.24-0.34). Patients who were independently mobile
prior to fracture were 47% more likely to be DDH compared
to those with low functional mobility pre-fracture (OR 1.47,
p<0.01,95% CI 1.29-1.68). In terms of source of admis-
sion, patients admitted from a nursing home or long stay
facility had little chance of being DDH.

During the course of hospital admission, patients who
waited > 72 h prior to surgery were 30% less likely to be
DDH (OR 0.70, p<0.01, 95% CI 0.56-0.88). Length of hos-
pital stay was also a significant variable as patients admitted

@ Springer

for less than 15 days had a greater chance of being DDH
(OR 1.18 p<0.03, 95% CI 1.01-1.38). Patients who were
mobilised early post operatively were 24% more likely to be
DDH (OR 1.24, p<0.01, 95% CI 1.06-1.45).

Discussion

This is the first time that factors influencing discharge desti-
nation for Irish hip fracture patients have been investigated
on a national scale and the findings have implications for
clinical practice. For many patients, hip fracture can mean
a change in living accommodation after discharge from
acute hospital. Although the vast majority (82%) of patients
are admitted from home, less than one third of patients are
DDH. For those admitted from locations other than home,
discharge to the residence from which they were admitted
is central to minimising disruption to the patients social cir-
cumstances and quality of life post fracture. The findings of
this paper illustrate the inherent differences between patients
DDH compared to those DAL, both in terms of pre-fracture
functionality and care pathway. Some of these differences
are modifiable, whereas others are not. Multivariate analy-
sis showed that younger patients who were independently
mobile pre-fracture were 47% more likely to be DDH (OR
1.47, p<0.01, 95% CI 1.29-1.68). The literature investigat-
ing post-acute pathways in hip fracture care supports the
intuitive finding that patients in better health pre-fracture are
more likely to be DDH. Other studies have found increas-
ing age, presence of comorbidities, cogitative impairment
and functional dependence to be significant predictors of
discharge to a nursing home or long-term care facility [8,
18, 19].
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Table 2 Univariate logistic regression

Variable Odds ratio 95% CI P value
Sex

Male 1 (base)

Female 0.95 0.89-1.01 0.12
Age category

60-69 1 (base)

70-79 0.54 0.49-0.59 0

80-89 0.26 0.24-0.29 0
>90 0.2 0.18-0.23 0
Medical card holder

No 1 (base)

Yes 0.72 0.68-0.77 0
Admission source

Home 1 (base)

Nursing, convalescent or long stay 0.01 0.00-0.02 0

Transfer from another acute hosp  0.71 0.63-0.79 0

Other 1.16 0.83-1.62 0.36
Pre fracture mobility

Low functional mobility 1 (base)

High functional mobility 2.72 2.48-2.97 0

(NMS > 6)

Mobilised early

Yes 1 (base)

No 0.67 0.62-0.73 0
ASA grade

1 1 (base)

1I 0.6 0.52-0.71 0

I 0.34 0.29-0.39 0

v 0.25 0.21-0.31 0

v 0.44 0.19-1.03 0.06
Hours in ED (Hours)

04 1 (base)

5-12 0.95 0.87-1.03 0.23

13-24 0.85 0.76-0.95 0

25-48 0.93 0.77-1.12 0.49
>48 1.33 0.82-2.15 0.24
Time to surgery (hours)

<24 1 (base)

24-47 0.83 0.77-0.89 0

48-71 0.72 0.66-0.80 0

>72 0.62 0.56-0.68 0
Length of stay (days)

1-7 1 (base)

8-14 1.05 0.97-1.13 0.19

15-21 0.85 0.77-0.93 0

22-39 0.88 0.80-0.97 0.01

40-59 1.14 0.99-1.31 0.05

> 60 0.94 0.81-1.09 0.43

Three modifiable factors within the care pathway were
identified. Timely surgical intervention with early post-
operative mobilisation and shorter length of stay were
statistically significant predictors of DDH. Patients who
waited > 72 h for surgical repair were 30% less likely to be
DDH (OR 0.70, p <0.01, 95% CI 0.56-0.88). This finding
is similar to other studies which showed that early operative
treatment was associated with an improved ability to return
to independent living and a shorter hospital stay. Al-Ani et al.
demonstrated that patients who were operated on>36 h (OR
0.44) or>48 h (OR 0.33) after admission were less likely
to return to independent living after 4 months (p <0.05)
[20]. Nanjayan et al. also demonstrated that patients who
waited > 36 h to surgery for medical reasons were more
likely to be discharged to a location other than from where
they were admitted (OR 4.35, p <0.01, 95% CI 1.21-15-79)
[21].

In relation to length of stay, patients admitted for less
than 15 days had a greater chance of being DDH (OR
1.18, p<0.03, 95% CI 1.01-1.38). However, the associa-
tion between increased length of stay and DAL could be
due to logistical issues. A recent study by Salonga-Reyes
et al. showed that a lack of available rehabilitation facili-
ties, residential care or supported care beds was the most
common reason for discharge delay, followed by adminis-
trative delays in obtaining decisions on funding for home
care packages [22]. Family refusal was also a factor in a
small portion of cases. Proactively identifying patients with
a high probability of returning home at an early stage in the
care pathway could allow for suitable support services to
be set up for those returning home, while allowing a timely
search for rehabilitation, community or long-term care facili-
ties for those with a low probability of being discharged
home directly. The analysis in this paper has identified
patient characteristics that increase the likelihood of DDH,
i.e., younger patients independently mobile prior to frac-
ture, who receive timely surgery with early post-operative
mobilisation.

There is a wide variation in length of stay across the hip
fracture registries worldwide, most likely due to different
patient demographics, case mix, care pathways and health-
care systems. For instance, the mean (median) length of stay
in Spain is 11 (9.4) days, UK 15.6 (12) days, Ireland 20 (13)
days, Australia 9.2 (7.7) days and a mean of 8 days for both
Sweden and Denmark [12]. Length of stay is a multi-faceted
variable that involves a complex interplay between patient,
process and organisational factors. Each region has a differ-
ent proportion of patients operated on early, mobilised early,
reviewed by a Geriatrician etc. all of which could affect the
length of hospital admission. It is also important to note
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Table 3, Multivariate logistic Variable Odds ratio 95% CI P Value
regression
Age category
60-69 1 (base)
70-79 0.56 0.47-0.66 0
80-89 0.28 0.24-0.34 0
>90 0.22 0.17-0.28 0
Medical card holder
No 1 (base)
Yes 0.89 0.78-1.02 0.09
Admission source
Home 1 (base)
Nursing, convalescent or long stay facility 0.03 0.01-0.07 0
Transfer from another acute hospital 0.84 0.55-1.30 0.45
Other 1.51 0.83-2.76 0.17
Pre fracture mobility
Low functional mobility 1 (base)
High functional mobility (NMS > 6) 1.47 1.29-1.68 0
ASA grade
1 1 (base)
1I 1.12 0.84-1.50 0.42
1 0.88 0.65-1.19 0.42
v 0.95 0.67-1.44 0.94
v 0.6 0.06-5.24 0.64
Hours in ED (Hours)
04 1 (base)
5-12 1.05 0.92-1.20 0.42
13-24 1.08 0.89-1.30 0.41
25-48 1.3 0.91-1.85 0.14
>48 2.5 1.06-5.86 0.35
Time to surgery (Hours)
<24 1 (base)
24-47 0.93 0.81-1.06 0.3
48-71 1 0.83-1.20 0.99
>72 0.7 0.56-0.88 0
Length of stay (days)
1-7 1 (base)
8-14 1.18 1.01-1.38 0.03
15-21 1.06 0.88-1.29 0.49
22-39 1.24 1.01-1.53 0.03
40-59 1.77 1.31-2.39 0
> 60 1.89 1.39-2.56 0
Mobilised early
No 1 (base)
Yes 1.24 1.06-1.45 0

that length of stay can be somewhat an artificial metric as ~ which records the primary discharge destination only. Not-
patients may be discharged early from an acute hospital to  withstanding, there is an opportunity to optimise each step
another healthcare facility for a short period of time and sub-  of the patient journey, as encompassed by the IHFS so that
sequently discharged home. Currently, the IHFD is unable to  patients have every chance of returning home post fracture.

capture secondary discharge location as it utilises HIPE data,
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Most strikingly, patients who were mobilised early post
operatively were 24% more likely to be DDH (OR 1.24,
p<0.01, 95% CI 1.06-1.45). This is not the first time that
early mobilisation has been identified as a key factor in hip
fracture care. Sheehan et al. demonstrated that early mobili-
sation was associated with a twofold increase in the adjusted
odds of being discharged within 30 days of surgery [23].
Similarly, Ferris et al. investigated the impact of early mobi-
lisation on in-hospital mortality and showed that older males
who were not mobilised on the day of or after surgery had
the highest risk of in-hospital mortality (p <0.01) [24]. Fol-
lowing on from this, one new standard for early mobilisation
on the day of or after surgery was added to the IHFS. The
ability to be mobilised early post operatively is a good com-
posite measure of both patient and organisational factors in
orthogeriatric care.

The discharge of an older person from an acute hospital
to the most appropriate setting following hip fracture sur-
gery is complex. The findings presented in this paper further
reinforce the importance of the IHFS in improving patient
outcomes. More specifically, the IHFS incorporate 2 of the
3 modifiable process measures highlighted above, i.e., sur-
gical repair of the fracture within 48 h (IHFS 2) and early
post-operative mobilisation by a physiotherapist (IHFS 7).
These are also quality standards of other international audits.
The modifiable factors identified should be optimised so that
patients can return home post hip fracture and regain their
pre-fracture functionality.

Limitations

The IHFD is a large data set of over 21,000 hip fracture
patients with excellent data coverage and data complete-
ness. All 16 trauma centres in the Republic of Ireland are
included; therefore, it is representative of the Irish popula-
tion and there is no selection bias. It is important to note that
a certain proportion of patients DAL may get home eventu-
ally after rehabilitation etc. However, the authors were not
able to account for this as HIPE captures the initial discharge
destination only and does not record follow-up data on mid-
to-long-term outcomes. Second, the authors were not able
to address whether DDH or DAL was appropriate for the
patient in the context of other variables not recorded by
the IHFD. Moving forward, qualitative research capturing
the patients’ perspective on other variables that may influ-
ence discharge destination such as social support or home
environment would be useful. Further analysis looking at
the variability in discharge practices between hospitals is
warranted.

Conclusion

Although the vast majority of patients are admitted from
home, less than one third of patients are DDH. This paper
identified inherent differences between those DDH as
opposed to DAL, both in terms of patient characteristics
and care pathway. Younger patients who were independently
mobile pre-fracture were more likely to be DDH. Timely
surgery with early post-operative mobilisation and a shorter
length of stay increased the odds of DDH. The IHFS incor-
porate 2 of the 3 modifiable process measures identified,
which reinforces the importance of the IHFS in improving
patient outcomes.
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