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Advancing Best Practice at the Point of Care:

Aims of Presentation

International Nurses Build and Test a Quality
Framework to Support Optimal Fragility Hip Fracture Care.

• Illustrate practice concerns related to acute care
of the older adult with fragility hip fracture
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Clinical Nurse Specialist, Gerontology
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• Discuss the process of creating and testing a
quality audit of nursing policies and protocols

Ami Hommel, PhD, RN
Clinical Nurse Specialist, Orthopaedics
President Swedish Society of Nursing

• Review best practice care standards included in
the audit process

Associate Professor, Malmö University Malmö, Sweden
Skaane University Hospital, Lund, Sweden
ICON Ambassador

• Share results of international audit

Evidence

Fragility Hip Fracture - Defined
• A fracture resulting after a low impact
injury

Fragility hip fracture is associated with:
– Long-lasting disability
(Bertrum et al 2011; AAOS, 1999)

– Significant morbidity and mortality

• Fragility hip fracture is most devastating

(Bentler et al 2009)

– Increased healthcare costs
(Burge et al 2007)

• Tend to occur in older persons with
multiple comorbid conditions

Is one of the biggest healthcare
challenges of this century
(Parsons et al 2014)

Nurses ideally positioned to play pivotal
role in preventing or ameliorating common
complication
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• Associated with poor outcomes
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(ICON hip fx workgroup, 2016)

Mrs. Mae Wong

Meet Mrs. Wong
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• 83 Year Old Widow
• Lives in a 1 bdrm apt. 85 year
old sister lives on the next floor
down.
• One son, lives 30 mins away
• Independent in ADLs, requires
assistance IADLs
• PMHx of CHF and
hypertension, osteoarthritis,
cataracts, hard of hearing, urge
incontinence, “mild cognitive
impairment”.
• Socially engaged
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Mrs Wong??

Case Study
• Her OR time was delayed 4 hours due to an
emergency ‘trauma’
• She spends a total of 5 hours in Pre op Surgery
and PACU
• Returns to her room in the early evening
• Medicated for pain with IV morphine, SCD’s
applied, abduction pillow in place
7

Post op Course
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Acute Nursing Care of Older Patient
with Fragility Hip Fracture:
An International Perspective

• Episodic confusion,
restlessness, agitation ~
• Drowsy, lethargic, diminished
appetite, minimal participation
in PT.
• Bladder catheter remains
until discharge due to
lethargy
• Stage 2 Pressure Injury on
coccyx
• Post op day -----patient is
discharged to ------

Building an Audit Tool

“Knowing is not enough, we must apply
Willing is not enough, we must do!”

• Are best practice interventions reaching the
patient?
• Hip fx workgroup reconvened

A Goethe

• How to evaluate
• Vigorous discussions related to
examining care delivery
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Questions

Audit focused on nurse sensitive indicators
• Pain

• Does care at the bedside reflect best practice?

• Delirium

• Are evidence based care standards reflected in
nursing policies, protocols, care plans?

• Pressure ulcers
• Malnutrition/dehydration

 Is there accountability for meeting standards?
• Constipation

• Do staff document application of standards?

• Infection (CAUTI; PNA)

What is measured is improved

• Mobility

Audit development criteria
• Each standard is supported
by evidence.

Rationale Document

• Audit language is
universally clear and
understood.

INTERNATIONAL COLLABORATION OF ORTHOPAEDIC
NURSES
BEST PRACTICE CARE STANDARDS AUDIT TOOL FOR THE
HIP FRACTURE POPULATION

• Each standard is achievable
internationally
• Data is readily retrievable.

Each care standard is
supported by evidence
which has been succinctly
summarized in a rationale
document.

Rationale to support questions/items in the audit tool.

• Standard is within the control • Color coded to delineate
of nurses. *
each standard
• Audit process is succinct,
easy to complete.

COPYRIGHT ICON 2015
DRAFT ONLY NOT FOR SHARING May 26, 2015
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Clinical leaders can use the
evidence to help support the
need for change when gaps
are identified through
conducting the audit

Preparing Sites for Audit

PREVENT PRESSURE ULCERS
Conduct a head to toe pressure point assessment on
admission and then each shift.1 2 Use an evidence based
pressure ulcer risk screening tool to identify degree of risk
and areas to be monitored and addressed.2 Implement a
written care plan to address any underlying risk factors or
injuries as indicated (i.e. immobility, nutrition, moisture
levels etc.) 3

• Sites Recruited by National Leader – 5 acute
care sites in each of 5 countries (minimum 100
hip fractures/year) .

A head to toe skin assessment on admission with examination of
pressure points every shift is an important strategy to proactively
avoid development of pressure ulcers.1 Prior to surgery it is important
to ensure the heels are off-loaded and free from pressure. Patients
should be cared for on pressure relieving mattresses throughout the
continuum of care including in the emergency room, perioperative
area and nursing unit. Intraoperative padding of bony prominences
and avoidance of friction and shearing forces is also imperative to
avoid skin tears. These patients will require assistance with
repositioning, especially prior to surgery. Adequate pain relief both
before and after surgery is crucial to facilitate repositioning. Since
patients with hip fracture often have poor nutritional status and are
fasting prior to surgery, the risk of developing pressure ulcer
increases. Reduce this risk by ensuring early surgery and optimizing
fluid and nutritional balance, which is a clinical imperative for these
vulnerable patients.1

• Packet of information developed
• Introduction letter to explain context, purpose
and benefits of participating.

(1). Hommel, A., Bjorkelund, K. B., Thorngren, K. G., & Ulander, K.
(2007). Nutritional status among patients with hip fracture in relation
to pressure ulcers. Clin Nutr, 26(5), 589-596.
(2). National Pressure Ulcer Advisory Panel Pressure ulcer
prevention guidelines (2014)
(3). ICON Hip Fracture Task Team recommendation.

• User experience survey
17
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Beta Testing: Lessons Learned

Second Round Testing Preparation
• Beta Testing results shared at several
conferences (FFN, SOTN)

• 25 sites participated
• Most core standards were deemed relevant
& valued across nations.
• Clarified target audience for audit (clinical
leads not administrative/operations leads).
• Certain audit items require more education
e.g. dementia and delirium were used
interchangeably at some sites

• Input solicited from those in attendance to
refine/clarify/improve audit tool.
• Refined audit sent to original 25 sites + 10
additional sites.

Audit Tool
DEMOGRAPHICS

Number/ %

Number of countries

7

Number of hospitals

35

Average annual number of
hip fractures per site
Average gender ratio

Discharged home

Range

315

99-969

29% men
71% women

11-39 %
61-89 %

37%

6-72 %

www.orthopaedicnursing.org
21

Participating Countries
Countries
(n=number of participating hospitals)

Timing of surgery

Teaching/University

Non-teaching/non- university

Canada (n=8)

6

2

USA (n=5)

3

2

Australia (n=3)

3

0

New Zealand (n=1)

1

0

Denmark (n=6)

4

2

Sweden (n=6)

4

2

Ireland (n=6)

6

0

All (n=35)

27

8

• Is there a policy in place to perform
surgery on these patients within
– 24 hours
– 36 hours
– 48 hours
Rationale: Patients who undergo surgery within
first 24 hours of admission have fewer
complications and lower mortality risk
(Hommel et al 2008; Westerling & Bergbon, 2008)

24
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PAIN Standards

Audit findings

• Regular assessment with validated tool.
– Purser, et al (2014) level IV

Timing of Surgery

Number

%
Yes

35

91%

Policy for Timing of Surgery?
Within 24 hours of admission

35

49%

Within 36 hours of admission

35

3%

Within 48 hours of admission

35

40%

• Multimodal pharmacological and nonpharmacological approaches
–

Kehler & Dahl, 2013 Level VI

• Geriatric appropriate medication and doses
– Kang et al., 2013 Level II

• Regional pain block prior to surgery?
– American Academy of Orthopaedic Surgeons, 2014 , Level 1

25

www.orthopaedicnursing.org

Audit Findings - Pain

DELIRIUM Prevention Standards
• Determine & document pre fracture level of cognition on
admission

PAIN

Number

% YES

Regular assessment and reassessment of pain
with valid tool

35

100%

Pharmacological & Non pharmacological multi
modal approach

30

86%

Scheduled administration of analgesics

35

94%

Geriatric appropriate analgesics/doses prescribed

31

34%

Regional pain block

34

44%

Staff consistently educated at work to meet standard

33

79%

Audit Findings - Delirium
Number

%
Yes

34

68%

Evidence based screening tool for delirium

34

71%

Delirium screen done daily

35

43%

Daily use of a tool to screen for delirium risks

35

41%

Medications only used when the behaviors
pose a risk

34

82%

Staff consistently educated at work to meet standards

34

56%

www.orthopaedicnursing.org

– Neuman et al 2010, Level IV

• Ongoing assessment for delirium risk factors
– Milisen et al 2005, Level 1

• Review medications and doses for geriatric appropriateness.
– Inouye et al 1990 Level IV

EARLY AND FREQUENT MOBILITY

Cognitive status screen on admitIon

* Comments

• Delirium assessment Q 12 hrs. or with change in cognition,
using evidence based tool.

www.orthopaedicnursing.org

www.orthopaedicnursing.org

DELIRIUM

– Buffum et al 2007,

• Early mobilization is associated with reduced
complication risk, shorter length of stays and earlier
return to function. (Overgaard & Kristensen 2013)
• People with hip fractures lose greater than 50% of lower
extremity strength within a short period after hip fracture
surgery. (Waddell, 2011)
• Early post-operative mobility should focus on functional
ability and restoring function.
– 1 Getting in and out of bed.
– 2 Sit to stand from a chair
– 3 Walking ability
(Handoll et al, 2011)

www.orthopaedicnursing.org
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EARLY AND FREQUENT MOBILITY
STANDARDS
• Sit on bedside, stand or walk within 12 hours of
surgery.
– Morley et al 2013 Level V

• Up for meals and walk twice daily beginning the day
after surgery
– Boltz et al 2012 Level III

• Nursing ensures standard is met
www.orthopaedicnursing.org

Malnutrition Prevention Standards
• Assess using an evidence based risk tool on admission
(ASPEN 2011 Level 1)

• Preoperative: Clear fluids up to 2-4 hours before
surgery with a high carbohydrate clear drink within 2-4
hours of surgery. Provide meal if no surgery within 8
hrs. (Shiga, et al 2008 Level 1; Nygren et al., 2015 level V)
• Postoperative: Regular diet as tolerated after surgery.
Provide high calorie, high protein oral nutritional
supplement in addition to regular diet.

Audit Findings - Mobility
EARLY AND FREQUENT MOBILITY

Number

%
Yes

Up to walk, stand or sit on the side of the bed
day of surgery

33

70%

Walks twice daily minimum starting 1 day post op

33

73%

Up for two meals each day beginning the day
after surgery

34

68%

Nurse ensures mobility standard met

34

79%

Staff consistently educated at work to meet standard

34

62%
17

* Comments

Audit Findings - Malnutrition
Number

%
Yes

Malnutriton evidence based screen tool on admit.

34

82%

High Carb drink 2-4 hrs before surgery

34

9%

Clear fluids up to 2 hours before surgery

34

32%

Regular diet as tolerated day of surgery

34

97%

Scheduled administration of high protein oral nutritional
supplements

34

74%

Staff consistently educated at work to meet standards

32

75%

PREVENT MALNUTRITION

www.orthopaedicnursing.org

AVOID CATHERTER ASSOCIATED URINARY
TRACT INFECTION (CAUTI) STANDARD

www.orthopaedicnursing.org

www.orthopaedicnursing.org

Audit Findings - CAUTI

• Avoid routine use of indwelling urinary catheters
• Strict adherence to aseptic technique when inserting
the catheter.
• Early removal of the catheter within 24 hours of
surgery is recommended
• Nurse managed IUC protocols
CDC, 2017; SHEA/IDSEA (2011) guidelines for indwelling urinary catheter management
Level 1

www.orthopaedicnursing.org

AVOID CATHETER ASSOCIATED
URINARY TRACT INFECTION

Number

%
Yes

Avoid routine us of indwelling urinary catheters
(IUC)

32

69%

IUC inserted only if criteria met

25

60%

Remove IUC within 24 hours of surgery

25

60%

Nurse can initiate catheter removal based on
criteria

33

73%

Staff consistently educated at work to meet standards

33

81%

* Comments

www.orthopaedicnursing.org
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CONSTIPATION PREVENTION Standard

Audit Findings - Constipation

• Protocol to prevent constipation including
– Prophylactic laxative administration.

Number

%
Yes

Bowel protocol in place

35

80%

Bowel movement assessment daily

35

97%

Laxatives administered prophylactically per
orders/protocol

34

94%

Staff consistently educated at work to meet standard

33

85%

CONSTIPATION PREVENTION

RAO et al., 2010 level 1

• Daily monitoring of bowel movement.
ICON team recommendation Level VI

* Comments

www.orthopaedicnursing.org

PREVENT PRESSURE INJURIES
STANDARDS
• Head to toe pressure point assessment on admission
with valid risk assessment measure

www.orthopaedicnursing.org

Audit Findings – Pressure Injury

Number

%
Yes

Valid risk screen tool on admit and Q shift

35

100%

Assessment of head to toe pressure points on admit

34

91

Standard care plan for added risk

35

94%

Staff consistently educated at work to meet standards

34

85%

PREVENT PRESSURE INJURY

• Conduct risk assessment teach shift.
• Use an evidence based pressure ulcer risk screening
tool to identify degree of risk and areas to be monitored
and addressed.
• Implement a written care plan to address any underlying
risk factors or injuries as indicated e.g immobility,
nutrition, moisture etc.
(EPUAP/NPUAP guidelines 2014, ICON team 2012)
www.orthopaedicnursing.org

PNEUMONIA PREVENTION
• Hip fracture patients are at risk for bacterial and
aspiration pneumonia. (AHRQ 2008)
• The presence of pre-existing neurological and
respiratory co-morbidities, presence of post-operative
delirium, age and living in a residential aged care facility
prior to hospital admission have been found to be
associated with the post-operative oropharyngeal
dysphagia.
(Love et al 2013)

• Early identification of these predisposing factors and
dysphagia screening prior to PO intake in hip fracture
patients can prompt timely management and prevention
of pneumonia. (Yoon, M.N. & Steele, C., 2007).
www.orthopaedicnursing.org

www.orthopaedicnursing.org

Pneumonia Prevention Standard
• Deep breathe and cough 10 times every hour while
awake. (AHRQ 2008 Level 1)
• Keep the head elevated 30 degrees. (AHRQ, 2008

Level

1)

• Dysphagia screen on admit and Post op before PO
intake (Yoon & Steele, 2007 Level V)
• Oral care protocol

(AHRQ, 2008 Level1)

42
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Audit Findings – Pneumonia

SECONDARY FX PREVENTION
• Greatest risk for fragility fx is history of
previous fx. (Cooper et al 2011)

Number

%
Yes

Dysphagia screen after surgery/prior to oral intake

34

18%

Oral care protocol

33

64%

Head of bed elevated 30 degrees

33

94%

Staff consistently educated at work to meet standards

32

50%

Pneumonia Prevention

• First fx should serve as a signal to investigate
underlying osteoporosis. (Port et al 2003)
• Study of over 51,000 patients in 318 hospitals
found less than 2% provided ideal therapy.
(Jennings et al 2010)

* Comments
43

• Fracture liaison service is optimal approach to
prevent secondary fracture. (Mitchell 2013) 44

Audit Findings

SECONDARY FRACTURE
PREVENTION
• Refer to Fracture Liaison Service (FLS) for
osteoporosis assessment and management.

Number

%
Yes

Referral for assessment and treatment of osteoporosis

34

53%

Staff consistently educated at work to meet standards

33

42%

Secondary Fracture PREVENTION

– Assess and mitigate falls risk.
(Mitchell, P., 2013)

* Comments

www.orthopaedicnursing.org
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Catalyst for improvement:

Catalyst for improvement:
Sample comments from sites

Sample Comments from sites
• Develop a IUC management protocol to reduce CAUTI
reduce dwell time/avoid use

• Improve pain management
• Assess/address chronic vs. acute pain
• Explore use of regional nerve block for pain
management; reduce opioid use
• Schedule acetaminophen, PRN opioid
• Create a QI project aimed at improving care for hip
fracture patients starting with cognitive assessment in
ED
47

• Include baseline cognitive assessment in
care plan; strengthen/develop delirium
protocol
• Pneumonia prevention; Early identification,
planning for dysphasia screening prior to
Post op PO intake
48
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Discussion
• Served as a catalyst for improvement
across nations – British Columbia Hip
Fracture Redesign Initiative, individual site
process changes
• Influence national registries e.g.
Modifications made to NHS and Irish Hip
fracture audit.

Discussion
• Not a national comparison. Variability
among sites per nation regarding uptake
of standards unless a national approach.
(e.g. Sweden, UK)
• Unable to determine whether true best
practice standard (e.g. geriatric
appropriate analgesics – which ones?)

Discussion
• Created a dialogue around the need
for site improvement in hip fracture care.
• Successfully engaged nurses representing
national associations of orthopaedic nursing
from 7 countries in evaluation and
improvement work …..

Does the audit measure practice?
No, the audit measures the extent to which
best practice standards are visible and
embedded into tools used in clinical
practice.
It does not measure best practice in patient
care. Adoption of best practice requires:
Interactive education, reminders, auditfeedback.
52

What did we learn?
• Wide variances in policies and protocols
• The audit gave nurses a chance to
benchmark their practice
• Improvements needed in pain
management, cognitive screening, nutrition,
pneumonia prevention…..
• Practice often carried out with supporting
without evidence.

Next steps
• Update original articles
• Consider development and dissemination of a
closed chart audit to evaluate adoption of
standards at point of care.
• Continue to align and network with international
organizations to advance the cause.
• Use similar approach for other populations e.g.
arthroplasty.
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THE POWER OF “WE”

Summary
• Audit can be used as a ‘needs assessment’ to
drive change and improvement in nursing care
• Influenced revisions to high profile registries e.g.
NHFD in UK and Irish hip fracture data base
• QI projects at sites who read our work
• NO funding, work accomplished by passionate
nurses dedicated to improving care for this vulnerable
population.

Thank You

“Never forget that a small group of thoughtful
committed people can change the world, indeed it is
often the only thing that ever has” Margaret Mead
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