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Medical, Operations
Aims

We aim to achieve care beyond the walls of the hospital to the post discharge care in
the community, to follow up on a patient’s current conditions, functional status,

rehab visit status and compliance to osteoporosis treatment.
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Lessons Learnt

Extension of care beyond the walls of the hospital to the post discharge care in the
community enhanced patient outcomes and improved patient awareness about a
potential risk of second osteoporotic hip fracture. Reaching out to patients on post
operative at 6 & 12 months provided valuable information to further strengthen
care. Strong leadership and support from the multidisciplinary team are essential to

the continued functioning of hip fracture pathway.

Conclusion
See poster appended/ below
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HIP FRACTURE ICP — GOING BEYOND ACUTE CARE TO

COMMUNITY CARE THROUGH TELEPHONIC FOLLOW-UP 9 SAFETY
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FIONE GUN, WONG TZE CHIN, ZHU HUIXING, HENG ZI YING, DR LYDIA AU EXPERIENCE
Define Problem, Set Aim Test & Implement Changes
Problem/Opportunity for Improvement Cycle Plan Do Study Act
Hip fracture incidence increases exponentially with age. While 1. |[External L everaging on OICP Development of Programme update
achieving excellent patient and clinical outcomes through the robust manpower  |Programme (funded by |OICP Programme |to JHF Board on
Hip Fracture Integrated Clinical Pathway (ICP) with a multidisciplinary funding JurongHealth Fund) quarterly basis
team approach, the team is also seeing an opportunity to develop a 2. |Team Established structured |Data collection and |Refine report and
structured post operative care through Telephonic Follow-up. engagement |Hip Fracture Telephonic | performance continue effort in
and strategy |Follow-up using management. Telephonic Follow-
Aim planning NGEMR Flowsheets. up.
. : . 3. [Workflow & |Impl tati f I ti Regular tracki d
We aim to achieve care beyond the walls of the hospital to the post 9 T oW MPIEMETAtion 9 mprovement cetar rattine an
. _ _ . , evelopment |Telephonic Follow-up [performance and |[monitoring of
discharge care in the community, to follow up on a patient’s current (Post-op 6 &12 months) | decease in variance | performance.
conditions, functional status, rehab visit status and compliance to : :
osteoporosis treatment. NGEMR |p Facture Telephonic Follow-up Flowsheets
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Methodology

Hip Fracture Care Coordinators conduct post operative care through
telephonic follow-up at 6 & 12 months.

Inclusion criteria  Age 60 and above
e Solitary hip fracture (Neck of femuir,
intertrochanteric, Subtrochanteric fracture)

ient admit to hospital (all causes)’?

Comparison of Results (6-Month Post-Op vs 12-Month Post-op)

A total of 645 patients underwent hip fracture surgery were contacted by Care
Coordinators through Telephonic follow-up.

e Patient cohort (6-month Post-op): 343 (July 2021 to Sep 2022)

e Patient cohort (12-month Post-op): 302 (Jan 2021 to Mar 2022)

Exclusion criteria e Pathological fractures secondary to metastases
 Multiple trauma

Telephonic Follow-up Questionnaire 6M Post-op 12M Post-op
. ] Is patient contactable? 98% (343) 97% (302)
R.lght Fare nght . Any wound issues? 0% 0%
First Time Every Time Any carer stresses? 3% 5%
. . p) o) o)

Patients were prescribed with antibiotics prophylaxis pre-op 100% 100% :S pat!en: N c[;stec():por;)gs tr;a;c}mbe?n t 22; 2253;)

s patient on Day Care/ Day Rehab~ 6 0
Patients were given appropriate thromboprophylaxis (Calf 100% 100% Did patient fall after discharged? 8% 16%
pump of Anticoagulant) Did patient readmit to an acute hospital (all cause) after discharged? 24% 34%
Patients were given osteoporosis assessment 100% 100% Did patient achieve 210 points of MBI Improvement 88% 87%
Datient tad within 48 h ifiad fit f Is patient staying at home 87% 87%
Sjr|geer:ys; were operated within ours (upon certified fit for 100% 999 s Home modification done? 989% 989%
Proportion of patients transferred from NTFGH to JCH 88% 86% Comparison of Results (Patient Cohort: July 2021 to March 2022)
>10 points of Modified Barthel Index (MBI) Improvement 6% 279 (6-Month Post-Op vs 12-Month Post-op)

(discharged from JCH)

90% achieved improvement in their Activities of Daily Living at 12-month

- > : . .
Analyse Problem Post-op, as measured by MBI score (210 points of |mProvement from baseline), as
compared to 86% at 6-month Post-op and 75% upon discharged from NTFGH/ JCH.

Root Cause Analysis
Care Providers Patients Yy
Mean: 8626 = oo oserT R - Ao
No standardised in post-op Patients/ Caregivers Patientsare. N 01 ., e . B e mommomomm
follow-up call after patients unaware of Hip Fracture ___ -gntactable
discharged from hospital. Telephonic Follow-up atitattempt N ] | eeeeem e e m e -
and measurement \ Mean: 75%%
Variations in Post-op TCU Mo suitable call time
and assessment points
Elderly patients with
No allocated manpower to communication and language No Structured
conduct Telephonic Follow-up barriers, depending on caregivers. Post Discharge
Low Osteoporosis treatment and No follow-up on Difficult to reaching TE|EpthiC
Day Rehab take up rate after tactable patient out elderly patients/ = Follow- . .
discharged due to no reminders. um;?tnefijatfeﬁpltin S caregivers el Th ere Was 5% INncrea SEd N Proportion of Patients
il T / Osteoporosis Treatment Uptake Rate On Day Rehab
Telephonic Follow-up .
. in 12-month Post-op, as compared to i
MNo structured Telephonic Follow- ] HOWET an (N=186) 47%
up Workflow in place mrElArEIrEs '.staff to conduct 6' MO nt h POSt'O p .
Telephonic Follow-up
Proportion of Patients on 6 MONTHS
System Osteoporosis Treatment (N=199) 40%
12
MONTHS 42% . o
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Spread Changes, Learning Points

 Extension of care beyond the walls of the hospital to the post discharge
care in the community enhanced patient outcomes and improved patient
awareness about a potential risk of second osteoporotic hip fracture.

* Reaching out to patients on post-operative at 6 & 12 months provided

Jurong valuable information to further strengthen care.

Community  Strong leadership and support from the multidisciplinary team are

Hospital essential to the continued functioning of hip fracture pathway.
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