Standardizing fragility hip fracture care using an electronic health record approach
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Objectives Measures of Success Lessons for Dissemination

* Tostandardize the care for patients with fragility «  Adherence to components of the order set, readmissions, +  Implementation of a hip fracture

fracture | | | mortality, length of stay and total direct cost for patients care improvement program to
*  Toprovide feedback fo providers on the quality of their before and after our program. standardize care is feasible in a

hip fracture care as defined by pre-determined metrics - Perfect care = the patient received all components of our single academic medical center.
. To notify specific providers when a patient is admitted order set . However, this program did not

to the hospital : '

P Table 1. Patient Characteristics improve the outcomes of

mortality, length of stay or
readmission in our cohort.

Program Description

Outcome Baseline Phase 1 Phase 2 P-value* . .

+ Implemented a forced function hip fracture order set Number of visifs, n 37 120 42 . F.u’rure.”sLud@s vg’rhdl?rgsrfcmple "
containing evidence-based interventions including Perfect care, % 'S 39 40 0.03 126 Wl LE Needed 1o deternine |
freatment for osteoporosis, anticoagulation to prevent Osteoporosis meds, % 67 89 33 <001 befter adherence to perfect care
VENOUS ’rhromboembolism, early physical thero OR 24 hrs, 7 /2 /2 76 0.64 will be associaied with improved

. Implemented an elec’rronilc scczlrep)cérd o provi%ye DVT meds, % 100 99 100 0.71 mortality, length of stay or

. . . . Post Op CAM, % 26 47 50 0.04 readmission.
qﬁgrjrnep{r‘:eledb?fk, fo providers, including orfhopedics Mortality, % 3 2 5 0.75 « Qutfcomes such as delirum
g ' ed < mle |;:|ne. ort o + tod » 30-d readmission, 7% 10 17 12 0.53 iIncidence, mobility, or refurn to
nc?TSi:‘?/i?wZ Tﬁe”rg g]?prgﬁlecni i(d ”?iﬁg'giv i?h f%;ﬁilfyer:isp Total Direct Cost, mean (SD) 1(0.59) 1.05(0.46)  0.99 (0.42) 0.26 home may be more sensitive o
fracture to allow for follow up for these patients *P_values are based on chi-squared and Kruskal-Wallis tests assess the benetfits of “perfect
' care.”
« This program was for patients >65 years of age admitted : :
wi’rhphipgfroc’rure to oFs)ingle ocodgmic medi%ol center Figure 2. 7% Patients with Perfect Care + While this method may be
' 50% reproducible, the benefit of
Figure 1. Project Phases 40% 40% dissemination remains untested.
) | @& | 0
g a Phase 1:120 Phase 2: 42 o 7
oatients Crder patients, Order 30%
Baseline: 42 ' Set + Scorecard +
patients (June Sgglegcnodrd Electronic | 20% References
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