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Abstract

Aim:

To review the mortality rate of patients admitted with intertrochanteric fractures within a period of three years.
Intertrochanteric fractures are common in elderly patients and result in a high morbidity and mortality rate. This
article retrospectively reviewed 57 patients (65 years of age and older) admitted with intertrochanteric fractures.
Descriptive statistics using the frequency / proportion method was used to interpret the results. The mortality

rate in hospital was_'H%, in the first year 32%, in the second year 39% and insignificant in the third year.
| 5

Introduction

Intertrochanteric fractures are common fractures in
patients with osteoporosis and the morbidity and mortali-
ty rate is high. In-hospital mortality of 6.3% and 30.8% in
one year have been reported,' with men’s mortality rate

double that of women’s."® Colles fractures were found to | . .
carry a higher risk of hip fractures in males compared to VHA to those in the Medicare Advantage Program

spine fractures in females.” One in 15 elderly patients
admitted with hip fractures will die in hospital; out of
those who survive, a third will die within the first year.!
Determinants of mortality were primarily old age, males,
previous fragility fractures, and comorbidities."'° Three or
more comorbidities are the strongest risk factors for mor-
tality with chest infections and heart failure leading.>'""*
There is prolonged risk of mortality in younger patients
around 45 years with same pattern of fracture.”

Determinants of mortality were primarily old age,
males, previous fragility fractures, and comorbidities

There is substantial relative increase in mortality in
patients without comorbidity both soon after the fracture
and in the long term." In the United States, mortality rates
are higher in the Veterans Health Administration (VHA)
patients compared to the general population; however, it
was found that comparing patients who were cared for at

(MAP), patients cared for at VHA had a lower mortality
rate.’ The FRAMO index (fracture and mortality index)
was developed and validated by Albertsson and col-
leagues in Sweden for Swedish women to predict fracture
and mortality. Their conclusion was that the risk for frac-
ture and mortality is increased compared to the general
population in the presence of the following factors: age
>80 years, weight >60 kg, previous fragility fracture,
and the need to use arms to rise from sitting position.'®
Poor mental state was found to increase the chances of
mortality and institutionalisation.*” The American Society
of Anesthesiologists (ASA) classification of 3 or 4 has a
significant excess mortality following hip fractures that
persists up to 2 years after injury although this was not

. applicable to elderly patients over 85 years of age.”
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Table I

Patient profile Admitted from History Time of surgery Other

Name Home Comorbid disease <24 hours Delay of surgery
Surname 0ld age home Date of injury 25-36 hours Date of discharge
Age Hospice Mechanism of injury  37-48 hours Date of demise

Sex Hospitals Date of surgery 48-60 hours Date of readmission
Hospital no. Other 61-72 hours Outcome measures
Contact no. >72 hours

Delaying surgery by four days or less did not have an
effect on mortality rate, but a delay of more than four days 35 - " s
increased the mortality rate " 30 %

Patients who were previously admitted in hospital for ;g ]
other conditions had higher mortality rates compared to 15 bt
those without any previous admissions.® Blood transfu- 10 2 5

. . . . . ™ .
sion was not found to contribute to mortality or infection ° g _— | 6 }
in patients with hip fractures. The old adage of prevention : No. of No. of No. of No. of
. . . . i white females black females  white males  black males
is better than cure holds in reducing the mortality of

patients with hip fractures — prevent them from getting the
fracture.” Identifying the risk for hip fractures is therefore
of utmost importance, for example, men with Colles frac-
tures and females with spine fractures are at high risk.

A retrospective study done in Italy by Franzo and col- | |4  Serics 1
leagues found that the in-hospital mortality rate was 40
5.4%; at 6 months it was 20%; and at one year it was up
to 25.3%, with age, male gender, and comorbid disease

being the most significant contributing factors.' » o .
15
Materials and methods o R
5 b
Between January 2006 and May 2008 we treated 57 0 A e %
patients with intertrochanteric fractures. We could not fol- Home 01d 3ge home Other

low up three patients (5.2%) due to lost patient records. . ..
Our hospital is a secondary institution affiliated to a terti- Graph 2: Place of origin

ary hospital. Our population group consists of patients
referred from primary hospitals. All patients admitted with
intertrochanteric fractures were included in the study. | |16
Interviews were done and a special form that was designed : {4
for this purpose had to be completed (see Table I below). 10 -«
All the data was filled in accurately and followed up 8
with documentation of any changes after admission and 6
discharge (Table II). Short-term follow-up was done tele- g :12-{:;“‘ I S ] ; -
phonically by the author to ascertain how the patients ol No <24 3536 3748 4{5-620 6%13-72
were doing; the date of the call and the patients’ report- Surgery hours hours hours hours  hours
backs were also documented. Descriptive statistics using

the frequency/proportion method was used to analyse the ’
results? yiprop Y B Graph 3: Time from admission to surgery

Identifying the risk for hip fractures is of utmost importance, for example,
men with Colles fractures and females with spine fractures are at high risk

— . ® Series1




Patient Age Sex Comorbid Admission Surgery In-hospital  Death within  Death within
no. disease date within mortality first year second year
1 90 M Hpt,Hrt 5/30/2006 < 24 hrs Yes Yes
2 89 M None 6/17/2006 No surgery Yes Yes
3 99 F Hypt 6/6/2006 No surgery No No Yes
4 75 M Hpt,Ep,Par 6/25/2006 25-36 hrs Yes Yes
5 92 M None 6/28/2006 25-36 hrs No Yes
6 88 F All 7/9/2006 No surgery No No
7 66 M None 7/28/2006 <24 hrs Yes No
8 77 F DM, Hpt 7/31/2006 <24 hrs No Yes
9 81 F None 8/2/2006 <24 hrs No No
10 85 M Hpt 8/16/2006 25-36 hrs No Yes
11 72 F COPD 8/30/2006 25-36 hrs No No
12 80 F Hpt,Par 10/3/2006 25-36 hrs No No
13 88 M None 10/9/2006 25-36 hrs Yes Yes
14 88 F Hpt 10/9/2006 25-36 hrs No Yes
15 65 F Hpt 11/13/2006 37-48 hrs Yes Yes
16 72 None 12/2/2006 <24 hrs No No
17 85 F None 11/30/2006 25-36 hrs No No
18 85 F Hpt Hrt 12/5/2006 25-36 hrs Yes Yes
19 68 F None 12/10/2006 <24 hrs No No
20 87 F Hpt Hrt 12/10/2006 61-72 hrs No No
21 83 F None 2007/01015 25-36 hrs No No
22 72 M None 3/4/2007 >72 hrs No No
23 74 F Hpt,<Thy 3/10/2007 37-48 hrs NF NF NF
24 82 F Hpt,Alz 3/15/2007 49-60 hrs No Yes
25 87 F Hpt,Hrt 4/9/2007 >72 hrs No No
26 81 F Hpt,DM 4/2/2007 37-48 hrs No No Yes
27 91 M None 4/29/2007 49-60 hrs NF NF NF
28 72 M DIV, Hrt Hpt 5/1/2007 37-48 hrs No No
29 89 M None 5/11/2007 >72 hrs No No
30 79 F R/F 5/5/2007 >72 hrs No No
31 70 F P/TB 5/19/2007 25-36 hrs No No
32 67 F Hpt 6/7/2007 >72 hrs No No
33 72 F None 6/17/2007 37-48 hrs No No
34 98 F None 7/212007 <24 hrs No No Yes
35 76 F None 7/11/2007 37-48 hrs No No
36 77 F Hpt,Hrt,DM 7/23/2007 <24 hrs NF NF NF

Continued on next page
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= The majority of patients were
= § admitted to high care in order to
2o 8 optimise them pre-operatively
£ s > o
- O 22}
58 g
a @ s . :
8 & All patients were assessed medically and opti-
= g 2 | mised pre-operatively according to their pre-
= § 4z morbid condition. Their treatment was, howev-
T g .
z 2 181288 8(2]2/2222212128 28222 g £ | ernot delayed because of workup. Dehydration
§ g ] % was a common problem among these patients
a £ § | and rehydration was done carefully so as not to
£ & | over-hydrate them. The majority of patients
s £ & | were admitted to high care in order to optimise
— I © . P
%g 2| glolololelololololelele ol ol slele 52 them pre-operatively. A physnclan and an
S 5=~ =F=F == F===|=|=|=|=|=|=|=|=|=|=| & € | anaesthetic consultant were involved pre-oper-
cE ? g | atively for all patients in order to avoid late can-
& I | cellations and to make sure that patients were
g8 able to have anaesthesia and survive surgery.
@ " o . .
> g‘ oo g oo v E A _::g 2|2 E o 0| § £ Thelmajorlty o_f patients were .admltted post.op-
8=l gfj i © i i i o~ i i i g ©olwleo i o ﬁ ﬁ i 4 g eratively for _hlgh care ovemllght obse.rvatlon‘
5%<|a I ?‘3 IS ‘u?) NNRIR z’.) ‘:"’._, z N E S NEE: Chronic medication was continued peri-opera-
[+ . o . .
@ 2 N N NN e k= *é tively and altered by physicians if deemed nec-
<5 . . .
E 3 essary. Patients were discharged when their
T physical condition was stable.
g Z
=H
L D
8 5
s |zkishkisEEsEshlkssesgsale 22 | Results | |
% 2 S398I8IRIKISIR S ISKRSKRIAKRKKS|IK|K| S = | In-hospital mortality was 14%, patient mortali-
255959 ss Sz SRS s g ns s alg & ¢ ithin 1 32% Th bi
gquCN“QQQQEQESQQQgQQQQQQ S..':’ t}fratewu.m year‘was o..erewasallg
< |Z|R|B2012|12 |12~ |~ &LKSN=KITIRR g & difference in mortality once patients were dis-
g g charged, increasing from 14% to 32%.
® £ | Mortality within 2 years was 39%, which
a §> £ | showed a small difference between the first and
T 5 = § :C:L o g é §econd year. The third year was almost insignif-
-Emgzoqr:’ﬁ olol ol o 5|3 olol=le| [FH B £ icant (Tables III and 1V).
cﬂc\lmthI_"a_::'E_:c“a"a:Emr:::ECQ_g & &
E 3S|E|Z=|T 21222 T T2 g|=2 12212 Ee] £
ST S p=ib = z ;o. Z é Table III: Tabulation of in-hospital mortality
pu +7 - =
j=3 o ©
a u .
== é I In-hospital  Frequency %  Cumulative
3 % | | mortality
2 é NF 3 526 % 5.26%
QO
£8 || No 46 80.70% 85.96%
§ ;QLLu_u_u_u_u_u_u_u_u_u_u_u_u_u_u_u_u_EE '§‘§ Yes 8 14.04% 100.0%
5 S Total 57 100.0%
s £ NF=No follow-up
e
8 e . —
Ca Table IV: Tabulation of death within one year
2 = e b b N e N P P b R et P
= - -
ey < % 8 | | In-hospital  Frequency %  Cumulative
I © .
B £t mortality
g S || NF 3 5.26% 5.26%
5 f 0 s 0
g = 52N 36 _63.16% 68.42%
= 2 9|8|8(z2zI9I2 T Ive 228 sNaEslsls £Es : :
) 3 e
= 5 L& || Total 57 _100.0%
™ < = NF=No follow-up
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D - Death

Graph 4: Mortality period

Discussion

The majority of patients admitted with intertrochanteric
fractures were females, namely 73%. Of these 52%
were white and 21% were black. White and black males
constituted 15% and 10% of the total, respectively.

Hence, there were more females than males and more

whites than blacks. Overall, white females were in the leagues reported only 1.6% and A Franzo and colleagues

majority (Graph I). Robbins et al** has proven that the
risk for mortality is highest in the first 6 months with
males carrying death risk approximated to those with-
out hip fractures.'*

Our facts conclusively show that females are still in the
majority, namely 73%. Whether patients came from old
age homes or from home did not make any difference to
mortality or morbidity (Graph 2). There was no differ-
ence in mortality whether the patient was operated in < 24

hrs or >72 hrs, as long as patients were operated within a |
. tures needs to be done.

week (Graph 3).
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Graph 5: Comorbidity and mortality

Comorbid diseases do contribute to mortality ratios but

- our study did not include this facet. A total of 31.58% of

the patients died within 1 year and 50% of them had at
least one comorbid disease (Graphs 4 and 5).

In-hospital mortality was 14% which differed from pre-
vious reports, for example Edward Hannan and col-

reported 5.4%.""* Our mortality rate of 31.58% in 1 year
corresponds closely with the previous 25.8% reported by
Franzo et al, and P Johnston and colleagues who reported
28.2%."* Mortality in the second year was 39%, a small
difference between first and second year; the third year
difference was insignificant.

Recommendations

. Further studies on the effects of comorbid diseases on

mortality in elderly patients with intertrochanteric frac-

Table V: Comorbid disease

Comorbid diseases No. alive No. died No. died No. died Total no.
<1 mth <lyr >1yr of patients

Hypertension 3 3 3 9

Hypertension 1 1 1 3

Diabetes

Respiratory 1

Hypertension

Cardiac

Respiratory 1 2 3

Multiple 2 3 1 5

Hypertension

Diabetes

Cardiac

Respiratory

Hypertension 2 1 2 3

Cardiac

No comorbid disease 9 6 5 3 23

Alzheimer’s, dementia, Parkinson’s 3 1 4

No follow-up 2
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The content of this article is the sole work of the author.
No benefits of any form have been derived from any com-
mercial party related directly or indirectly to the subject
of this article.
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