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Abstract
Background and aims Current best practice states that hip fracture patients should undergo surgery within 48 hours to minimise
perioperative complications. There are 10 emergency departments (EDs) in Ireland that receive hip fracture patients without a
trauma and orthopaedic surgery unit on site. Idle periods and duplicated preoperative investigations can lead to a prolonged time
to surgery. The aim of this study was to identify the effect of admission route on the time to surgery, length of stay and pressure
ulcer development in patients who sustain a hip fracture in Ireland.
Methods A retrospective cohort study was performed, using 2013 and 2014 data from the Irish Hip Fracture Database. Age,
gender and ASA grade were identified as confounders and adjusted for accordingly.
Results Of the 3893 hip fractures identified, indirect admissions via hospital transfer occurred in 8.6% of cases. Surgery was
performed within 48 h in 72.0% of indirect admission and 73.7% of direct admission cases (p = 0.502). The length of stay was
significantly prolonged for patients admitted via hospital transfer (25.6 compared to 19.6 days, p < 0.001).
Conclusion Delayed discharges post hip fracture have been shown to expose patients to increased perioperative morbidity and
mortality rates, as well as reduced rehabilitation potential and less chance of returning home on discharge. This has significant
cost implications for the health service and justifies the introduction of hospital bypass protocols for patients with hip fractures.
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Introduction

Hip fracture is the most common trauma presentation requir-
ing surgery in Ireland [1]. Hip fracture patients have complex
medical, surgical and rehabilitatory needs. Less than half of
patients regain their pre-admission level of mobility, less than
30% of patients are discharged home and over 20% are trans-
ferred to a nursing home [1]. The mean length of stay for all
hip fracture admissions in Ireland is 19–21 days [1, 2]. Timely

rehabilitation is essential in restoring independence and giving
the patient the best opportunity to returning home where pos-
sible. Hip fracture patients are almost invariably admitted for
surgery, and their care is now recognised as a central challenge
originating from the global osteoporotic epidemic [3].

As per the British Orthopaedic Association and the British
Geriatric Society’s Blue Book Standards (see Table 1), all med-
ically fit patients with a hip fracture should have surgery within
48 hours of admission. Delayed surgery beyond that of 48 hours
has been shown to result in rising morbidity, most notably an
increased risk of perioperative complications, pressure sores,
mortality rates and a prolonged length of stay [4, 5]. Every
8 hours of delay beyound that of 48 has been shown to result
in an increase in hospital stay of 1 day [6, 7].

There are 16 trauma and orthopaedic surgery units in Ireland
that manage adult musculoskeletal injuries, including that of
hip fractures. There are 10 emergency departments (EDs)
throughout the country that triage, assess and resuscitate hip
fracture patients without having a trauma and orthopaedic sur-
gery unit on site (see Fig. 1). A hospital transfer must be ar-
ranged between such EDs and their local trauma and
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orthopaedic surgical team when hip fracture patients present
after a fall. Idle periods and duplications of preoperative assess-
ments on two sites can lead to critical delays in the delivery of
such a time-critical intervention. Such patients can easily fall
beyond the 48-hour time-to-surgery cut off. Admission of a
patient to a hospital with a catchment area that does not include
the patient’s address can lead to repatriation delays, and thus a
prolonged time in hospital prior to discharge.

Paucity exists within the Irish literature with regard to
the effect that hospital admission route has on a patient’s

outcome. It is hypothesised that those patients with hip
fractures in Ireland admitted via inter-hospital transfer
experience a longer time to surgery, prolonged lengths
of stay and higher rates of pressure ulcers when com-
pared to those directly admitted and managed in one
hospital. The aim of this study is to show the benefit
that a national protocol for hip fractures would have in
Ireland, which would make use of the newly established
hospital networks to introduce ambulance bypass and
repatriation links.

Fig. 1 The 16 trauma and
orthopaedic surgery units within
Ireland (which are labelled on the
left, marked on the map as
circles), with the accompanying
10 EDs without such a unit on site
(triangles)

Table 1 Blue Book Standards
(six standards for hip fracture
care)

1. All patients with hip fracture should be admitted to an acute orthopaedic ward within 4 hours
of presentation.

2. All patients with hip fracture who are medically fit should have surgery within 48 hours
of admission, and during normal working hours.

3. All patients with hip fracture should be assessed and cared for with a view to minimising their
risk of developing a pressure ulcer.

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.

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

6. All patients presenting with a fragility fracture following a fall should be offered multidisciplinary
assessment and intervention to prevent future falls (4).
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Methods

A retrospective cohort study was designed and performed
using the Irish Hip Fracture Database (IHFD), a clinically
led, web-based prospective audit of hip fracture case mix, care
and outcomes. It is a collaborative venture, supported by the
Irish Gerontological Society (IGS) and by the Irish Institute of
Trauma and Orthopaedic Surgery (IITOS). The National
Office of Clinical Audit (NOCA) provides operational gover-
nance for the IHFD. Data is collected by individual data col-
lectors in all contributing hospitals, through the Hospital In-
Patient Enquiry (HIPE) portal in collaboration with the
Healthcare Pricing Office (HPO) [2]. HIPE is a discharge-
based data collection system.

Patients were separated into two groups based on their
BAdmission Route^ as derived from the database provided
by NOCA. The comparison group, BIndirect Admission^,
consisted of those patients who arrived at the operating hos-
pital’s ED via transfer from another hospital where they ini-
tially presented. The control group, BDirect Admission^, was
those patients who presented directly to the operating hospi-
tal’s ED. The data accessed on each patient was non-identifi-
able and encrypted. The timing of each admission began with
presentation to the initial hospital’s ED, if recorded on arrival,
and concluded on discharge from the managing trauma and
orthopaedic surgery team’s hospital.

The outcomes of interest were a patient’s time to surgery,
length of stay (LOS) and pressure ulcer development. Those
with incomplete fields relating to the time and date of surgery
were excluded. Time to surgery was derived from the date and
time of presentation to their initial ED following hip fracture.
Within the comparison group, cases were identified with a date
entred for their initial ED presentation, but with no associated
recorded time. Midnight of the date in question was used as the
earliest time available for selection so as not to overestimate the
time to surgery and to minimise bias. LOS was calculated on
the HIPE portal using the initial date of presentation and dis-
charge date from the operating hospital. Pressure ulcer devel-
opment was calculated from the corresponding IHFD data
point, which recorded stage 2 or higher of the BInternational
National Pressure Ulcer Advisory Panel (NPUAP)—European
Pressure Ulcer Advisory Panel (EPUAP) Pressure Ulcer
Classification System^ [8] that developed after admission and
no later than 120 days thereafter.

Age, gender and American Society of Anaesthesiologists
(ASA) physical status classification grade [9] were identified as
confounders [10, 11]. Surgery may be delayed due to the need
for preoperative medical stabilisation, diagnostic investigations,
and a high dependency or intensive care unit bed to become
available. Confounding factors were accounted and adjusted
for in the analysis plan. It was anticipated that the rate of ED
transfers was 10% that of direct admissions. The regression anal-
ysis compared Bsurgery within 48 hours^, as well as Blength of

stay^ and Bpressure ulcer development^, with five covariates.
Using the rule of ten events per variable, for five covariates, at
a rate of 10%, a minimal sample size of 500 was required. The
resulting number of patients included was 3893, which was ad-
equately powered.

Continuous variables were presented as the mean ± standard
deviation (SD) and values across admission routes compared
using independent t tests. For continuous variables displaying
evidence of skew, a median and range was presented, and non-
parametric tests were used for comparison. BTime to surgery
within 48 hours^ was converted to a binary data point—Btime
to surgery within 48 hours^ (yes/no). Categorical measures (e.g.
gender, pressure ulcer development, surgery within 48 hours)
were presented as a percentage and compared using chi-square
tests. A logistic regression model was used to investigate the
effect of admission route on both the rates of surgery within
48 hours and pressure ulcer development, whilst adjusting for
age, gender and ASA grade. A linear regression analysis was
performed to assess the effect of admission route and surgery
within 48 hours (yes/no) on LOSwhilst adjusting for age, gender
and ASA grade.

The analysis above was run for 2013 and 2014 data com-
bined. A sensitivity analysis was performed to compare the
2 years of data, 2013 and 2014. The data was analysed using
IBM SPSS Statistics Version 22, as licenced for the RCSI.
Statistical significance was determined when p < 0.05.

Results

Between the 2013 and 2014 published IHFD data, 3893 hip
fracture cases were identified which were suitable for inclusion.
1601 (41.1%) of the cases occurred in 2013, and 2292 (58.9%)
in 2014. Indirect admissions via hospital transfer occurred in
336 cases (8.6%) and direct admissions in 3557 cases
(91.4%). Descriptive statistics and unadjusted comparisons can
be seen in Table 2. The mean age was 80.9 years old (range 60–
104). The majority of all hip fractures occurred in female pa-
tients (73.0%) and were caused by low-energy trauma (90.6%).
The mean time to surgery was 45.0 hours (range 0.5 to 776.9).
Surgery was performed within 48 hours in 2864 cases (73.6%)
and beyond 48 hours in 1029 cases (26.4%). The mean LOS
was 19.9 days (range 1–519). Pressure ulcers were diagnosed in
145 cases (3.7%).

Themean time to surgery for all indirect admissions was 47.9
and 44.7 hours for all direct admissions, which was not a statis-
tically significant difference (p = 0.25). Surgery was performed
within 48 hours in 242 (72.0%) of indirect admissions and in
2622 (73.7%) of direct admissions, with no significance detect-
ed (p = 0.502). The mean LOS for hospital transfers was
25.6 days and 19.6 days for direct admissions, which showed
a statistically significant difference (p < 0.001). Pressure ulcers
were diagnosed in 11 (3.3%) of transferred cases and 134 (3.8%)
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of direct admissions, which did not show statistical significance
(p = 0.648).

Shown in Table 3 is a multivariate logistic regression that
investigated the effect of admission route on rates of hip frac-
ture surgery within 48 hours, adjusting for confounding factors.
Patients admitted indirectly underwent delayed surgery more
often than those admitted directly (OR 1.24, p = 0.102); how-
ever, this was not statistically significant. Older patients were
more likely to have surgery beyond 48 hours (OR 1.01, p =
0.015).Male patients underwent surgery beyond 48 hoursmore
often than the females (OR 1.32, p = 0.001). Patients who were
ASAGrade 3 were significantly more likely than ASAGrade 1

(OR 2.32, p < 0.001), as were ASA Grade 4 patients (OR 6.01,
p < 0.001), to undergo delayed surgery.

A linear regression analysis performed to assess the effect of
admission route and rates of surgery within 48 hours on LOS
adjusting for confounders is shown in Table 4. Patients admitted
indirectly via hospital transfer experienced a significantly longer
LOS than those admitted directly, with a mean difference of
5.99 days (p < 0.001). Patients who underwent surgery beyond
48 hours experienced a statistically significantly prolonged LOS
(B = 4.17, p < 0.001). An increasing age resulted in a statistically
significant increase in LOS by 0.24 days for each advancing
year (p < 0.001). Male patients were more likely to experience

Table 2 Descriptive statistical
analysis Variable Indirect admission n = 336

(8.6%)
Direct admission n = 3557
(91.4%)

p value
(where applicable)

Year (%) p < 0.001*

2013 (n = 1601) 170 (50.6%) 1431 (40.2%)

2014 (n = 2292) 166 (49.4%) 2126 (59.8%)

Mean age (SD) 80.6 (SD 8.6) 81.0 (SD 8.6) p = 0.524t

Gender (%) p = 0.847*

Male 89 (26.5%) 964 (27.1%)

Female 247 (73.5%) 2593 (72.9%)

ASA grade (%) p < 0.001*

1 10 (3.0%) 236 (6.7%)

2 143 (42.6%) 1314 (37.5%)

3 112 (33.3%) 1511 (43.2%)

4 6 (1.8%) 141 (4/0%)

5 0 (0.0%) 3 (0.1%)

Not documented 65 (19.3%) 296 (8.5%)

Trauma type p = 0.051*

Low energy 304 (91.3%) 3138 (90.5%)

High energy 9 (2.7%) 170 (4.9%)

Unknown 20 (6.0%) 160 (4.6%)

Time to surgery (in hours)

Mean (SD) 47.9 (60.8) 44.7 (48.4) p = 0.25t

Median (range) 29.1 (751.1) 27.8 (766.4) p = 0.68+

Surgery within 48 hours (%) p = 0.502*

Less than 48 hours 242 (72.0%) 2622 (73.7%)

Greater than 48 hours 94 (28.0%) 935 (26.3%)

LOS (in days)

Mean (SD) 25.6 (35.3) 19.6 (26.1) p < 0.001t

Median (range) 14 (243) 13 (518) p = 0.010+

Pressure ulcer development p = 0.648*

Yes (%) 11 (3.3%) 134 (3.8%)

No (%) 325 (96.7%) 3423 (96.2%)

* = chi-squared; t = independent t test; + = non-parametric test
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a prolonged LOS than females (B = 2.24, p = 0.021). When
compared to patients who were ASA Grade 1, those who were
ASA Grade 2 experienced a statistically significant prolonged
LOS (B = 4.07, p = 0.027), as did those who were ASAGrade 3
(B = 7.14, p < 0.001).

A logistic regression analysis of the effect of admission
route, surgery within 48 hours and LOS on the development
of pressure ulcers, adjusting for confounders, is shown in
Table 5. There was no statistically significant difference in
patients developing an ulcer between admission routes (OR

0.84, p = 0.588). Patients who underwent surgery beyond the
threshold of 48 hours were more likely to develop pressure
ulcers (OR 1.54, p = 0.017). An increasing LOS showed sta-
tistical significance with pressure ulcer development (OR
1.01, p = 0.002). Patients who were ASA Grade 3 were statis-
tically significantly more likely to develop a pressure ulcer
(OR 12.04, p = 0.014), as were those who were ASA Grade
4 (OR 18.70, p = 0.005), when compared to those with an
ASA Grade of 1.

There was an increase in the number of hip fracture patients
captured by the IHFD as coverage of national hip fracture
rates increased from 78% in 2013 to 84% in 2014. There
was a significantly greater proportion of hospital transfers in
2013, as seen in Table 2, but no statistically significant effect
of the year within which a patient sustained a hip fracture on
their time to surgery, risk of pressure ulcer development or
LOS.

Discussion

The hypothesis of this study was that patients with hip frac-
tures in Ireland admitted indirectly experienced a longer time
to surgery, prolonged length of stay and higher rates of pres-
sure ulcers when compared to those admitted directly. Inter-
hospital transfers were shown to predispose patients to a
prolonged length of stay, but did not result in a longer time
to surgery or a higher rate of pressure ulcer development when
analysing the IHFD data from 2013 and 2014.

Indirect admissions resulted in patients staying in the oper-
ating hospital 6 days longer than those admitted directly. In
Ireland, such patients are admitted to hospitals with catchment
areas that do not include their home address. Peripheral

Table 3 Multivariate logistic
regression to investigate the effect
of admission route on rates of hip
fracture surgery within 48 hour,
adjusted for confounding factors

Variable B Odds ratio Confidence interval p value

Admission type* 0.22 1.24 0.96–1.61 p = 0.102

Year* − 0.40 0.96 0.83–1.12 p = 0.609

Age 0.11 1.01 1.00–1.02 p = 0.015

Gender* 0.274 1.32 1.12–1.55 p = 0.001

ASA*

ASA 1 Reference

ASA 2 − 1.34 0.88 0.61–1.26 p = 0.470

ASA 3 0.84 2.32 1.63–3.29 p < 0.001

ASA 4 1.80 6.01 3.75–9.67 p < 0.001

ASA 5 2.14 8.45 0.75–96.23 p = 0.084

Not documented 0.42 1.52 1.01–2.30 p = 0.047

*Categorical/binary variable reference values: admission type = direct admission; gender = female; ASA =ASA
1; year = 2014

Table 4 Linear regression of the effect of admission route and surgery
within 48 hours on length of stay adjusting for confounding factors

Variable B Confidence interval p value

Admission type* 5.99 2.99–9.00 p < 0.001

Surgery within 48 hours* 4.17 2.21–6.19 p < 0.001

Year* 1.23 − 0.48–2.94 p = 0.159

Age 0.24 0.14–0.34 p < 0.001

Gender* 2.24 0.34–4.15 p = 0.021

ASA*

ASA 1 Reference

ASA 2 4.07 0.45–7.69 p = 0.027

ASA 3 7. 14 3.77–11.05 p < 0.001

ASA 4 5.48 − 0.10–11.05 p = 0.054

ASA 5 − 12.54 − 42.83–17.92 p = 0.422

Not documented 7.59 3.33–11.85 p < 0.001

*Categorical variable reference values: admission type = direct admission;
gender = female; ASA =ASA 1; surgery within 48 h = yes; year = 2014
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hospitals often do not have the same geriatric medical ser-
vices, or access to step-down facilities, that larger referral
centres do. Time delays occur before a safe discharge or trans-
fer to a suitable convalescence or rehabilitation unit can occur,
often with ongoing medical social work involvement.
Prolonged inpatient lengths of stays for indirectly admitted
patients can be minimised by establishing repatriation net-
works between the operating and the referring hospitals. A
prolonged inpatient hospital stay puts the patient at risk of
malnutrition and nosocomial infections, as well as slowing
patients from passing through ED to an orthopaedic ward
which negatively impacts patient flow, and carries economical
implications for the health service [12, 13]. Male patients with
an increasing age and an ASA Grade of 2 or 3 were at an
increased risk of sustaining a prolonging LOS. This at-risk
cohort must be highlighted on admission and prioritised for
convalescence and rehabilitation beds postoperatively.

LOS is used as a surrogate marker of the efficiency of a
trauma service, and a prolonged LOS for a patient post-hip
fracture is seen as a determinant of dependency, with reduced
chances of successful rehabilitation and the patient returning
home [4]. An increased LOS post-hip fracture can result in
pressure ulcer development, delirium, institutionalisation and
urinary tract infections [6, 14]. Nikkel et al. in New York
showed that reducing a patient’s LOS to within 14 days
post-hip fracture has been shown to improve mortality rates
[15]. LOS for hip fractures in Ireland rose by 2.4% year on
year between 2000 and 2009 to a rate of 1.55 times higher than
other fragility fractures [16]. With the introduction of the

IHFD, the mean LOS fell from 21 days in 2013 to 19 days
in 2014 [1].

The total cost of an inpatient stay for a patient after a hip
fracture has been calculated at £12,163, which works out at
just over €14,300, with LOS contributing to 84% of this cost
(or just over €12,000) [17]. Reducing the LOS of hospital
transfer patients by admitting to the operating trauma and
orthopaedic unit directly could result in savings of €72,000
per patient. A prolonged inpatient stay can be attributed to
variations in medical complications, progress with rehabilita-
tion, availability of step-down facilities and family support.
Ambulance bypass, diversion protocols and repatriation net-
works exist in countries such as USA, Australia, Sweden and
Iran [18, 19]. The introduction of such much needed protocols
and networks for hip fracture patients in Ireland would reduce
the lengths of inpatient stays and prove to be a cost-saving
intervention for the HSE. Investing in resources surrounding
hip fracture care has been shown to have a beneficial econom-
ic effect whilst also improving outcomes [20].

Surgery beyond 48 hours has been shown to delay dis-
charges, as described by Parker et al. [4, 6]. The prolonged
LOS seen in the indirect admission cohort suggests that they
were exposed to the risks of delayed surgery, despite not being
identified in this study. Following adjustment for age, gender
and ASA grade, these transferred patients were 1.24 times
more likely than directly admitted patients to undergo their
surgery beyond 48 hours; however, this did not show statisti-
cal significance. For patients admitted indirectly, the clock
used to calculate time to surgery was found to have started

Table 5 Multivariate logistic
regression of the effect of
admission route, surgery within
48 hours and length of stay on the
development of pressure ulcers,
adjusting for confounding factors

Variable B Odds ratio Confidence interval p value

Admission type* − 0.176 0.84 0.44–1.59 p = 0.588

Surgery within 48 hours 0.43 1.54 1.08–2.19 p = 0.017

LOS 0.01 1.01 1.00–1.01 p = 0.002

Year* − 0.177 0.84 0.59–1.19 p = 0.319

Age − 0.01 0.99 0.97–1.01 p = 0.500

Gender* 0.134 1.14 0.79–1.65 p = 0.474

ASA*

ASA 1 Reference

ASA 2 1.65 5.20 0.71–38.38 p = 0.106

ASA 3 2.49 12.04 1.66–87.35 p = 0.014

ASA 4 2.93 18.70 2.38–146.78 p = 0.005

ASA 5 − 15.90 0.00 0.00—n/a p = 0.999

Not documented 2.21 9.14 1.19–70.37 p = 0.034

*Categorical/binary variable reference values: admission type = direct admission; gender = female; ASA =ASA
Grade 1; surgery within 48 h = yes; year = 2014
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when the patient was admitted to the operating hospital on a
number of occasions, as opposed to when they presented to
the initial ED. Time delays that arose whilst performing the
diagnostic X-ray, and awaiting blood results prior to the or-
thopaedic referral, were not captured in such cases. The dif-
ferences relating to surgical timing seen in the results of this
study that showed no significance were likely affected by the
underestimation of the comparison group’s time to surgery.
National databases are known to contain incomplete data
and inaccuracies, which can influence policy and budget plan-
ning [21–24]. With improved data collection in the initial pre-
senting EDs, it is likely that the comparison group’s time to
surgery would have shown significant delays when compared
to the control group.

There was no association found between the risks of devel-
oping a pressure ulcer and admission route, before or after
adjusting for confounding factors. Surgery beyond 48 hours
rendered a patient 1.54 times more likely to develop a pressure
ulcer. LOS and an ASA Grade of 3 or 4 also had direct effects
on increasing a patient’s chance of developing such an ulcer.
Patients at risk require identification on presentation to a hos-
pital’s ED and need to be cared for on pressure-relieving sur-
faces throughout their admission [1]. The IHFD reports a
pressure ulcer when a grade 2 lesion or higher is seen, which
was likely to have underestimated the incidence rates at 3.7%
between the 2 years. Lefaivre et al. showed pressure ulcer
development in 13.5% of hip fracture patients, and a signifi-
cant effect of surgery beyond 48 hours on PU development
(odds ratio 2.29, p = 0.0128) [25]. Ireland et al. described
pressure ulcer development in 14.4% of cases, and showed
that each of these patients had a prolonged LOS by a factor
of 30% [26]. The likely under-reporting of PU development in
the IHFD is a cause for concern if this Blue Book Standard is
to be assessed and benchmarked accurately.

Limitations of this study arise from the fact that HIPE
data was assessed, which is discharge-based as opposed to
patient-based system. Exclusions arose from incomplete-
ness in the recording of dates and times of presentation to
the initial ED of the indirect admission cohort. The time to
surgery was underestimated in the comparison group as a
result of such omissions, which are well described in na-
tional hip fracture databases, and have affected research in
the past [21–24]. Coverage of the IHFD rose from 78% in
2013 to 84% in 2014, which explains the increase in hip
fracture numbers between the 2 years. Coverage rates are
rising annually within the IHFD as the accuracy of the data
provided by each hospital improves. Annual hip fracture
audits have been shown to improve standards of care [23,
27–29]. The IHFD will play a key part in Ireland’s manage-
ment of hip fractures as benchmarking incentivises trauma
units to comply with the Blue Book Standards [3, 23, 30].
Future audit and research will depend on the validity of the
database [21–23].

A national protocol is being devised for prehospital hip
fracture diagnosis, in collaboration with the IITOS, similar
to that based on good clinical practice of a history of a fall
in an older person, who cannot bear weight, who demonstrates
a shortened and externally rotated lower limb [31]. To date, it
is hypothesised that the real potential of early surgical man-
agement of hip fractures is currently underestimated, and that
timely intervention with established, validated hospital bypass
protocols may show improvements as dramatic as proven in
stroke and myocardial infarction [11, 32, 33]. Shabat et al.
described how increasing spending on resources to perform
more surgeries for hip fractures within 48 hours has a benefi-
cial economic effect, as well as improving outcomes [20]. The
significantly prolonged LOS seen in hospital transfer patients
has medical and social implications for the affected patients,
as well as financial and capacity implications for the health
service. The National Model of Care for Trauma and
Orthopaedic Surgery has made a Key Recommendation to
implement hospital bypass for trauma patients, and an imme-
diate bypass protocol for fractured neck of femur patients [1].
The issue of prolonged LOS seen in the hospital transfer co-
hort must be addressed with enhanced repatriation links be-
tween hospitals within the incoming trauma networks.

Conclusion

Patients with hip fractures admitted indirectly via hospital
transfer experience a prolonged length of stay of 6 days when
compared to those admitted directly to the operating hospital.
This elderly, frail cohort is exposed to increased perioperative
morbidity and mortality rates, as well as reduced rehabilitation
potential and less chance of returning home on discharge. It is
not sustainable for such medical complications, reduced ac-
cess to services and capacity restrictions to continue to exist
within an already-stressed Irish healthcare system. In line with
the key recommendations of the National Model of Care for
Trauma and Orthopaedic Surgery, a hospital bypass protocol
for patients with hip fractures should be implemented to im-
prove the quality, efficiency and cost-effectiveness of the care
provided.
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