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ACUTE CARE 

MEDICINE

Ageing population
3 million older adults by 

2030
Account for over 50% of 

hospital admissions

Slide 11



Ageing population
1 million older adults in NZ 

by 2028
Likely to be 1.5 million by 

mid 2030s
Account for 42% of hospital 

beds in ACH

Slide 11



Ageing population
1 million older adults in NZ 

by 2028
Likely to be 1.5 million by 

mid 2030s
Account for 42% of hospital 

beds in ACH

Slide 11



ORTHOGERIATRIC 
MEDICINE

ANZ Hip Fracture Registry
107 hospitals Australia and 

New Zealand
17,000 Hip fractures 

recorded last year



Registries return ~$7 for 
every dollar invested

ANZ Hip Fracture Registry
107 hospitals Australia and 

New Zealand
17,000 Hip fractures 

recorded last year



HIP  FRACTURE 
REGISTRY

Biggest cost to the health 
system is a hip fracture 
admission



Biggest cost to the health 
system is a hip fracture 
admission



Biggest cost to the health 
system is a hip fracture 
admission



Hip fracture admissions are 
the biggest cost to our 
health system 



HIP FRACTURE

Novel hip fracture ward

First of its kind in NZ
Modelled from others 
around the world
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The Fragility Fracture Crisis

Prevention opportunity: 50% of hip fracture patients had a prior fragility fracture, offering a clear window for intervention.

22,300
Estimated Annual 
Fragility Fractures

190,004
Total Hospital Bed Days

79,189 hip fracture bed days

110,815 non-hip fracture bed days

521 hospital beds are 

continuously occupied 
by fragility fractures

Equivalent to 6th largest hospital in NZ

Current bed days utilised by fragility fractures nationally, estimated at an annual cost of $211m:



The Fragility Fracture Crisis

The old age dependency ratio in 
New Zealand’s aging population 

will increase by one third by 
2050.  This will create an 

unavoidable hospital capacity 
crisis without action.

Number of beds per facility



What is a Fracture Liaison Service?

Systematic prevention through evidence-based, 
world-class care where patients are followed from index 

fragility fracture through to 52-week follow-up

Proven Patient Outcomes from the 2025 ANZFFR Annual Report
• 75% treatment adherence at 52 weeks 
• 87% returned home by 16 weeks 
• Up to 30-40% reduction in future fragility fractures 

World-Leading Program in NZ
• Fastest global acquisition of fragility fracture registry 
• 19 FLS sites with IOF international accreditation 
• Over 90% population coverage for 50+ age group
• Systematic evidence-based prevention with proven outcomes

https://fragilityfracture.co.nz/2025-annual-report/


FLS Reduces Hospital Demand
5-year projected hospital bed days savings through nationwide FLS implementation:

Validation: These estimates were carefully adjusted to account for cohort overlap and double-counting, yielding robust, 
conservative results. A similar estimate from the Royal Osteoporosis Society in the UK independently validated the New Zealand 
analysis, highlighting its credibility and international relevance.

32 hospital beds 

saved daily 
across NZ through secondary fragility 

fracture prevention

57,764
Total Bed Days Saved (FY25-FY29)

Includes year on year increase

24,452 from hip fracture prevention

33,312 from other fragility fractures
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AUDIT FINDINGS

327 patients

1. Average length of stay: 22 days 

2. Mortality rate at 12 months: 30%

3. New admissions to residential care: 30% 

4. Mobility status at discharge (vs. baseline): 
5. 48% required more assistance
6. 45% required the same assistance

Areas reviewed
1. Delirium
2. Malnutrition risk 
3. Bone protection 
4. Day 1 TROC
5. Day 1 Walking
6. Outcomes for Aged Care Residents 
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DELIRIUM
According to 

expert review: 
35% had 
delirium 

43% were not 
assessed for 

delirium Online 4AT 
assessments 

mostly 
utilised 



Delirium rates were significantly associated with:
• Pre-existing cognitive impairments (p=<0.001) (rates 

were 6.4 x higher)

DELIRIUM
84

130

95

17

0 20 40 60 80 100 120 140

IMPAIRED COGNITION OR 
KNOWN DEMENTIA

NORMAL COGNITION 

Delirium No delirium



Delirium rates were significantly associated with:
• Consultant absence in theatre (p=0.019) (rates were 

2.9 times higher)

• Walking day 1 post operatively (p=0.009) (not 
significant in logistic regression)

DELIRIUM
89.6

10.4

80.2

19.8

0 20 40 60 80 100

CONSULTANT NOT PRESENT (%)

CONSULTANT PRESENT (%)

Delirium No delirium



RECOMMENDATIONS
• Pre and post op delirium assessments via the 

4AT on éclair
• Proactive delirium management is 

recommended in all hip fracture patient
• Documentation of pre-existing cognitive risk 

should be routine (? a clinical alert)
• More investigation is required to explore why 

an SMO in theatre is protective

DELIRIUM



MALNUTRITION
RISK

12% were not 
screened 

47% were not 
screened to 
be at risk of 
malnutrition

The MST tool and 
interRAI AC 

assessment were 
inconsistently 
used to screen



MALNUTRITION
RISK

Associated with 
increased 

mortality rates 
(3, 6, 9 &

12 months) 

Associated with 
increased LOS

  of 5 days 
(p=0.045)

Malnutrition screen positive? n

Mean length 
of stay 
(days) SD

Yes 155 26.31 21.321
No 132 21.80 15.571



RECOMMENDATIONS
• One agreed tool and improved 

compliance should be implemented

• Further research is required to review the 
effectiveness of strategies aimed to 
improve malnutrition in the hip fracture 
cohort and the impact this has on 
outcomes

MALNUTRITION
RISK



BONE 
PROTECTION 

77% eligible for 
anti-resorptive 

treatment

Only half of those 
eligible were 

treated

48

18

15

0 10 20 30 40 50 60

NO REASON

AWAITING DENTAL ASSESSMENT 

REFERRED TO BONE CLINIC OR FOR DEXA 

Most common reasons for non- 
treatment 



RECOMMENDATIONS
• Improved documentation of rationale for 

treatment or non treatment is 
recommended 

• Awaiting further clinics prior to 
prescription delays treatment decisions 
and is not recommended

• The benefit of anti-resorptive treatment 
far outweighing the theoretical risk of ONJ

BONE 
PROTECTION 

Hip fracture is a high 
mortality condition. 

Secondary 
prevention is crucial 

to reduce risk of 
further fracture



DAY ONE TROC

90% were 
suitable for day 

1 TROC

Only 36% had a 
TROC day 1

40% had 
laxatives 

prescribed as 
per bowel mx 

plan

18 patients 
required 

reinsertion post 
day 1 TROC

Day 1 TROC or 
reinsertion not 
associated with 
bowel mx plan 



RECOMMEDNATIONS
• Rates of day 1 TROC could be improved
• Further investigation re: bowel 

management 
• Day 1 TROC appears important in 

reducing LOS and mortality at 12 months, 
further research is recommended

DAY ONE TROC

Day 1 TROC 
reduced LOS 

(p=0.047)

Mortality at 12 
months were 
2.3x higher in 
those without 

day 1 TROC



DAY ONE 
WALKING

95% offered the 
opportunity to 
mobilise day 1

Only 28% took 
steps 



• Our analysis showed a person’s 
place of usual residence had 
biggest impact on day 1 
steps(p=<.001)

DAY ONE 
WALKING

71

29

20

PAIN DELIRIUM HYPOTENSION 

Top reasons patients did not 
take steps day 1 post op

Patients were 3.2 x 
more likely to take 
steps if from home 

(vs. aged care)



RECOMMENDATIONS
• Those from residential care are most at 

risk of not walking day one, further 
research is required 

• Sip-to-send, delirium working groups, 
education and work with anaesthetics is 
underway and may improve day 1 
mobility

DAY ONE 
WALKING

LOS was 
significantly 

reduced if took 
steps day 1 
(p=0.044)

Mortality rates at 3, 
6, 9 and 12 months 
were significantly 

reduced if took 
steps day 1 
(p=<.001)



AGED CARE 
RESIDENTS
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AGED CARE 
RESIDENTS 

19%

75%

47%

40%

50%

81%

25%

53%

60%

50%

HOME

PRIVATE HOSPITAL

REST HOME

DEMENTIA UNIT

PSYCHOGERIATRIC CARE

Mobility improvements (%)

Returned to baseline Worse than baseline

But, those from 
aged care have 

significantly higher 
mortality rates at 3, 
6, 9 and 12 months



RECOMMENDATIONS
• Results were inconclusive
• Further research is required to 

understand the value of ARC patients on 
their perceived quality of life post surgery 
and as an inpatient

AGED CARE 
RESIDENTS 



LIMITATIONS

No control group, 
cannot prove 

causation

Retrospective 
reporting has 

limitations 

Further logistic 
regression is 
required for 
analysis of 

outcomes (e.g. LOS, 
mortality)



FUTURE 
DIRECTIONS

Focus on all eligible patients 
treated for osteoporosis

TROC day 1 as routine

Malnutrition management 

Day 1 walking barriers address 
pain pre-emptively and 
minimise delirium drivers
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Hip fracture ward team and support staff 
proud to serve patients & work closely 

with the registry
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