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fracture (administration of a local 
anesthetic that results in temporary 
loss of nerve function in the fascia 
iliaca or femoral compartment of 
the injured hip). “This practice is 
not standard in all hospital set-
tings and will be a change for some 
people,” said Dr. Brox. 

Another Strong-level recommen-
dation supports multimodal pain 
management after surgery for post-
operative pain control.

With regard to anesthesia, the 
guideline states that Strong evi-
dence supports either general or 
spinal anesthesia administration. 
“This may be an issue with anes-
thesia providers,” Dr. Brox said. 
“Some anesthesiologists have a 
bias that spinal anesthesia is better, 
based on supporting data from the 
1980s. However, current evidence 
does not support that conclusion.”

The recommendation for pro-
phylaxis for venous thromboem-
bolism (VTE) carries a Moderate 
label, which refl ects the somewhat 
limited evidence available specifi c 
to hip fracture patients, rather than 
the probable effectiveness and ben-
efi t of such therapy. 

“Most of the literature on VTE 
prophylaxis focuses on arthroplas-
ty surgery; very little was specifi c 
to hip fracture patients. As a result, 
we had to exclude many studies,” 
Dr. Brox said. “This was a chal-
lenge for members of the work 
group, who strongly believed that 
VTE prophylaxis should not be 
ignored. But the way the evidence 
was presented in the literature pre-
sented a challenge to the methodol-
ogy used to prepare this guideline.”

Another recommendation, char-
acterized as Strong in evidence, will 
effect change in the use of blood 
transfusions. It supports a trans-
fusion threshold of hemoglobin 
no greater than 8 g/dL in asymp-
tomatic postoperative hip fracture 
patients.

“A low transfusion threshold is 
relatively new,” Dr. Brox said. “We 
now recognize that we don’t need 
to be transfusing at the levels we 
previously did. Transfusion triggers 
are going down, which is a good 
thing due to the associated risks 
and cost of transfusion.”

Other recommendations in the 
CPG include the following:
• Surgical timing: Moderate evi-

dence supports that hip fracture 
surgery within 48 hours of ad-
mission is associated with better 
outcomes. 

• Intensive physical therapy: 
Strong evidence supports inten-
sive home physical therapy to 
improve functional outcomes.

• Osteoporosis: Moderate evi-

dence supports that patients 
be evaluated and treated for 
osteoporosis after sustaining a 
hip fracture. Moderate evidence 
supports use of supplemental vi-
tamin D and calcium in patients 
following hip fracture surgery. 
The CPG also gives Moderate 

endorsement to the use of ce-
mented femoral stems in patients 
undergoing arthroplasty for femo-
ral neck fractures. For unstable 
femoral neck fractures, it states, 
both unipolar and bipolar hemi-
arthroplasty yield similar out-
comes. “Often surgeons are still 
using bipolar implants,” Dr. Brox 
noted.

The recommendation addressing 
hemiarthroplasty versus total hip 
arthroplasty (THA) cites Moder-
ate evidence in support of THA in 
“properly selected patients” with 
unstable femoral neck fractures. 

“This is a very nuanced recom-
mendation,” Dr. Brox said. “The 
big words are ‘properly selected 
patients.’ Patients and surgeons 
should know that, in certain situ-
ations, a THA instead of partial 
arthroplasty is an option—if the 
surgeon is experienced with the 
procedure and the patient is a suit-
able candidate. However, the po-
tential for increased complications 
and the risks of performing a more 
complex procedure are concerns.”

Reducing delirium
Running through this newly issued 
CPG is a clinical goal of reducing 
delirium in hip fracture patients. 
“If this document is followed, 
patients will experience less deliri-
um,” noted Dr. Brox. “If they ex-
perience less delirium, treatment of 
their fractured hips will improve. 
There is no recommendation that 
says ‘avoid delirium.’ However, 
the recommendation on the use of 

preoperative regional analgesia is 
designed to avoid delirium, as are 
those on the timing of surgery, nu-
trition, postoperative multimodal 
analgesia to minimize opioids, and 
an interdisciplinary approach in-
cluding intensive physical therapy.”

Dr. Brox said this CPG provides 
practical recommendations for 
improving the care of patients with 
hip fractures. “This is not a docu-
ment that should sit on the shelf,” 
he said. “This needs to get out 
there so people can think about 
it and even argue about it. Con-
structive discourse can be positive, 
because care is being discussed. If 
clinicians are thinking about and 
evaluating new ways to do things 
better, patient care will continue to 
evolve. 

“We are making progress in re-
search,” he continued. “We have 
moved from a time of expert-opin-
ion–based research—when highly 
regarded surgeons gave opinions 
based on their individual experi-

ence—to a time of evidence-based 
research with people in leadership 
being asked to evaluate and pro-
vide evidence of outcomes. This 
is refl ected in the types of stud-
ies being done. It is why granting 
agencies give money. Researchers 
are now concentrating on how to 
ask a question, how to answer it, 
and how to make sure the answer 
will withstand scrutiny. It is a huge 
step forward.”

The CPG on the “Management 
of Hip Fractures in the Elderly” 
carries the endorsement of the 
Orthopaedic Trauma Association, 
the Hip Society, the American As-
sociation of Clinical Endocrinolo-
gists, and the United States Bone 
and Joint Initiative. The complete 
guideline is available at 
www.aaos.org/guidelines  

Terry Stanton is a senior science writer 
for AAOS Now. He can be reached at 
tstanton@aaos.org

TABLE 2: CPG LEVELS OF STRENGTH

Strength
Overall Strength of 
Evidence Description of Evidence Strength Strength Visual

Strong Strong Evidence from two or more “High” strength studies with consistent 
� ndings for recommending for or against the intervention.



Moderate Moderate Evidence from two or more “Moderate” strength studies with 
consistent � ndings, or evidence from a single “High” quality study for 
recommending for or against the intervention.



Limited Low Strength 
Evidence or 
Con� icting Evidence

Evidence from one or more “Low” strength studies with consistent 
� ndings or evidence from a single moderate strength study for 
recommending for or against the intervention or diagnostic test 
or the evidence is insu�  cient or con� icting and does not allow a 
recommendation for or against the intervention.



Consensus No Evidence There is no supporting evidence. In the absence of reliable evidence, 
the work group is making a recommendation based on their 
clinical opinion. Consensus recommendations can only be created 
when not establishing a recommendation could have catastrophic 
consequences.



Strength of Recommendation Descriptions
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