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Table 1. Demographics and 1-year outcomes of non-hip non-
vertebral lower-limb fragility fractures.

Demographics Orthogeriatric 
care cohort 

(n=252)

Age, mean (SD) 77.7 (10.0)

Female, no. (%) 204 (81.0)

CFS group, no. (%)  

1–3 55 (21.8)

4–9 197 (78.2)

Location of fracture, no. (%)  

Femur 77 (30.6)

Patella 30 (11.9)

Tibia 33 (13.1)

Ankle 36 (14.3)

Acetabulum 20 (7.9)

Periprosthetic, peri-implant 56 (22.2)

Mobility on admission, no. (%)  

Community ambulant 147 (58.3)

Homebound 105 (41.7)

Level of assisted mobility, no. (%)  

Independent of aid 133 (52.8)

Single arm aid 45 (17.9)

Double arm aid 15 (5.9)

Personal assistance 32 (12.7)

Wheelchair/bedbound 27 (10.7)

Treatment type, no. (%)  

Conservative 108 (42.9)

Operated 144 (57.1)

Weight-bearing status post-intervention, no. (%)

Non-weight bearing 143 (56.7)

Partial weight bearing (i.e. 50% of weight 
bearing on affected limb)

23 (9.1) 

Weight bearing as tolerated 89 (35.3) 

Outcomes

Length of stay, days; mean (SD)  

Conservative 8.6 (9.9)

Table 1. Demographics and 1-year outcomes of non-hip non-
vertebral lower-limb fragility fractures. (Cont’d)

Demographics Orthogeriatric 
care cohort 

(n=252)

Operative 10.9 (7.7)

Total 9.4 (6.5)

Time to surgery, days; mean (SD) 2.9 (2.5)

Inpatient medical complications, no. (%)  

Urinary tract infection 18 (7.1)

Pneumonia 6 (2.4)

Delirium 13 (5.2)

DVT/PE 7 (2.8)

Stroke 3 (1.2)

Acute myocardial infarction 0 (0)

Gastrointestinal bleeding 3 (1.2)

Total incidence 50 (17.9)

Inpatient mortality, no. (%) 5 (2.0)

One-year mortality, no. (%) 28 (11.1)

CFS: Clinical Frailty Score; DVT: deep vein thrombosis;  
PE: pulmonary embolism; SD: standard deviation

studies including the Canadian Multicentre Osteopo- 
rosis Study (CMOS) and Tromsø Study, reporting 
incidences in females 2–3 times more than that of  
males.1,2 The CMOS also showed that the selectivity  
of females over males extended to mortality rates.  
Over the 19-year follow-up, 1 in 15 deaths in women  
was attributable to an NHNV fracture, compared to  
1 in 40 deaths in women attributable to a hip or  
vertebral fracture. More data are required on the 
anatomical predilection of NHNV lower-limb fractures. 
The Global Longitudinal study of Osteoporosis in 
Women suggests that NHNV lower-limb fractures  
tend to be more proximal (femur, leg, pelvis and  
knee).3 The Australian cohort study 45 and up suggests  
that pelvic and proximal femur fractures are age-
dependent, but not ankle and proximal tibia/fibula 
fractures, where the incidence remained relatively 
constant with age.4 

Our study shows that orthogeriatric intervention  
for these patients is beneficial. Compared with 
unpublished institutional data before the commen-
cement of orthogeriatric intervention for this cohort, 
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