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Abstract
Severe dementia is a life-limiting condition; hip fractures aremore common in patientswhohave dementia. This studyoutlines
the case of a 92-year-old femalewith severe dementiawho sustained a hip fracture. Despite having a terminal diagnosis (severe
dementia and hip fracture) and poor premorbid quality of life, she had a life-prolonging surgery. The report outlines issues
around treatment options in such circumstances, informed consent and substitute decision-making. The authors propose a
‘goals of care’ approach to manage patients in whom the best treatment is unclear, during their attendance to the emergency
department. It is suggested that utilization of such a model may help with substitute decision-making and true informed
consent.

A 92-year-oldwomanwith dementia presented to the emergency
department in pain with a right comminuted pertrochanteric
femoral fracture after a fall. She had lived in a nursing home
with severe cognitive impairment (mini-mental state examin-
ation score of 7/30), double incontinence anddeterioratingmobil-
ity (increasingly wheelchair-dependent). Her other significant
past medical history included insulin-dependent type 2 diabetes
mellitus, chronic renal failure (baseline creatinine 100 µmol/l)
and poorly controlled hypertension. Her next of kin was her
son, who lived in Hong Kong. There were no documented ad-
vance care directives or medical powers of attorney recognized
by her nursing home.

She had sustained a non-ST-segment elevation myocardial
infarction (NSTEMI) in associationwith the fall (Fig. 1). As a result
and given other significant comorbidities, initial anaesthetic re-
view deemed that she had an unstable cardiac risk, with high
possibility of intraoperative mortality. The anaesthetic recom-
mendation was for a delay of 24–72 h in operative fixation, in
order to allow monitoring and optimization of cardiac status. A

palliative care review controlled her pain, via a continuous sub-
cutaneous infusion of fentanyl. Over the next 2 days, she had a
transthoracic echocardiogram (which revealed normal left ven-
tricular size and function), an orthogeriatric and further anaes-
thetic review. She was subsequently deemed fit for surgery, but
remained a ‘very high risk for anaesthesia’. The option of con-
tinuing non-operative management was not discussed and her
son consented for the insertion of a dynamic hip screw. The pa-
tient’s postoperative recovery was complicated by anaemia and
aspiration pneumonia, both of which were successfully treated.
Her perioperative symptoms of delirium and pain received on-
going palliative management, facilitating a good recovery by
Day 5 of her admission.

The operative intervention was successful from an analgesic
viewpoint. However, she was now bedbound and inappropriate
for rehabilitation. Shewas therefore discharged back to her nurs-
ing home, a week after admission. In discussion with her son, he
reflected on his decision—aware of his mother’s poor premorbid
quality of life and her life-prolonging treatment. It was clear that
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he was struggling with this outcome, but the complexity of his
decision was recognized and supported by the palliative care
team.

The nurse manager at the facility reported progressive dis-
ability, with prominent confusion and agitation subsequent to
her return. She remained in the nursing home for 4 months,
until her death from complications of her dementia.

DISCUSSION
The World Health Organization describes dementia as a ‘syn-
drome, usually of a chronic or progressive nature, caused by a
variety of brain illnesses that affect memory, thinking, behaviour
and ability to perform everyday activities’ [1]. It is estimated that
the number of cases of dementiaworldwidewill more than triple
by 2050 [2].

How we manage dementia is important in an ageing popula-
tion, where prevalence rates increase with age. Hip fractures are
more common in the elderly and especially in women, due to
osteoporosis [3]. Importantly, recent meta-analyses confirm pre-
vious findings that patientswith dementia also have a higher risk
of hip fractures [4]. Furthermore, following a fracture, patients
with dementia are at a higher risk of mortality than those
without dementia [5].

How will we manage the growing number of dementia
patients with hip fractures? The clinical management will most
likely involve a substitute decision maker (SDM), by virtue of
the patient’s lack of capacity before, during or after an acute de-
terioration. SDMs often make difficult decisions regarding many
aspects of care, but informed choices are important to support
and guide this process.

In our case, the timing of the intervention and ensuring the pa-
tient was clinically stable was paramount. Mortality benefits of
early intervention have previously been demonstrated by a sys-
tematic review of the literature in 2008. A delay beyond 48 h after
admissionwas found to increase the odds of 30-day all-causemor-
tality by 41% and of 1-year all-causemortality by 32% [6]. Early sur-
gical intervention is therefore beneficial, but is it the only analgesic
option for a patient with severe dementia? It is important to note
that informedconsent should includeall appropriatemanagement
options, including conservative management [7].

There are sparse data on the non-operative management of
hip fractures in medically unfit patients. The 2010 National Hip
Fracture Database (NHFD) report outlines that only 3% of patients

sustaining a hip fracture are managed non-operatively. The re-
port also advocates palliativemanagement (end-of-life pathway)
of patientswho present in such poor health that surgery offers no
benefit [8]. The authors did not define what constituted ‘such
poor health’. McNamara and Sharma examined the question of
surgery or palliation for patients with advanced malignancy
and a hip fracture. In this study, 53% were bedbound for the ma-
jority of the day and overall 48% of fractureswere non-malignant.
The main reason for non-operative intervention was an antici-
pated rapid deterioration or death, consistent with the latter
stages of dementia. Importantly, the authors found that conser-
vative treatment did not compromise pain control [9].

How can we better guide acute care, given the likelihood of
manymore similar cases to the one above?We propose that gen-
eral practitioners (GPs) could use a ‘goals of care’ (GOC) approach
with dementia patients, as well as other nursing home patients.
The three-phase GOC model describes the medical status of
the patient as curative/restorative phase (‘beating it’), palliative
phase (‘living with disease, anticipating death’) or terminal
phase (‘dying very soon’) [10]. The prognoses associated with
these three categories as defined by Thomas et al. [10] are indef-
inite, months to years and days toweeks, respectively. The strati-
fication of GOC can additionally facilitate a discussion of the
limitations of medical treatment, as seen in the acute hospital
system. On admission, our patient would have been assessed
as dying very soon (likely days to weeks prognosis), given her
hip fracture, acute NSTEMI and advanced dementia. This assess-
ment could have been shared with her son to help inform his
decision. Thomas et al. [10] are clear that determining GOC re-
quires ‘high-quality clinical assessment andgood communication
skills’. GPs responsible for patient care in nursing homes are ideal-
ly placed to formulate GOC discussions, placing them and the
patient/SDM as the key decision makers. Cardona-Morrell and
Hillman [11] recently proposed a screening tool (CriSTAL) for
the identification of the dying patient. Such tools may help
determine the limits of medical treatment and the preferred
venue of care for patients in both community and acute settings.

Despite the clinical scenario, our patient survived the operation
and lived another 4 months. The change in her quality of life re-
mains debatable, but this case highlights a growing issue. As ever
inmedicine, we need to first consider if we should intervene. Once
that decision is made, how we should proceed is even more
important. Our care should respect the people we meet, their be-
liefs and the relationships upon which their lives are bound.
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Figure 1: ECG at the time of admission. Note ST depression most prominent in

leads V4–6 and II. Initial troponin T 25 ng/l, rising to 214 ng/l on Day 5 (reference

range <13 ng/l).
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