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Introduction: This study aims to assess the impacts of the Fast Access to Surgery in Emergency (FASE) strategy on (1) the workflow 
of multidisciplinary team (MDT) during hospitalization; (2) the clinical outcomes of geriatric femoral neck fracture (FNF) patients.
Methods: A retrospective study was conducted in a single trauma center to evaluate the clinical data of geriatric FNF patients 
admitted through emergency from July 2017 to June 2022. The FASE strategy was implemented since Jan 1st 2020, and patients were 
categorized into the FASE group or the control group according to the time of admission (before/after the initiation timepoint of FASE 
strategy). Propensity score matching (PSM) was utilized to limit confounding bias between the two groups.
Results: Finally, 344 patients were included after a one-to-one matching. The FASE strategy resulted in a slightly prolonged duration 
in emergency (6.02±5.99 h vs 2.72±4.22 h, p<0.001) but was meanwhile associated with significant decreases in time to surgery (61.16 
±38.74 h vs 92.02±82.80 h, p<0.001), actual surgery delay (67.18±39.04 h vs. 94.25±84.41 h, p<0.001) and total length of hospital 
stay (10.57±4.93 h vs 12.50±4.73 h, p <0.001). Besides, despite the consistency of transfusion rate between the two groups, improved 
blood management was achieved in the FASE group, as evidenced by a smaller drop in hemoglobin levels (−20.49±17.02 g/L vs 
−25.28±16.33 g/L, p = 0.013) in patients without preoperative or intraoperative transfusion. However, no significant differences were 
observed regarding the overall clinical outcomes such as mortality or postoperative complications.
Conclusion: The Fast Access to Surgery in Emergency (FASE) for geriatric FNF patients effectively optimized the preoperative 
evaluation workflow, which significantly shortened time to surgery and length of hospital stay, and reduced perioperative blood loss. 
FASE strategy improved the surgical workflows and turnover efficiency of geriatric FNF patients, therefore could play an important 
role in the optimal MDT co-management for geriatric FNF patients.
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Introduction
Femoral neck fracture (FNF) represents a significant healthcare challenge to geriatric patients, characterized by high 
incidence, significant disability rate, and elevated mortality rate.1–3 Along with the ongoing trend of population aging, 
femoral neck fractures in the elderly have posed an indispensable burden on public health and the socio-economic 
system.4,5
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Given the high prevalence and associated morbidity and mortality rates, the concept termed Enhanced Recovery After 
Surgery (ERAS) was proposed to mitigate these risks and achieve better outcomes by employing evidence-based 
perioperative protocols.6 In line with the ERAS concept, methods aimed to shorten time to surgery for geriatric FNF 
patients has raised more and more concern in recent years.6–11

As a core component of ERAS, early surgery based on multidisciplinary assessment and optimization is increasingly 
advocated by orthogeriatric practitioners.1,12,13 The co-management of an orthogeriatric multidisciplinary team (MDT) 
involves collaboration among different healthcare professionals. Prior to surgical intervention, a thorough assessment by 
MDT is essential to evaluate the patients’ overall status.

The preoperative optimization necessitates comprehensive examinations to reveal and address the complex physio-
logical conditions of geriatric individuals with FNF. The traditional hospitalization procedure features with 
a discontinuous examination process which requires repeated transfers between orthopedic ward and certain examination 
rooms (such as computed tomography room). Such process is inefficient for early assessment in the MDT context, and 
may subsequently prelong time to surgery and restrict the turnover efficiency. Besides, frequent carrying between ward 
bed and transfer board is also responsible for greater patient discomfort during transfer. Considering the waiting time 
before handling the admission formalities, utilizing this period in emergency for examination or interventions seems to be 
a better choice to facilitate early surgery.

Early examination and intervention during the emergency period could play an important role in reducing time to 
surgery and optimizing turnover efficiency of geriatric FNF patients.14 Since Jan 1st 2020, a new strategy (Fast Access to 
Surgery in Emergency, FASE) has been implemented in our center to involve emergency department and laboratorial/ 
radiological department as new participants in the MDT co-management. The FASE strategy introduced a different 
perspective of improving MDT co-management by providing opportunities for early examination and further promoting 
early surgery.
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This study aimed to assess what role does the FASE strategy plays in the co-management of geriatric FNF patients. 
The primary outcomes included (1) time to surgery; (2) early surgery rate; (3) total length of hospital stay; and (4) 
mortality rate at 30-day, 90-day, 1-year. The secondary outcomes included: (1) duration in ED; (2) actual surgery delay; 
(3) postoperative length of hospital stay; (4) total hospitalization cost; (5) postoperative complications within 30 days 
after surgery; (6) transfusion rate and level of perioperative hemoglobin drop, (7) surgical features (type of surgery and 
operation time).

Method
Patient Selection and Grouping Criteria
This retrospective cohort study scrutinized clinical data of geriatric patients with femoral neck fracture who sought 
medical treatment and underwent surgical procedures in a single orthopedic trauma center from July 2017 to June 2022 
(see in Figure 1).

The inclusion criteria were as follows: ① Age ≥65 years; ② Low-energy femoral neck fracture within 1 week; ③ 
Admitted through emergency; ④ Consent to complete necessary examinations or receive interventions at emergency; 
The exclusion criteria were as follows: ① Polytrauma or fractures due to high-energy injuries; ② Pathological fractures 

Figure 1 Schematic of patient selection, grouping and matching.
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caused by conditions such as multiple myeloma; ③ Periprosthetic fractures or fractures adjacent to internal fixation; ④ 

Not admitted through emergency; ⑤ Incomplete medical records or examination results.
The grouping criteria this retrospective study are shown as follows. Since Jan 1st 2020, an emergency-based FASE 

strategy for geriatric FNF patients has been implemented in our trauma center to accelerate the preoperative optimization 
and promote early surgery. Patients admitted before Jan 1st 2020 were grouped to control group, who underwent routine 
emergency diagnosis procedure (transferred to orthopedic ward once diagnosed with a femoral neck fracture, n=172). 
Patients admitted after Jan 1st, 2020 were classified into FASE group, respectively, and underwent the FASE procedure 
(complete additional examinations upon arrival and voluntarily cooperating with doctors for necessary treatment, n=234) 
in emergency.

Patient Management
Emergency Phase
FASE Group 
Patients in the FASE group underwent an optimized procedure in the emergency department (ED), which mainly 
encompassed early triage, examinations, multidisciplinary assessment and swift interventions ahead of admission.

Based on the collaboration between emergency department, orthopedic department, and other departments in an 
orthogeriatric multidisciplinary team (MDT), FASE strategy was proposed to improve the optimization procedures and 
shorten time to surgery, and was implemented since Jan 1st, 2020. At the commencement phase of the FASE project, 
a targeted training program was implemented to promote the standardization of emergency management protocols for 
geriatric femoral neck fractures (FNF) among emergency practitioners. Meanwhile, laboratorial and radiological depart-
ments were involved in the FASE project to give priority to FNF patients for early examination.

The FASE strategy focused on earlier examination based on the close communication between emergency department 
and laboratorial/radiological department. Geriatric patients suspected of a hip fracture were triaged by emergency 
practitioners, and completed diagnostic imaging of hip joints. They were then transferred to the emergency observation 
area, monitored for vital signs, receiving quick oral analgesics and await for further assessment. A series of standardized 
laboratorial tests (including complete blood count, biochemistry analysis, arterial blood gas analysis, etc.) were 
performed in ED for early assessment. Additionally, patients underwent computed tomography (CT) scans of chest 
and brain, and Doppler echocardiography ahead of admission to assess baseline status and physiological reserves. 
Optimization of the above examination process avoided the repeated transfers and movement caused by discontinuous 
examinations after admission, thereby was beneficial to alleviating patient pain and trauma stress.15

Simultaneously, the Orthogeriatric Multidisciplinary Team (MDT) initiated a comprehensive assessment procedure 
upon the diagnosis of FNF. Swift assessment and interventions were provided by MDT focusing on early oxygen therapy, 
correction of electrolyte imbalances, fluid resuscitation, multimodal analgesia and anticoagulation. Low-flow nasal 
oxygen was routinely applied, and non-invasive ventilation was given as necessary once detecting persistent low oxygen 
saturation (SpO2 < 90%). Fluid balance was comprehensively assessed by geriatricians, and adequate fluid resuscitation 
was provided to avoid dehydration or fluid overload. Simultaneously, correction of electrolyte imbalances was adminis-
tered according to the laboratorial examination. Tranexamic acid would be administered by geriatric physicians based on 
physical status and bleeding risk. Regarding the patients’ pain scores, graded multimodal analgesia was provided by 
anesthesiologists, combining oral analgesics, intravenous analgesics, and iliac fascia blockade to achieve satisfactory 
pain relief. Low molecular weight heparin (LMWH) was routinely administered for thrombosis prophylaxis during the 
emergency period. Following the emergency stage, patients were managed by an orthogeriatric multidisciplinary team 
during hospitalization, and surgical procedures were conducted by the same team.

Control Group 
The control group featured with a routine examination procedure after admission. Patients were assessed by emergency 
practitioners and received only basic radiological examinations (such as X-ray or CT) in the ED. Upon the diagnosis of 
a femoral neck fracture, the patient would be admitted to orthopedic ward and further completed necessary laboratorial 
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tests and radiological examinations. Patients were managed by the same team as FASE group in an MDT form during 
hospitalization.

Hospitalization Phase
Patients in both groups of this study were managed by an orthogeriatric MDT during hospitalization. The co-management 
of MDT involves collaboration among various healthcare professionals, including orthopedic surgeons, geriatricians, 
anesthesiologists, physiotherapists, occupational therapists, nurses, psychiatrists, nutritionists, and intensive care unit 
(ICU) physicians. A multidisciplinary assessment was carried out to identify and address modifiable risk factors. 
Optimization strategies focused on nutritional supplementation, correction of electrolyte imbalances, optimization of 
chronic medical conditions (including functional status and cognitive function), multimodal analgesia and 
anticoagulation.

The operation staff were informed and prepared for the hip repair surgery as soon as the modifiable risk factors of 
patients were addressed. In case of any hemodynamic instability or severe blood loss during surgery, erythrocytes and 
plasma were routinely reserved before operation for all geriatric FNF patients in our center. Anesthesiologists contribute 
expertise in perioperative pain management and anesthesia method, considering the patient’s physical status. Routine 
prophylactic antibiotic administration was performed 30 minutes before surgery. Orthopedic surgeons perform the 
surgical repair, employing techniques such as internal fixation or arthroplasty according to fracture type, patient 
characteristics, and functional status. When considered as high-risk individuals after surgery, geriatric FNF patients 
would receive enhanced monitoring and postoperative care in ICU overnight.

Blood transfusion was administered for geriatric FNF patients as needed. The criteria for transfusion were as follows: 
(1) Hb <80g/L; (2) Hb <100 g/L with symptoms of hypoxemia or poor cardiopulmonary function reserves; (3) Clinical 
indicators of inadequate tissue oxygenation, such as tachycardia, hypotension, and decreased urine output, unresponsive 
to fluid resuscitation; (4) estimated blood loss volume greater than 300mL during operation.

Following surgery, nurses in orthopedic ward or ICU provided skilled nursing care, monitor for postoperative 
complications, and assist with wound care and prevention of pressure sore. Standardized postoperative rehabilita-
tion and discharge guidelines for the patients is administered by physiotherapists and occupational therapists. 
Patients exhibiting persistent or new-onset psychiatric symptoms (such as delirium) received specialized interven-
tion from psychiatrists. Once postoperative complications were observed, specialists from different departments 
would organize an MDT discussion to ensure optimal medication use, dosage adjustments, and to avoid potentially 
harmful drug interactions. After discharge, comprehensive education was provided for early rehabilitation training 
and care.

Data Collection
Patient demographic data, laboratorial tests, and hospitalization information were collected from the electronic medical 
record system. Mortality data were obtained through follow-up statistics. Patient characteristics included age, gender, 
body mass index (BMI), American Society of Anesthesiologists classification (ASA), comorbidity-related medical 
conditions (including a history of pulmonary diseases, hypertension, diabetes, coronary artery disease, Parkinson’s 
disease, dementia, and history of cerebrovascular diseases), as well as laboratorial tests at admission. Outcome indicators 
were designated as duration in ED, time to surgery, actual surgery delay, length of hospital stay, length of postoperative 
hospital stay, hospitalization costs, early surgery rate, surgical method, operation time, transfusion characteristics during 
hospitalization, complications within one month after surgery, and mortality at 1 month, 3 months, and 1 year 
postoperatively.

Outcomes of This Study
The primary outcomes included (1) time to surgery; (2) early surgery rate; (3) total length of hospital stay; and (4) 
mortality rate at 30-day, 90-day, 1-year. The secondary outcomes included: (1) duration in ED; (2) actual surgery delay; 
(3) postoperative length of hospital stay; (4) total hospitalization cost; (5) postoperative complications within 30 days 
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after surgery; (6) transfusion rate and level of perioperative hemoglobin drop, (7) surgical features (type of surgery and 
operation time).

Definition of Outcomes
The time to surgery was defined as the interval between admission and the operation. The early surgery rate referred to 
proportion of patients with a TTS from admission less than 48 hours. Total length of hospital stay was defined as the 
interval between admission and the discharge.

The duration in ED was defined as the interval between hospital arrival and admission. Actual surgery delay referred 
to the interval between hospital arrival and surgery. Postoperative complications within 30 days after surgery were 
recorded, including: postoperative pneumonia, gastrointestinal-complications, urinary tract infection, cardiovascular 
complications, electrolyte imbalance/nutrition disorders, wound complications. GI-complications referred to gastroin-
testinal complications including postoperative ileus (POI), gastrointestinal bleeding (GIB), and infection with 
Clostridium difficile. Cardiovascular complications refer to postoperative arrhythmia, shock (or significant hypotension), 
acute heart failure, and myocardial infarction. Electrolyte imbalance/nutrition disorders refer to severe hypokalemia (K+ 

< 3.0mmol/L) or hyperkalemia (K+ > 5.5mmol/L), hyponatremia (Na+ < 120 mmol/L), hypoalbuminemia (albumin < 25 
g/L). Wound complications were defined as any adverse events related to the surgical site that occurred within the 
postoperative period, including: (1) Infection: presence of purulent discharge, redness, swelling, or positive bacterial 
cultures. (2) Dehiscence: partial or complete separation of the wound edges. (3) Hematoma: Accumulation of blood 
within the tissue.

In this study, transfusion specifically referred to allogenic erythrocyte transfusions. Transfusion rates were assessed 
before, during, and after surgery. Patients were categorized based on their transfusion status into different groups: “No 
trans” indicating no blood transfusion during hospitalization, “Minor trans” indicating blood transfusion of less than 
400mL, and “Major trans” indicating blood transfusion exceeding 400mL during the same period, respectively.

Hemoglobin (Hb) drop was analyzed by comparing Hb levels on the first day after surgery with the levels at 
admission. Considering the influence of transfusion on Hb levels, subgroup analysis explored the differences in Hb drop 
between the FASE group and the control group within both the transfused and non-transfused subgroups.

Statistical Methods
Propensity score matching (PSM) is utilized in this study to minimize the bias. PSM is a statistical technique commonly 
used in retrospective studies to estimate causal treatment effects and limit bias.16 The propensity score, defined as the 
estimated probability of receiving treatment based on observed characteristics, serves as the basis for matching 
individuals across interested groups and control groups. By ensuring balance on measured covariates, PSM aims to 
mitigate confounding effects, thus allowing a clearer comparison between the groups compared.16,17

Continuous data were compared using Student’s t-test; the results are presented as mean plus/minus standard 
deviation, and categorical data were compared using chi-square tests (or Fisher exact tests to analyze categorical data 
if more than 20% of cells had expected counts less than 5); the results are presented as frequency (percentage). All data 
were analyzed using R software (version: 4.2.2, http://www.r-project.org/).

Result
Baseline Characteristics and Propensity Score Matching
Data were analyzed for a total of 406 participants, of which 234 were classified as FASE group and 172 as control group. 
The comparison of the demographic and clinical characteristics for geriatric FNF patients before/after PSM is shown in 
Table 1.

Statistically significant differences (P < 0.05) were observed in baseline data for several variables between the two 
groups (number of comorbidities, respiratory diseases/hypoxemia, cognitive impairment). Based on these parameters, 
one-to-one nearest neighbor matching was applied using logistic regression-based propensity scores, matching patients 
between the two groups. Acknowledging the heterogeneity of variables such as “Age” and “ASA classification” after 
primary PSM, adjustments were made for “Age” and “ASA classification” to further improve the balance between 
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groups. Finally, 344 patients were included after a one-to-one matching. Baseline characteristics between the two groups 
were well balanced, with no statistically significant differences observed (p < 0.05) (see in Table 1).

Outcomes
Primary Outcomes
The time to surgery (TTS) was significantly shorter in the FASE group compared to the control group (61.16±38.74 h vs 
92.02±82.80 h, p<0.001) (see in Table 2). Additionally, the total length of hospital stay (tLOS) was reduced in the FASE 
group (10.57±4.93 d) than in the control group (12.50±4.73 d) (p < 0.001). After 1-year follow-up period, fewer deceased 
individuals were observed in the FASE group compared to the control group. However, there were no significant 
differences detected in 1-month mortality (FASE: 2/172 (1.16%) vs control: 3/172 (1.74%), p = 1), 3-month mortality 

Table 1 Comparison of Raw Demographic and Clinical Characteristics of Patients Between FASE Group and 
Control Group Before/After Propensity Score Matching (PSM)

Before PSM After PSM

Group FASE Control p FASE Control p

n 234 172 172 172

Age (mean±SD) 80.05 (8.30) 78.44 (9.68) 0.073 78.81±8.27) 78.44±9.68 0.697

Sex (Male, (%)) 73 (31.20) 57 (33.14) 0.759 52 (30.23) 57 (33.14) 0.643
BMI (mean±SD) 22.54 (3.41) 22.78 (3.46) 0.519 22.61±3.38) 22.78±3.46 0.651

ASA classification (%) 0.387 0.234

I 8 (3.42) 2 (1.16) 8 (4.65) 2 (1.16)
II 113 (48.29) 93 (54.07) 93 (54.07) 93 (54.07)

III 111 (47.44) 76 (44.19) 69 (40.12) 76 (44.19)

IV 2 (0.85) 1 (0.58) 2 (1.16) 1 (0.58)
Number of comorbidities (mean±SD) 3.75 ±2.33 3.27±2.04 0.033 3.42±2.26) 3.27±2.04 0.532

Pulmonary disease/hypoxemia (%) 71 (30.34) 12 (6.98) <0.001 13 (7.56) 12 (6.98) 1

Hypertension (%) 128 (54.70) 92 (53.49) 0.887 91 (52.91) 92 (53.49) 1
Diabetes mellitus (%) 55 (23.50) 35 (20.35) 0.525 41 (23.84) 35 (20.35) 0.516

Heart disease (%) 31 (13.25) 20 (11.63) 0.738 24 (13.95) 20 (11.63) 0.628

Parkinson’s disease (%) 10 (4.27) 5 (2.91) 0.649 7 (4.07) 5 (2.91) 0.769
Cognitive impairment (%) 14 (5.98) 2 (1.16) 0.027 4 (2.33) 2 (1.16) 0.68

Cerebrovascular disease (%) 73 (31.20) 55 (31.98) 0.953 51 (29.65) 55 (31.98) 0.726

Preoperative laboratorial tests
RBC (*1012/L, mean±SD) 4.02±0.62 4.08±0.56 0.289 4.09±0.58) 4.08±0.56 0.91

WBC (*109/L, mean±SD) 9.34±3.34 9.29±3.19 0.889 9.24±3.23) 9.29±3.19 0.869

Hb (g/L, mean±SD) 125.19±18.27 125.42±16.54 0.896 127.27±17.15 125.42±16.54 0.308
ALB (g/L, mean±SD) 39.35±4.35 39.71±4.46 0.416 39.91±4.19 39.71±4.46 0.662

BUN (mmol/L, mean±SD) 6.98±3.37 6.75±4.23 0.552 6.79±3.21 6.75±4.23 0.929
Na (mmol/L, mean±SD) 137.79±4.65 138.27±3.94 0.269 137.99±4.99 138.27±3.94 0.559

Level of Potassium (%) 0.271 0.44

<3.5 mmol/L 75 (32.05) 46 (26.74) 53 (30.81) 46 (26.74)
3.5~5.5 mmol/L 159 (67.95) 125 (72.67) 119 (69.19) 125 (72.67)

>5.5 mmol/L 0 (0.00) 1 (0.58) 0 (0.00) 1 (0.58)

Level of BNP (%) 0.306 0.937
<100 ng/L 119 (50.85) 100 (58.14) 98 (56.98) 100 (58.14)

100 ~ 400 ng/L 84 (35.90) 55 (31.98) 58 (33.72) 55 (31.98)

>400 ng/L 31 (13.25) 17 (9.88) 16 (9.30) 17 (9.88)

Notes: A P value<0.05 indicates statistical significance. Pulmonary diseases was defined to include abnormal conditions such as COPD, asthma, 
and a history of lung surgery, hypoxemia was defined as SaO2 <90% or PaO2 < 80 mmHg, according to the ABG (Arterial blood gas) analysis at 
emergency. Heart disease included history of arrhythmia, heart failure, coronary diseases and a history of heart surgery. 
Abbreviations: SD, Standard deviation; RBC, Red blood cell; WBC, White blood cell; HB, Hemoglobin; TP, Total protein; ALB, Albumin; Na, 
Sodium; BUN, Blood urea nitrogen; BNP, Brain natriuretic peptide.
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(FASE: 3/172 (1.74%) vs control: 7/172 (4.07%), p = 0.336), or 1-year mortality (FASE: 8/172 (4.65%) vs control: 12/ 
172 (6.98%), p = 0.489).

Secondary Outcomes
Despite the increase of the duration in ED (6.02±5.99 h vs 2.72±4.22 h, p<0.001), the FASE strategy was still associated 
with a shorter actual surgery delay compared with control group (67.18±39.04 h vs 94.25±84.41 h, p<0.001). No 
statistically significant difference was observed in length of postoperative stay (postLOS) (8.03±4.42 d vs 8.66±3.15 d, 
p = 0.126). Likewise, the FASE group exhibited a decreasing trend in overall hospitalization costs, but no statistically 
significant difference was detected between the FASE and Control groups (8139±3355 dollars vs $ 8683±2851 dollars, 
p = 0.106).

Investigation into postoperative complications demonstrated a similarity between the groups regarding the occurrence 
of postoperative pneumonia (11/172 (6.40%) vs 15/172 (8.72%), p = 0.541), GI-complications (2/172 (1.16%) vs 2/172 
(1.16%), p = 1.000), urinary tract infections (3/172 (1.74%) vs 4/172 (2.33%), p = 1), cardiovascular complications (2/ 

Table 2 Clinical Outcomes Between FASE Group and Control Group

FASE (n=172) Control (n=172) p

Primary outcomes

Time to surgery (h, mean±SD) 61.16±38.74 92.02±82.80 <0.001

Early surgery rate (%) 86 (50.00) 59 (34.30) 0.005
tLOS (d, mean±SD) 10.57±4.93 12.50±4.73 <0.001

Mortality rate
1-month mortality (%)** 2 (1.16) 3 (1.74) 1

3-month mortality (%)** 3 (1.74) 7 (4.07) 0.336

1-year mortality (%) 8 (4.65) 12 (6.98) 0.489

Secondary outcomes

Duration in ED (h, mean±SD) 6.02±5.99 2.72±4.22 <0.001

Actual surgery delay (h, mean±SD) 67.18±39.04 94.25±84.41 <0.001

postLOS (d, mean±SD) 8.03±4.42 8.66±3.15 0.126
Hospitalization costs ($, mean±SD) 8139±3355 8683±2851 0.106

Postoperative complications

Postoperative pneumonia (%) 11 (6.40) 15 (8.72) 0.541
GI-complications (%)** 2 (1.16) 2 (1.16) 1

Urinary tract infection (%)** 3 (1.74) 4 (2.33) 1

Cardiovascular complications (%)** 2 (1.16) 7 (4.07) 0.174
Electrolyte imbalance / nutrition disorders (%) 11 (6.40) 13 (7.56) 0.832

Wound complications (%) 2 (1.16) 11 (6.40) 0.024

Total transfusion grade (%) 0.798
No trans 143 (83.14) 140 (81.40)

Minor trans 4 (2.33) 6 (3.49)

Major trans 25 (14.53) 26 (15.12)
Hb drop (g/L, mean±SD) −20.30±16.82 −23.63±17.06 0.069

Surgical features

Type of surgery (%) 0.008

Total hip arthroplasty 89 (51.74) 62 (36.05)
Hip hemiarthroplasty 66 (38.37) 94 (54.65)

Multiple cannulated screw fixation 17 (9.88) 16 (9.30)

Operation time (min, mean±SD) 108.56±25.36 98.5±30.75 0.001

Note: Fisher’s exact test was applied to compare data with**. 
Abbreviations: SD, Standard deviation; ED, Emergency department; TTS, Time to surgery; postLOS, Postoperative 
length of hospital stay; tLOS, total length of hospitalization stay.
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172 (1.16%) vs 7/172 (4.07%), p = 0.174), electrolyte imbalance/nutrition disorders (11/172 (6.4%) vs 13/172 (7.56%), 
p = 0.832), whereas wound complications were less common in the FASE group than in the control group (2/172 (1.16%) 
vs 11/172 (6.4%), p = 0.024).

The majority of patients in both groups did not receive blood transfusion in both groups (FASE: 83.14%, Control: 
81.40%) (see in Table 3). No statistically significant differences were observed between the FASE group and the control 
group in terms of total transfusion grade (p = 0.798), preoperative transfusion grade (p = 1), intraoperative transfusion 
grade (p = 0.098), and postoperative transfusion grade (p = 0.981). The groups were not significantly different regarding 
the overall Hb drop (−20.30±16.82 g/L vs −23.63±17.06 g/L, p = 0.069), a subgroup analysis indicated fewer blood loss 
in the FASE group, as evidenced by a significantly lower Hb drop (−20.49±17.02 g/L vs −25.28±16.33 g/L, p = 0.013) in 
the non-transfused subgroup (see in Table 4 and Figure 2).

Table 3 Comparison of Transfusion Features and Blood Loss Features Between FASE Group 
and Control Group

FASE Group (n = 172) Control Group (n = 172) p

Transfusion features

Total transfusion (%) 0.798
No trans 143 (83.14) 140 (81.40)

Minor trans 4 (2.33) 6 (3.49)

Major trans 25 (14.53) 26 (15.12)
Preoperative transfusion (%) 1

No trans 170 (98.84) 171 (99.42)
Major trans 2 (1.16) 1 (0.58)

Intraoperative transfusion (%) 0.098

No trans 159 (92.44) 149 (86.63)
Minor trans 4 (2.33) 3 (1.74)

Major trans 9 (5.23) 20 (11.63)

Postoperative transfusion (%) 0.981
No trans 155 (90.12) 154 (89.53)

Minor trans 3 (1.74) 3 (1.74)

Major trans 14 (8.14) 15 (8.72)

Blood loss features

Hb drop (g/L, mean±SD) −20.30±16.82 −23.63±17.06 0.069

Notes: A P value<0.05 indicates statistical significance. “No trans” means the patient did not receive blood transfusion 
during hospitalization. “Minor trans” means the patient received a small amount of blood transfusion (< 400mL) during 
hospitalization. “Major trans” means the patient received a large amount of blood transfusion (≥400mL) during 
hospitalization. Hb drop refers to the difference in hemoglobin levels between the first postoperative day and the 
first day of emergency visit.

Table 4 Comparison of Hemoglobin Drop Between FASE Group 
and Control Group When Stratified into “Transfusion Before/in 
Operation” and “Non-Transfusion Before/in Operation”

FASE Group 
(n = 172)

Control Group 
(n = 172)

p

Hb drop (g/L, mean±SD)

Trans −18.33±14.88 −13.00±18.17 0.330

Non-trans −20.49±17.02 −25.28±16.33 0.013

Notes: Trans refers to patients who received transfusion before/in operation; Non- 
Trans refers to patients who did not receive transfusion before/in operation.
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An alter in type of surgery (p = 0.008) was observed (see in Table 2), with the FASE group comprising a higher 
proportion of total hip arthroplasty cases (51.74%) compared to the control group (36.05%). Furthermore, the FASE 
group demonstrated a prolonged mean operation time (108.56±25.36 min) compared to the control group (98.35 
±30.75 min) (p = 0.001).

Discussion
This study aims to assess the impacts of an emergency-based strategy (FASE) on (1) the workflow of MDT during 
hospitalization; (2) the clinical outcomes of geriatric FNF patients in a certain trauma center. The FASE strategy 
demonstrated significant advantages in shortening TTS and LOS and reducing perioperative blood loss.

Previous studies have focused on the impact of emergency interventions on improving the hospitalization process, 
complications, and mortality rate of hip fractures,7 thereby supporting the development of an integral emergency 
examination and management procedure for geriatric FNF patients. Due to the prolonged waiting time for a hospital 
bed in certain situations (especially when the hospital is at maximum capacity and resources are stretched), we 
established an emergency observation zone to promptly identify and address modifiable risk factors ahead of admission. 
This initiative aims to minimize preoperative delays, reduce perioperative risks, and therefore improve the overall 
prognosis. In this retrospective study, we observed that the implementation of the FASE strategy for geriatric FNF 
patients resulted in a prolonged waiting time before admission, which was due to the integrated examination and 
management procedures in the ED. On the contrary, the TTS and tLOS was significantly reduced after this slightly 
prolonged waiting period in the ED. It was assumed that the integrated management procedures enabled the early 
detection and interventions for modifiable risk factors, thereby accelerated the MDT management and prompted the 
recovery of these patients.

Nevertheless, it is essential to consider the potential negative effects of prolonged ED stays. Prolonged ED stays may 
result in discomfort and lower patient satisfaction, which may directly impact patients’ adherence to treatment. 
Enhancing comfort measures and providing clear communication about wait times can improve the overall patient 

Figure 2 Comparison of hemoglobin drop between FASE group and control group. 
Notes: Analysis of Hb drop was stratified into “Transfusion before/in operation” and “Non-Transfusion before/in operation”.
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experience. Besides, strengthening coordination between ED and MDT members may facilitate timely transfers and 
improve overall patient flow, therefore mitigate the negative effects of prolonged ED stays.

The timing of surgery for geriatric FNF patients remains a critical issue in orthogeriatric care. Hip fractures typically 
trigger an acute phase characterized by inflammatory responses, a hypercoagulable state, and catabolic and stress 
reactions.18–20 Although the feasibility of ultra-early surgery for hip fractures has been investigated,21 it is more prudent 
to conduct necessary examination and optimization for patients unfit for immediate surgery because of their poor health 
status or severe comorbidities.22 Current evidence advocates for surgical treatment within 48 hours of hospital admission, 
to reduce the exposure to harmful stress and promote early recovery,13,23 so as to reduce mortality and improve 
postoperative outcomes.24 The association between FASE strategy and shorter TTS may support its generalization as 
a better clinical practice in the context of MDT co-management.

Geriatric FNF patients are prone to experience various postoperative complications, such as cognitive and neurolo-
gical alterations, cardiopulmonary affections, venous thromboembolism, GI-complications, urinary tract complications, 
perioperative anemia, electrolyte and metabolic disorders, and pressure sores.25 Postoperative mortality following a hip 
fracture is well acknowledged to be associated with multiple factors, including advanced age, male sex, clinical 
comorbidities, cognitive impairment, time-to-surgery.26,27 Despite the shorter time to surgery and length of hospital 
stay in the FASE group, no significant differences were observed regarding overall postoperative complications and 
mortality between FASE and control group. The following factors may contribute to the lack of significant differences 
regarding mortality rate. (1) the underlying health status and comorbidities of the patient population may have a more 
profound impact on mortality. (2) the sample size of this study may be insufficient to detect differences in mortality rates, 
although a statistically insignificant decreasing trend in mortality was associated with FASE group. (3) the COVID-19 
pandemic may have adversely influenced patient outcomes, including access to care, treatment protocols, and overall 
health status, which could confound survival outcomes.

The FASE strategy was associated with fewer wound complications in this study (2/172 (1.16%) vs 11/172 (6.40%), 
p = 0.024). The earlier surgery and reduced Hb drop may contribute to lower occurrence of wound complications of 
FASE group. Prompt surgical management minimizes the inflammatory response in hip fractures.28,29 A prolonged 
inflammatory phase can exacerbate tissue damage and increase the risk of infection or wound dehiscence. Besides, lower 
hemoglobin levels may indicate compromised blood supply, which can result in potential tissue hypoperfusion and 
hypoxia, and consequently worse wound healing.30 However, it should be noted that the overall occurrence of wound 
complications was low, and other factors including nutrition status and postoperative care could play an important role in 
the process of wound healing, so this finding should be interpreted more prudently.

Given that the FASE strategy did not significantly improve survival outcomes for geriatric patients with femoral neck 
fractures (FNF), it is essential to focus on the optimization of its workflow. By identifying the primary causes of death, 
we can better understand of the factors contributing to mortality in this population, thereby enhancing the effectiveness of 
the FASE strategy. Previous studies have highlighted several causes of mortality in geriatric FNF patients, including 
pulmonary and cardiovascular complications,31 underscoring the need for early monitoring and tailored management in 
the emergency department. Future improvement measures for FASE strategy should focus on optimizing cardiovascular 
and pulmonary function.

The FASE strategy was associated with an insignificantly decreasing trend compared with control group in lowering 
rates of intraoperative major transfusion (p = 0.098) and in reducing perioperative Hb drop (p = 0.069). The Hb drop was 
chosen as an objective indicator of blood loss rather than estimated intraoperative blood loss in this study. Considering 
the imbalance of Hb levels between patients transfused and patients not transfused, a subgroup analysis was further 
performed, which demonstrated a greater advantage of FASE strategy in attenuating perioperative Hb drop (p = 0.013) in 
individuals who were not transfused either preoperatively or intraoperatively. Acute blood loss following hip fractures 
mainly attributes to the injury and surgery. The FASE strategy provided more opportunities for ultra-early hemostatic 
interventions such as administration of tranexamic acid (TXA) in patients sustaining acute blood loss, which had the 
potential to reduce injury-related blood loss. Additionally, the FASE strategy facilitated a reduction in time to surgery 
through more efficient preoperative preparation, which in turn shortened the bleeding period following femoral neck 
fracture, further mitigating the Hb drop levels. Considering the uncertain availability of blood products when resources 
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are stretched, strategies to minimize the risk of blood loss and transfusion may be of great significance. Besides, it was 
suggested that reduced blood transfusion was also associated with lower risk of DVT in patients with hip fractures,32 and 
further emphasized the importance of optimizing blood management.

Regarding the surgical methods, the FASE strategy was associated with a relatively higher proportion of total hip 
arthroplasty (THA) and a prolonged mean operation time. The decision to opt for THA primarily depends on the patient’s 
activity level and overall health, as well as other factors such as patient expectations and affordability.33–35 In this study, 
the matched baseline characteristics may indicate a balanced overall health status between the FASE group and the 
control group, so the alter in surgical choice is potentially associated with a higher patients’ expectations of functional 
outcomes. It is well acknowledged that THA exhibits superiority in terms of reducing the length of hospital stay, enhancing 
long-term functional status and recovery, and lowering revision surgery rates compared to hemiarthroplasty.35–38 In the 
other hand, THA is inherently more complex than HHA, involving additional steps such as acetabular preparation, 
acetabular cup implantation and a prolonged operation time. This complexity necessitates comprehensive preoperative 
adjustment and better tolerance to surgical stress, which may benefit from the early examination of FASE strategy.

Resource constraints in emergency and disadvantaged socioeconomic backgrounds of some patients (such as limited 
health insurance coverage) were the major barriers in the implementation of FASE strategy. Evaluation and treatment of 
FNF may be delayed due to the presence of other patients with life-threatening conditions. We expedited the patients’ 
examination process and advocated for the MDT co-management in emergency settings to address complex conditions, 
and this was considered to alleviate the emergency workload and improve the turnover efficiency when resources were 
stretched. Besides, despite the cost concerns that costs could not be fully covered by insurance in emergency, only few 
patients declined to complete examinations in emergency, which provided evidence for the practical use of FASE 
strategy.

Strengths and Limitations
The strengths of the present study included the following. This study highlights the early examination and management 
procedures for geriatric FNF patients in emergency, which serves as an initial trigger of promoting early surgery in the 
MDT context. The FASE strategy offers a simple and feasible approach for emergency department in different medical 
institutions to carry out, which is of significant importance for optimizing the workflow of MDT, especially when 
resources were scarce. Propensity score matching (PSM) was employed to mitigate bias between the FASE group and 
control group, therefore ensuring comparability. Additionally, this study focused on the differences of perioperative 
transfusion and Hb drop between the FASE group and the control group based on subgroup analysis, further supporting 
the benefits of earlier blood management of the FASE mode for geriatric FNF patients.

The most notable limitation of this study is its restriction to a single-center retrospective study, characterized by 
a limited sample size and a lower level of evidence. The matching strategy to control bias further lowered the sample 
size. The evaluation of dependency and function status and other unknown or unmeasured factors may be missing, which 
were potentially relevant to prognosis for a patient with femoral neck fracture, hence the results should be interpreted 
with caution. Besides, the overall mortality and complications did not show significant differences. These factors may 
limit the conclusions. Further studies are warranted to enhance the generalizability of the results. Multi-center studies and 
prospective studies would help capture a more diverse patient population and account for variations in practice patterns 
and patient demographics across different settings. Additionally, long-term follow-up studies could provide insights into 
the sustained impact of the FASE strategy on patient outcomes. Comparative effectiveness researches that compare the 
FASE strategy with other standard care practices would provide additional information regarding its effectiveness and 
generalizability.

Conclusion
To sum up, the Fast Access to Surgery in Emergency (FASE) for geriatric FNF patients effectively optimized the 
preoperative evaluation workflow, which significantly shortened time to surgery and length of hospital stay, and reduced 
perioperative blood loss. FASE strategy improved the surgical workflows and turnover efficiency of geriatric FNF 
patients, therefore could play an important role in the optimal MDT co-management for geriatric FNF patients. Further 
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studies involving a greater cohort are warranted for validating the impact and feasibility of this emergency-based 
strategy.

Ethical Statement
This study received approval from the institutional board review of Zhongda Hospital, affiliated to Southeast University 
(2022ZDSYLL183-P01). According to national legislation and institutional guidelines, written informed consent for 
participation was not required. The waiver for informed consent was granted by the institutional review board on the 
basis that it would not adversely affect the rights or welfare of the participants. Our research utilizes anonymized data, 
ensuring that individual participants cannot be identified. Furthermore, all patient data has been managed with the utmost 
confidentiality, in compliance with the Declaration of Helsinki. The waiver for informed consent is also supported by the 
“Notice on Issuing the Ethical Review Measures for Life Sciences and Medical Research Involving Human Beings” 
(National Health Science and Education Development [2023] No. 4), Chapter 3, Section 32. This legislation allows for 
the waiver of informed consent when utilizing anonymized data.

Funding
The current work was supported by grants from: (1) Project Support by Winfast Charity Foundation (YL20220525); (2) 
Open Project Programme of the Key Base for Standardized Training for General Physicians, Zhongda Hospital, Southeast 
University (ZDZYJD-JZ-2022-7); (3) Zhishan Scholars Programs of Southeast University (2242024RCB0055).

Disclosure
The authors state that there was no conflict of interests relating to this manuscript.

References
1. Pincus D, Ravi B, Wasserstein D, et al. Association between wait time and 30-day mortality in adults undergoing hip fracture surgery. JAMA. 

2017;318(20):1994–2003. doi:10.1001/jama.2017.17606
2. Amarilla-Donoso FJ, López-Espuela F, Roncero-Martín R, et al. Quality of life in elderly people after a hip fracture: a prospective study. Health 

Qual Life Outcomes. 2020;18(1):71. doi:10.1186/s12955-020-01314-2
3. Dong Y, Zhang Y, Song K, et al. What was the epidemiology and global burden of disease of hip fractures from 1990 to 2019? Results from and 

additional analysis of the global burden of disease study 2019. Clin Orthop Relat Res. 2023;481(6):1209–1220. doi:10.1097/ 
corr.0000000000002465

4. Viganò M, Pennestrì F, Listorti E, et al. Proximal hip fractures in 71,920 elderly patients: incidence, epidemiology, mortality and costs from 
a retrospective observational study. BMC Public Health. 2023;23(1):1963. doi:10.1186/s12889-023-16776-4

5. Zhang C, Feng J, Wang S, et al. Incidence of and trends in hip fracture among adults in urban China: a nationwide retrospective cohort study. PLoS 
Med. 2020;17(8):e1003180. doi:10.1371/journal.pmed.1003180

6. Xie T, Ma BB, Li YJ, et al. Research status of the enhanced recovery after surgery in the geriatric hip fractures. Chin J Reparative Reconst Surg. 
2018;32(08):1038–1046. doi:10.7507/1002-1892.201712083

7. Clement ND, Penfold RS, Duffy A, et al. Completion of the emergency department “Big 6” in patients with an acute hip fracture is associated with 
a lower mortality risk and shorter length of hospital stay. J Clin Med. 2023;12(17):5559. doi:10.3390/jcm12175559

8. Fichtner A, Schrofner-Brunner B, Magath T, et al. Regional anesthesia for acute pain treatment in pre-hospital and in-hospital emergency medicine: 
pain of musculoskeletal origin. Dtsch Arztebl Int. 2023;120(48):815–822. doi:10.3238/arztebl.m2023.0221

9. Wu MY, Chen YL, Yiang GT, et al. Clinical outcome and management for geriatric traumatic injury: analysis of 2688 cases in the emergency 
department of a teaching hospital in Taiwan. J Clin Med. 2018;7(9):255. doi:10.3390/jcm7090255

10. Zhou YY, Rui YF, Lu PP, et al. Research progress of multidisciplinary team co-management models for geriatric hip fracture treatment. Chin 
J Reparative Reconst Surg. 2019;33(10):1276–1282. doi:10.7507/1002-1892.201905017

11. Chen C, Rui YF, Yang Y, et al. The role of intensive care unit in enhanced recovery after surgery for geriatric hip fracture. Practical Geriatrics. 
2022;36(11):1085–1087.

12. Heiden JJ, Goodin SR, Mormino MA, et al. Early ambulation after Hip fracture surgery is associated with decreased 30-day mortality. J Am Acad 
Orthop Surg. 2021;29(5):e238–e42. doi:10.5435/jaaos-d-20-00554

13. Griffiths R, Babu S, Dixon P, et al. Guideline for the management of hip fractures 2020: guideline by the association of anaesthetists. Anaesthesia. 
2021;76(2):225–237. doi:10.1111/anae.15291

14. Guan L, Wang C, Zhao B, et al. Evaluation of whether emergency physicians should join the multidisciplinary team for older hip fracture patients. 
Front Surg. 2022;9:842978. doi:10.3389/fsurg.2022.842978

15. Shi L, Gao YC, Mao J, et al. Effects of the application of the fast track in treatment of geriatric hip fracture at emergency under the guidance of 
theory of enhanced recovery after surgery in COVID-19. J Clin Orthop Relat Res. 2022;7(01):28–33. doi:10.19548/j.2096-269x.2022.01.006

16. Kane LT, Fang T, Galetta MS, et al. Propensity score matching: a statistical method. Clin Spine Surg. 2020;33(3):120–122. doi:10.1097/ 
bsd.0000000000000932

Clinical Interventions in Aging 2024:19                                                                                             https://doi.org/10.2147/CIA.S485809                                                                                                                                                                                                                       

DovePress                                                                                                                       
1879

Dovepress                                                                                                                                                            Zhou et al

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.1001/jama.2017.17606
https://doi.org/10.1186/s12955-020-01314-2
https://doi.org/10.1097/corr.0000000000002465
https://doi.org/10.1097/corr.0000000000002465
https://doi.org/10.1186/s12889-023-16776-4
https://doi.org/10.1371/journal.pmed.1003180
https://doi.org/10.7507/1002-1892.201712083
https://doi.org/10.3390/jcm12175559
https://doi.org/10.3238/arztebl.m2023.0221
https://doi.org/10.3390/jcm7090255
https://doi.org/10.7507/1002-1892.201905017
https://doi.org/10.5435/jaaos-d-20-00554
https://doi.org/10.1111/anae.15291
https://doi.org/10.3389/fsurg.2022.842978
https://doi.org/10.19548/j.2096-269x.2022.01.006
https://doi.org/10.1097/bsd.0000000000000932
https://doi.org/10.1097/bsd.0000000000000932
https://www.dovepress.com
https://www.dovepress.com


17. Baek S, Park SH, Won E, et al. Propensity score matching: a conceptual review for radiology researchers. Korean J Radiol. 2015;16(2):286–296. 
doi:10.3348/kjr.2015.16.2.286

18. Beloosesky Y, Hendel D, Weiss A, et al. Cytokines and C-reactive protein production in hip-fracture-operated elderly patients. J Gerontol a Biol Sci 
Med Sci. 2007;62(4):420–426. doi:10.1093/gerona/62.4.420

19. Chuang D, Power SE, Dunbar PR, et al. Central nervous system interleukin-8 production following neck of femur fracture. ANZ J Surg. 2005;75 
(9):813–816. doi:10.1111/j.1445-2197.2005.03530.x

20. Onuoha GN, Alpar EK. Elevation of plasma CGRP and SP levels in orthopedic patients with fracture neck of femur. Neuropeptides. 2000;34 
(2):116–120. doi:10.1054/npep.2000.0803

21. Borges FK, Bhandari M, Guerra-Farfan E. Accelerated surgery versus standard care in hip fracture (HIP ATTACK): an international, randomised, 
controlled trial. Lancet. 2020;395(10225):698–708. doi:10.1016/s0140-6736(20)30058-1

22. Lizaur-Utrilla A, Lopez-Prats FA. Hip attack for hip fractures: is ultra-early surgery necessary? Lancet. 2020;395(10225):661–662. doi:10.1016/ 
s0140-6736(20)30156-2

23. Seong YJ, Shin WC, Moon NH, et al. Timing of hip-fracture surgery in elderly patients: literature review and recommendations. Hip Pelvis. 
2020;32(1):11–16. doi:10.5371/hp.2020.32.1.11

24. Chen P, Shen X, Xu W, et al. Comparative assessment of early versus delayed surgery to treat proximal femoral fractures in elderly patients: 
a systematic review and meta-analysis. Int J Surg. 2019;68:63–71. doi:10.1016/j.ijsu.2019.06.013

25. Istianah U, Nurjannah I, Magetsari R. Post-discharge complications in postoperative patients with hip fracture. J Clin Orthop Trauma. 
2021;14:8–13. doi:10.1016/j.jcot.2020.10.045

26. Kilci O, Un C, Sacan O, et al. Postoperative mortality after hip Fracture surgery: a 3 years follow up. PLoS One. 2016;11(10):e0162097. 
doi:10.1371/journal.pone.0162097

27. Kjærvik C, Gjertsen JE, Stensland E, et al. Modifiable and non-modifiable risk factors in hip fracture mortality in Norway, 2014 to 2018: a linked 
multiregistry study. Bone Joint J. 2022;104(7):884–893. doi:10.1302/0301-620x.104b7.Bjj-2021-1806.R1

28. Moghtadaei M, Otoukesh B, Pazoki-Toroudi H, et al. Evaluation of inflammatory response in patients undergoing surgical treatment for early and 
delayed femoral fractures. Arch Med Sci. 2019;15(1):141–145. doi:10.5114/aoms.2016.63013

29. Pape HC, Marcucio R, Humphrey C, et al. Trauma-induced inflammation and fracture healing. J Orthop Trauma. 2010;24(9):522–525. 
doi:10.1097/BOT.0b013e3181ed1361

30. Li SD, Xu C, Tong PJ. Progress on peri-operative hidden blood loss after hip fracture. Zhongguo Gu Shang. 2014;27(10):882–886.
31. Hashimoto K, Shinyashiki Y, Ohtani K, et al. How proximal femur fracture patients aged 65 and older fare in survival and cause of death 5+ years 

after surgery: a long-term follow-up. Medicine. 2023;102(20):e33863. doi:10.1097/md.0000000000033863
32. Grits D, Kuo A, Acuña AJ, et al. The association between perioperative blood transfusions and venous thromboembolism risk following surgical 

management of hip fractures. J Orthop. 2022;34:123–131. doi:10.1016/j.jor.2022.08.016
33. Röder C, Parvizi J, Eggli S, et al. Demographic factors affecting long-term outcome of total hip arthroplasty. Clin Orthop Relat Res. 2003; 

(417):62–73. doi:10.1097/01.blo.0000096812.78689.f0
34. Mancuso CA, Ranawat CS, Esdaile JM, et al. Indications for total hip and total knee arthroplasties. results of orthopaedic surveys. J Arthroplasty. 

1996;11(1):34–46. doi:10.1016/s0883-5403(96)80159-8
35. Bhandari M, Einhorn TA, Guyatt G, et al. Total hip arthroplasty or hemiarthroplasty for hip fracture. N Engl J Med. 2019;381(23):2199–2208. 

doi:10.1056/NEJMoa1906190
36. Migliorini F, Maffulli N, Trivellas M, et al. Total hip arthroplasty compared to bipolar and unipolar hemiarthroplasty for displaced hip fractures in 

the elderly: a Bayesian network meta-analysis. Eur J Trauma Emerg Surg. 2022;48(4):2655–2666. doi:10.1007/s00068-022-01905-2
37. Li X, Luo J. Hemiarthroplasty compared to total hip arthroplasty for the treatment of femoral neck fractures: a systematic review and meta-analysis. 

J Orthop Surg Res. 2021;16(1):172. doi:10.1186/s13018-020-02186-4
38. Simunovic N, Devereaux PJ, Sprague S, et al. Effect of early surgery after hip fracture on mortality and complications: systematic review and 

meta-analysis. Cmaj. 2010;182(15):1609–1616. doi:10.1503/cmaj.092220

Clinical Interventions in Aging                                                                                                         Dovepress 

Publish your work in this journal 
Clinical Interventions in Aging is an international, peer-reviewed journal focusing on evidence-based reports on the value or lack thereof of 
treatments intended to prevent or delay the onset of maladaptive correlates of aging in human beings. This journal is indexed on PubMed Central, 
MedLine, CAS, Scopus and the Elsevier Bibliographic databases. The manuscript management system is completely online and includes a very 
quick and fair peer-review system, which is all easy to use. Visit http://www.dovepress.com/testimonials.php to read real quotes from published 
authors.  

Submit your manuscript here: https://www.dovepress.com/clinical-interventions-in-aging-journal

DovePress                                                                                                                    Clinical Interventions in Aging 2024:19 1880

Zhou et al                                                                                                                                                            Dovepress

Powered by TCPDF (www.tcpdf.org)

https://doi.org/10.3348/kjr.2015.16.2.286
https://doi.org/10.1093/gerona/62.4.420
https://doi.org/10.1111/j.1445-2197.2005.03530.x
https://doi.org/10.1054/npep.2000.0803
https://doi.org/10.1016/s0140-6736(20)30058-1
https://doi.org/10.1016/s0140-6736(20)30156-2
https://doi.org/10.1016/s0140-6736(20)30156-2
https://doi.org/10.5371/hp.2020.32.1.11
https://doi.org/10.1016/j.ijsu.2019.06.013
https://doi.org/10.1016/j.jcot.2020.10.045
https://doi.org/10.1371/journal.pone.0162097
https://doi.org/10.1302/0301-620x.104b7.Bjj-2021-1806.R1
https://doi.org/10.5114/aoms.2016.63013
https://doi.org/10.1097/BOT.0b013e3181ed1361
https://doi.org/10.1097/md.0000000000033863
https://doi.org/10.1016/j.jor.2022.08.016
https://doi.org/10.1097/01.blo.0000096812.78689.f0
https://doi.org/10.1016/s0883-5403(96)80159-8
https://doi.org/10.1056/NEJMoa1906190
https://doi.org/10.1007/s00068-022-01905-2
https://doi.org/10.1186/s13018-020-02186-4
https://doi.org/10.1503/cmaj.092220
https://www.dovepress.com
http://www.dovepress.com/testimonials.php
https://www.facebook.com/DoveMedicalPress/
https://twitter.com/dovepress
https://www.linkedin.com/company/dove-medical-press
https://www.youtube.com/user/dovepress
https://www.dovepress.com
https://www.dovepress.com

	Introduction
	Method
	Patient Selection and Grouping Criteria
	Patient Management
	Emergency Phase
	FASE Group
	Control Group

	Hospitalization Phase

	Data Collection
	Outcomes of This Study
	Definition of Outcomes

	Statistical Methods

	Result
	Baseline Characteristics and Propensity Score Matching
	Outcomes
	Primary Outcomes
	Secondary Outcomes


	Discussion
	Strengths and Limitations

	Conclusion
	Ethical Statement
	Funding
	Disclosure

