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PURPOSE: To provide recommendations for the management of geriatric patients suffering hip fractures 
(from low mechanism) requiring surgical treatment.

GOALS

• Provide guidance for risk stratification for surgery.
• Minimize unnecessary workup and surgical delays past 24 hours after patient arrival. Delayed 

operative fixation for hip fractures is associated with increased morbidity and mortality.

Hip Fracture Management
Identification of pt
 ≥ 65 yo with single 

femoral neck or 
intertrochanteric 
femur fracture.

ED provider orders EKG, CXR, chemistry, CBC, 
coags and UA. Cardiac enzymes if indicated.

Place pt on NPO status except for beta blocker, 
statin, and ACEI/ARB.  (Refer to medication 

management on page 3.)  If no surgery prior to 
1800, allow pt to eat dinner and make NPO after 

midnight. 

Notify Ortho and 
Hospitalist.  

Presence 
of any high risk 
condition(s)?

*

Admit to 
Hospitalist 

service or CCM 
service, if ICU 

needed.  

Prepare for OR.  

Admit to Hospitalist 
service. Use hip 

fracture admission 
orders.

  
*High Risk Conditions:
●  Unstable or severe angina

Angina with any of these features: new, increasing in frequency 
or severity, occurring with minimal activity or at rest.
●  MI within past 45 days.
●  MI within past 12 months unless seen by cardiology or IM and 
recommended management was implemented.
●  New or worsening heart failure symptoms.
●  Significant arrhythmias.

1.  2nd or 3rd degree AV block
2.  Ventricular arrhythmias
3.   HR <45
4.  Atrial fibrillation/flutter with ventricular rate >120

●  Severe valve stenosis or regurgitation accompanied by new or 
worsened symptoms or loud systolic murmur.

Proceed 
to page 2.

Yes

No

Surgery goal is < 24 hours.
 

Delayed operative fixation for hip fractures 
is associated with increased morbidity and 

mortality.  

Consult Trauma 
Surgeon as needed.
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Yes

Hospitalist (or Geriatrician 
if available) or CCM if in 
ICU to evaluate and treat 
according to guideline 

directed medical therapy.

Within 6-8 hours of 
admission, establish 
perioperative risk of 

major adverse cardiac 
event utilizing the 

RCRI.*

Low risk.  
No further testing. 

** 

Elevated risk 
** 

Moderate
 or greater

 (≥4 METS***) 
functional 
capacity?

Proceed 
to surgery.

Will 
further testing

 impact decision to do 
surgery or change 

 periop
care?

Consider 
cardiology 

consult.

Proceed to surgery or 
alternate strategies 

(noninvasive 
treatment, palliation).

Proceed to 
surgery.

Continued from 
page 1

No

Yes

No or 
unknown

RCRI 
< 2 points

No

Yes

* ***

Beta Blocker
1.  Pts who were on beta blockers should 
continue. (Class 1 ACC/AHA)

2. In pts with ≥ 3 RCRI risk factors, may be 
reasonable to begin beta blockers before 
surgery. (Class Iib ACC/AHA)

**
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MEDICATION MANAGEMENT
a. Coumadin – stop and reverse in preparation for surgery.
b. Antiplatelet therapy (Plavix and/or ASA) - continue if current home medication (no 

increased bleeding risk perioperatively).
c. Beta blocker – continue if current home medication.

i. Patients who were on beta blockers should continue (Class I ACC/AHA 
recommendation)

ii. Patients should be started on beta blockers the day prior to surgery if Revised Cardiac 
Risk Index for Pre-Operative Risk score is > 2 (Class IIb ACC/AHA 
recommendation) https://www.mdcalc.com/revised-cardiac-risk-index-pre-operative-
risk

iii. Do not start beta blockers on day of surgery (Class III ACC/AHA recommendation)
iv. In patients with 3 or more RCRI risk factors (e.g. DM, HF, CAD, renal insufficiency, 

CVA), it may be reasonable to begin beta blockers before surgery (Class IIb 
ACC/AHA recommendation)

d. Statins – continue if current home medication, start if ASCVD > 7.5% (see risk calculator)
i. Continue if already on (Class I ACC/AHA recommendation)

e. ACEI or ARB – continuation is reasonable (controversial).
i. Consider holding if SBP is > 90 or < 140 mmHg. Newer VISION study in 2017 

suggests withholding ACEI/ARB results in reduced all-cause mortality, stroke, and 
MI outcomes

ii. Continuation of ACEI or ARB is reasonable (Class IIa ACC/AHA recommendation)
iii. If held, it is reasonable to restart as soon as clinically feasible post operatively (Class 

IIa ACC/AHA recommendation). Recommend within 48 hours due to increased 30 
day mortality if delayed > 48 hours)

f. Novel oral anticoagulants (e.g. dabigatran, rifaroxaban, apixaban) – stop before surgery.

POST-OP CONSIDERATIONS
a. If patient is considered high risk, admit to ICU for monitoring.

i. High risk patients include: Age > 90 or patients > age 80 with two or more of the 
below:

 EF < 35 %
 Moderate to severe aortic stenosis
 Hx of CHF with systolic dysfunction
 Renal insufficiency
 Insulin requiring diabetics
 Hx of CVA
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b. Pre/Post-operative atrial fibrillation of new onset (Most convert within 24 hours)
i. Continue cardiac medications as soon as possible
ii. Check electrolytes, thyroid, Mg, K+
iii. LV function with echo
iv. Rate control with oral beta blockers with goal HR < 100 bpm
v. Check cardiac enzymes at 0, 4, 8 hours IF there is chest pain, hemodynamic 

instability, or ischemic EKG changes
c. VTE prophylaxis per protocol.
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