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ABSTRACT
The evaluation results of the Orthogeriatric Unit at Nuestra Señora de la Candelaria
Hospital, Tenerife, Canary Islands, are set out in this paper. The fundamental aim has
been the assessment of comprehensive rehabilitation and the improvement of quality
of life, which would allow a faster discharge process for patients over 65 years of age.
A transversal and longitudinal assessment has focused on its aims and its results, the
reference criteria or quality standards and the contributions made by the working team.
The longitudinal analysis shows that the days in hospital are considerably reduced,
surgical interventions have increased and the waiting time between admittance and
surgery is reduced, and the prescription of a rehabilitation process after surgery and
discharges has increased. The transversal analysis reveals differences in length of
rehabilitation between the Orthogeriatric Unit patients and the outpatient alternative,
proving that a significant improvement and optimisation has been achieved.
Keywords: orthogeriatric, care plans, programme evaluation, hospitalisation time

INTRODUCTION
Orthogeriatric Units (OU) in Spain are comprehensive functional rehabilitation units with multidisciplinary teams
whose aim is to treat patients with hip fracture from immediately after surgery until the patient is discharged from
hospital. They play a fundamental part in the patient’s holistic rehabilitation as, together with the operation, they
favour recovery of an optimum level of autonomy or at least a level similar to that before surgery.
These units were created as an alternative to the traditional healthcare model (Pioli et al., 2008) and its teams
comprise Orthopaedic Surgeons, Rehabilitators, Anaesthetists, Geriatricians and nurses, as well as other
collaborating professionals, such as physiotherapists and social workers. Depending on where the programme is
established, there may be variations in the Orthogeriatric teams, and there may also be occupational therapists
(Agency for Clinical Innovation, 2010). It is interesting to emphasise that seen from an ethical (healthcare) point of
view, there is a demand for an analysis of the differences in gender and of the essential need to add educators to
multidisciplinary teams (Barragán, 2016).
Orthogeriatric Programmes (OP) mostly treat the elderly who are admitted into the orthopaedic unit due to a
hip fracture of diverse aetiology. These fractures are mostly produced by osteoporosis (predisposing factor) and
falls (precipitating factor) (Sociedad Española de Geriatría y Gerontología, 2007).
Since February 2013, Nuestra Señora de La Candelaria University Hospital (HUNSC) has conducted an OP to
improve the quality of life before discharge of patients who are over 65 years of age. Results show that
implementation of the OP in the case of hip fractures has reduced the recovery time of these patients by up to 30%
(Cruz & Lillo, 2015).
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The findings attest to a greater quality of care in rehabilitation, establishing a better cost–benefit ratio in
public healthcare and improved quality of life for patients due to a shorter time spent in hospitals and a
faster recovery. They also highlight the relevance of multidisciplinary collaboration between healthcare and
education professionals. New fields of work for education professionals are established in hospitals.
Alternative approaches are essential for the future when we consider the “ageing” populations of Europe
and higher life expectancies in a country like Spain.
This paper will open up new paths in the application of this type of programme and will allow us to obtain
better results in relation to the quality of life of patients.

LITERATURE REVIEW
Putting Orthogeriatric Programmes into Practice
A hip fracture is the most serious osteoporosis complication and is a consequence of thinning and weakened
bones (Bardales et al., 2012), and is characterised by the progressive loss of bone mass, making bones become more
porous and therefore more fragile, thus increasing the risk of fractures (Sánchez-Ocaña, 2010). Although it is an
illness that affects older people, it is generally women who are at greater risk of suffering it after the loss of bone
mass caused by the decrease in oestrogen in their bodies, due to menopause (Sánchez-Ocaña, 2010). According to
Cruz and Lillo (2015, p.44) hip fractures are “one of the main causes of morbidity in elderly people, which means a
great impact on society. [...] 85% of all hip fractures occur in people over 65 years old”.
The establishment of this type of programme allows one to obtain better results in the patients’ recovery time
by also reducing the average number of days spent in hospital and of the time waiting for surgery. The speedy
recovery of patients and the reduction of the average number of days spent in hospital mean an important reduction
in hospital costs (Cruz, 2016; Miura et al., 2009). The positive effects of a multidisciplinary approach to rehabilitation
processes in elderly patients are fundamental (Cruz & Lillo, 2015), since according to studies, such as those by
Handoll and Sherrington (2007), Hoeing et al. (2006), and the National Clinical Guideline Center (2011), it leads to
a considerable reduction in the time spent in hospital and “the burden on caregivers” (Cruz & Lillo, 2015, p.44).
A study by Montalvo et al. (2011) revealed that those patients who were admitted into the OU were discharged
earlier and experienced a significant functional improvement compared to those patients who were not included
in the OP. This fact meant a reduction of hospital costs by between 8 and 19%, as well as greater and faster
movement autonomy (González-Montalvo et al., 2009). If we consider the outcomes at one of the biggest
Orthogeriatric Units – Hospital La Paz, Spain, created in 2007, which treats an average of between 400 and 600 hip
fracture patients a year (Europa Press, 2009) – we see that, in the opinion of its specialists, it is possible to “recover
function, reduce hospital mortality, in the shortest time and at the lowest possible cost” (Europa Press, 2009).
As well as cost reductions, implementation of the multidisciplinary intervention programme by the OUs
shortens the length of hospital stays and consumes fewer hospital resources; there are fewer complications and it
adapts well to diagnostic and therapeutic indications and planning for an early discharge. As stated by Baztán et
al. (2004), this has been made possible thanks to the introduction of tasks such as: a) Early intervention, b)
Assessment of the functional and mental situation, the prognosis for recovery and the need for post-acute care, c)
Assessment of the social situation and planning the necessary resources on discharge, d) Review and update of the
plan of care, e) Coordination between the outpatients health and social services, f) Informing the family or caregiver
about the needs and the care required by the patient after discharge (Falcón, 2014).
However, if we consider gender sensitivity 1 (Justice European Commission, 2015) when analysing the
phenomenon of longevity and the elderly (Barragán, 2016), some people have pointed to the existence of a double
standard of ageing (Berman et al., 1981; Hyde, 1995; Sontag, 1972).

The Orthogeriatric Programme at Nuestra Señora de La Candelaria University Hospital
Since the implementation of the Orthogeriatric Unit at HUNSC in 2013, significant results have been achieved
in relation to the length of hospital stay and recovery from injuries. In this programme, the multidisciplinary team
which cares for the patient is responsible for organising and advising on the discharge of the patient from hospital

Gender Sensitivity encompasses the ability to acknowledge and highlight existing gender differences, issues and inequalities
and incorporate these into strategies and actions.
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to his or her home, providing available resources so as to make the return home as well adapted to their physical
and health situation as possible
A social/family assessment is undertaken previously, not only to foresee the possible difficulties that the patient
could have after discharge, in accordance with the support he or she may have, but to also determine the degree of
autonomy before the fracture, and to see if the profile is suitable for candidates who can take part in the OP at
HUNSC (Agency for Clinical Innovation, 2010; Falcón, 2014).

The implementation of the OP
In practice, as is set out in the protocols for intervention, the patients who are selected to take part in the
programme undergo surgery within 24-48 hours after being admitted, and if it is possible, the patient will get out
of bed 24 hours after surgery and sit in an armchair so that the rehabilitation and recovery can begin in the next
few hours (Pajulammi et al., 2017). After surgery and once the patient is stable, he or she is sent to an Orthogeriatric
Unit where there are geriatric and rehabilitation doctors. These programmes enable the patient to have more
rehabilitation sessions, thus improving functional movement and independence in daily life, decreasing both the
time spent in hospital (Cruz & Lillo, 2015; Sierra et al., 2017) and the future complications resulting from the surgical
intervention (Marrero & Lillo-Crespo, 2015; Suárez et al., 2017).
In general, the objectives of the OU at HUNSC, and following the guidelines established by the Department of
Health of the Government of Western Australia (2008), are:
•

Improving the health and general well-being of elderly people who have suffered hip fractures or are at risk.

•

Optimise resources so as to reduce healthcare costs.

Given the characteristics of the study that we are presenting and of the objective which has oriented it, we have
to justify its interest by the need to know the effectiveness of the programme carried out at HUNSC. During the
implementation of a programme, and especially when it finishes, it is essential to carry out an evaluation which
will allow us to obtain information about its value, planning, execution and the impact it had on the target groups,
so that it can be used to make decisions that will allow future improvement (Fernández et al., 2012). Along these
lines and as stated by Cruz and Lillo (2015, p.50) “multidisciplinary work, coordination and creation of protocols”
are necessary for pathologies or orthogeriatric injuries, to avoid injuries associated with prolonged immobilisation;
a prompt and well-planned return to their routine and daily environment prevents the appearance of future
difficulties and complications (Falcón, 2014; Ortiz et al., 2008).
The assessment of the OP carried out at HUNSC during the period between 2013 and 2015 has enabled us to
reflect on the data collected and analysed (Herrera, 2012). It will enable us to recommend the possible ways of
refocusing deficiencies (Fernández & Ares, 2002) through pre-established quality criteria (García & Martínez, 2012).
What is intended with this type of assessment is to obtain conclusive information on the efficiency of the
programme, verifying if the expected results are being achieved or not, according to the objectives formulated in
the design (Fernández et al., 2012). The results obtained with this assessment will allow value judgements on the
efficacy, effectiveness, efficiency and impact of the programme (Alonso et al., 2008, Martos et al., 2010; Tang, 2017).
The following evaluative activities must be taken into account (Rebolloso et al., 2008): a) analysis of the efficacy:
it is conducted according to the set objectives, b) analysis of the efficiency: it refers to the intended and unintended
effects that have been obtained with the programme, c) analysis of the efficiency: it refers to costs/benefits,
costs/effectiveness, costs/usefulness, d) analysis of the effects beyond results, being understood as the effects with
an impact not only on the recipients, but also on the general population that is not in the programme.
To be able to conduct the evaluation, it is necessary to design or present the indicators which will allow an
analysis of the tendencies and of the evolution of the problem (Rebolloso et al., 2008).

Quality indicators
Within the field of evaluation, consideration must be given to quality, which refers to all those ways with which
an organisation satisfies the needs and expectations of all the agents implicated, whether they be users, workers,
financial enterprises that are involved, or society in general (Herrera, 2012).
The term “quality” means a set of characteristics of a specific service which fulfil the expectations of the
recipient, satisfying his/her needs (Fernández et al., 2012). Good quality healthcare provision consists of correctly
doing what has to be done in each case or process, performing it at the lowest possible cost and generating great
satisfaction in those people who receive care (Ceballos, 2010).
In particular, in the field of healthcare, in order to determine the adaptation of healthcare services to the needs
of the recipients and levels of excellence, the participation of professionals who provide medical assistance, health
managers, and care receivers is required (Ceballos, 2010).
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In order to manage quality, there are instruments developed by certain bodies and organisations which establish
the requirements to be satisfied by a particular product or service. One of the most prominent instruments are ISO
standards (International Organization for Standardization), and it is the family of ISO 9000 standards that guarantee
quality within different organisations (Fernández et al., 2012).
The ISO 9001 standard is an international regulation which describes what a quality management system should
have, without specifying how it has to be implemented and developed. This allows us to maintain a certain
flexibility to adapt the standard to the characteristics of the organisation in which the action is implemented
(Ceballos, 2010).
In 2000, the International Organization for Standardization published the documents concerning the new ISO
9000 standards, which include the principles of a quality management system, ISO 9001 standards, which contain
the specifications which must be fulfilled by a quality management system, and ISO 9004 which develops the
guidelines to improve quality (Cánovas & Pardavila, 2004). The ISO 9001:2008 quality management standard is
particularly noteworthy in the field of health and other social protection systems (Herrera, 2012).
Since 2006, the University Hospital of Nuestra Señora de Candelaria (UHNSC) has had its own Integrated
Management System, according to the ISO 9001:2008 standard, obtaining the European Quality label and the
corresponding certification.
These quality management standards are based on the following principles (Fantova, 2005, p.345): a)
Organisation focused on the customer, b) Leadership, c) Participation of the professionals involved, c) Approach
based on processes, d) Approach of the system towards management, e) Continuous improvement, f) Approach
based on facts in decision-making, g) A mutually beneficial relationship with the provider.
The certification ensures that the service meets the requirements established by the corresponding standards.
Moreover, there exist two institutions which are responsible for this process: the National Accreditation Entity
(ENAC) and AENOR, an entity responsible for the development of standardisation and certification in all industrial
and service sectors.
In the field of quality, special mention should be made of excellence, seen as a remarkable and excellent manner
of managing the organisation and obtaining the best possible results, taking into account the user’s satisfaction, the
management of all the processes and the optimisation of resources (Fernández et al., 2012).
The most important and frequently used excellence model is EFQM (European Foundation for Quality
Management), created in 1988. Its primary purpose is to promote the excellence of European organisations,
increasing, in this sense, their international presence (Cánovas & Pardavila, 2004). This model tries to increase the
effectiveness and efficiency of organisations, reinforcing quality and stimulating continuous development
(Fernández et al., 2012).
1. EFQM Model
EFQM Excellence Model is intended to be a flexible model which can be applied to both large and small
organisations in the public and private sector (Fantova, 2005). This model presents the following main ideas
(Fantova, 2005, p.347): a) The aim of zero defects, b) The involvement of people in the organisation in decision
making, c) The elimination of wasteful activities, d) Teamwork, e) Flexibility, f) A closer relationship with providers
(this implies a system called just in time), g) Continuous improvement.
EFQM Model meets all the appropriate conditions for introduction in social healthcare systems since it allows
us to evaluate and know the users’ level of satisfaction. Moreover, it is not only limited to the control and
standardisation of the regulation (Fernández & Ares, 2002).
The University Hospital of Nuestra Señora de Candelaria (UHNSC) performs the self-assessment of the EFQM
Excellence Model with the aim of improving the scientific and technical quality of the different services and
increasing the level of satisfaction of the users of the service, adding value to the results obtained and helping to
improve the patients’ wellbeing.
Another aspect to be taken into account when we evaluate a program of this kind is Evidence-based practice
(EBP), a method in which professionals must base their interventions on their professional experience, with
scientific evidence in their investigations (Pereñíguez, 2012).
2. Evidence-based practice
Evidence-based practice (EBP) appeared for the first time in the field of Health Sciences, and is defined by
medical experts as “the conscious, sensible and precise use of the best scientific and clinical evidence available to
make decisions about the care of each patient” (Sackett, Rosenberg, Gray, Haynes, & Richardson, 1996, p.71). EBP
lets us base professional practice on interventions or programmes which imply the delivery of better healthcare
services, from findings which empirically demonstrate that such actions produce effective and efficient results
(Pereñíguez, 2012).
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In this sense, Evidence-based Medicine helps develop a method which aims to transform clinical data into
scientifically valid knowledge, in order to make healthcare professionals apply the results obtained in scientific
research, their professional experience and skills with the aim of improving the quality of medical practice (Vegade Céniga et al., 2009).
Some reasons which can be found to put into practice Evidence-based Medicine are cited below (Vizoso &
Caballer, 2005, p.29): a) The enormous variability of clinical practice, b) The variation in the use of health resources,
c) Knowledge about the real benefit of new technologies, d) The increase in health expenditure, e) The overload of
scientific information, f) The increase in the demand for health services. This requires a balance among equality,
effectiveness and quality.

OBJECTIVES OF THE STUDY
General Objective
•

To analyse the results and effects of the Orthogeriatrics Programme (OP), from its implementation in 2013
to 2014.

Specific Objectives
•

To obtain a profile of those patients who participated in OU.

•

To perform a longitudinal and cross-sectional analysis to prove if the selected indicators have been modified
over time and if the objectives of the programme have been achieved.

•

To learn the opinions of the professionals involved about the functioning and effectiveness of the
programme.

•

To identify the weaknesses of the programme so as to improve service.

METHODOLOGY
Sample
In order to perform this research, we selected three different samples: a sample of 10 patients who did not
participate in this programme since they had been operated on before the introduction of the programme in the
hospital, a second sample made up of 130 voluntary patients who were admitted to UHNSC from 2013 to 2014 for
hip fracture and who participated in the programme performed in this hospital facility, and a third sample made
up of the professional staff who applied the programme (N=7). This sample was formed by three traumatologists,
two nurses who provided the continuity of care, a physiotherapist, two internal medicine physicians and a social
worker.

Instruments, Procedure and Data Analysis
This research was carried out in the first two years of the implementation of the programme in UHNSC,
precisely from February 2013 to February 2015.
To gather information for this study, semi-structured interviews were held with the professionals in which they
were asked about: a) utility and benefit for patients of the OP implemented by HUNSC; b) compliance with the
objectives of the OP; c) their assessment of the coordination of the professional team linked to the OP; and d)
potentialities and aspects of the OP requiring improvement (Falcón, 2014).
In addition, an ad-hoc questionnaire was conducted to assess the patients’ experience; it covered independent
variables (age, cohabitation unit, types and frequency of support, formal support prior to hospitalisation, formal
support arranged by the HUNSC Social Services Unit) and dependent variables from each of the following studies:
Longitudinal analysis (data prior to the programme and data from the first year of operation of the programme):
a) days of hospital stay; b) surgical intervention; c) waiting time in days from admission to surgical intervention;
d) rehabilitation process; and e) discharge.
Cross-sectional analysis (only with data from the first year of operation of the programme): a) waiting time in
days from surgical intervention to the beginning of rehabilitation; b) days of home care; c) waiting time in days
from surgical intervention to transfer to Orthogeriatrics Unit; d) waiting time in days from surgical intervention to
social assessment request; and e) days in Orthogeriatrics Unit.
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Table 1. Distribution of the sample according to sex and age
Women
Age
Frequency
%
63-65
3
2.0
66-80
28
28.0
81-85
30
30.0
86-90
23
23.0
91-97
17
17.0
Total
100
100

Age
60-65
66-80
81-85
86-90
Total

Table 2. Distribution of the sample according to cohabitation unit
Women
Cohabitation Unit
Frequency
%
Cohabitation unit
Single woman
37
37.0
Single man
Spouse
11
11.0
Spouse
Spouse e
Spouse e
8
8.0
Sons/daughters
Sons/daughters
Sons/daughters
32
32.0
Sons/daughters
Others
12
12.0
Others

Men
Frequency
4
16
8
2
30

%
13.3
53.3
26.7
6.7
100

Men
Frequency
7
15

%
23.3
50.0

5

16.7

1
2

3.3
6.7

Firstly, a longitudinal analysis was carried out with the aim of determining the differences in autonomy and
functionality achieved by those patients who had not participated in such a programme (before 2013) and those
patients who participated in the programme in order to prove if there was an improvement as regards the objectives
previously described.
Secondly, a cross-sectional analysis was performed to determine, through the data obtained from the database
of the Social Work Unit (SWU), if the programme was fulfilling the proposed objectives.
In order to obtain these data, both patients’ records, taken from SWU in UHNSC, and patients’ clinical records
regarding their hospital admission for hip fracture in that hospital, were analysed.
After requesting permission to perform this study, a documentary analysis of the patients’ records, taken from
the database of SWU in the hospital and UHNSC, was carried out.
Furthermore, some interviews were conducted with the different professionals and a questionnaire was also
administered with the aim of ascertaining their views on the functioning of the programme and the results obtained.
The questionnaire included some aspects to assess the level of usefulness and benefit of the programme for the
patient and its degree of compliance. Furthermore, an open question was included in the questionnaire in order to
reflect the aspects which could be improved.
The data collected were statistically processed and analysed through the Statistical Package SPSS V.25.

FINDINGS OF THE STUDY
The results, grouped according to gender, are outlined below. The socio-demographic profile is taken into
account for each group. The last paragraphs in the results section include the opinions of professionals, which were
taken from the interviews. See the distribution of patients in Tables 1 and 2.
As regards the profile of patients who received care in the programme, we can state that the largest group of
women that received care were 81-85 years old (30%), as compared to men, who were between 66 and 80 years old
(53.3%).
As regards the cohabitation unit, it was observed that single women were the largest group (37.0%), compared
to 50% of men who lived with their spouses.
In relation to the type of support received, the percentage of women who have informal supports, (support
from family, friends, etc.) and previous formal supports (acquired privately or requested through official bodies
such as the Home Help Service (HHS), places in Day Care Centres, etc.) is higher than that of men. After being
discharged from hospital, 40% of women asked for formal support as compared to 36.7% of men. See Figure 1.
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Figure 1. Kinds of support as regards gender

Figure 2. Days of hospitalisation before and after the implementation of the programme, according to gender

As regards the analysis of the days of hospitalisation before and after the implementation of the programme
(longitudinal analysis), we could observe that before the implementation of the programme, 40% of women were
in hospital from 21 to 30 days, whereas now 73% of female patients were in hospital from two to 15 days. At present,
only 5% of women are in hospital more than 30 days. As regards male patients, 50% were in hospital more than 16
days before the implementation of the programme. However, after its implementation 53.3% were in hospital less
than 10 days. See Figure 2.
The implementation of the programme has decreased the time spent in hospital. This fact, therefore, has resulted
in an increase of the number of surgical interventions and a decrease of the waiting time from the hospital
admission up to the moment of the intervention. See Figure 3.

7 / 13

Pérez-Jorge et al. / Health Programme Evaluation

Figure 3. Waiting period up to the moment of the intervention according to gender

Figure 4. Prescription of the rehabilitation process after the intervention

Before the implementation of the programme, 60% of women had to wait 4 to 15 days, as opposed to 40% of
men. After its implementation, 86% of men and women underwent surgery between the first and seventh day of
hospitalisation. Moreover, the average waiting time decreased from 5.89 days to 3.62 days.
We could also observe that the prescription of the rehabilitation process after the surgical intervention has
varied from 25% to 78% as regards women and from 50% to 83.3% in relation to men. See Figure 4.
As regards the cross-sectional analysis, almost half of the women who were prescribed rehabilitation were
assisted in the Orthogeriatric Unit, as opposed to 60% of men, whereas 14% underwent outpatient rehabilitation
and 15% underwent inpatient rehabilitation at home. 24% of men underwent outpatient rehabilitation whereas 16%
of them underwent inpatient rehabilitation at home.
Regarding the waiting period from the surgical intervention to the transfer to OU we could observe that more
than 60% of women had to wait 6 to 10 days and more than 20% had to wait 11 to 15 days. Only 8% had to wait 1
to 5 days and 2% waited more than 20 days. The average waiting time for women was 9.10 days. In relation to men,
more than 70% of them had to wait between 6 and 10 days, 11% waited between 0 and 5 days and 11% between 16
and 20 days. The average waiting time for men was 7.71 days.
With respect to the waiting period from the hospital admission to the request for a social care assessment, 60%
of women had to wait 0 to 1 day whereas 37% of women had to wait 2 to 10 days, and the average waiting time
was 2.55 days. The average waiting time for was slightly lower than that of women (2.33 days).
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Figure 5. Assessment performed by professionals
Table 3. Aspects to improve and to maintain
Aspects to improve (weaknesses)
Communication among professionals.
Joint decision-making on the part of those professionals
involved.
Consolidation of team meetings.
Visibility of the programme in the hospital.
Limited involvement of the hospital managers and directors.
Follow-up of the patient’s progress after being discharged
from hospital and rehabilitation.
Lack of awareness of the importance of this kind of
programme.

Aspects to maintain (strengths)
The programme. It benefits the patient, his/her family and the
hospital.
Coordination team meetings.
IT support for communication through DRAGO application.
Multidisciplinarity of the team and comprehensive approach
focused on attention.
Support to the family or to the caregiver.
Analysis of the previous life of the patient. It allows us to return
him/her to his/her environment trying to keep his/her previous
abilities.

With regard to the days the patients were hospitalised in the Orthogeriatric Unit, we could observe that 51% of
women were in the unit from 1 to 10 days, whereas more than 23% stayed there more than 25 days, and the average
length of stay in hospital was 23.40 days. Nevertheless, we can state that 48% of men spent between 1 and 15 days,
and only 12% were in hospital more than 25 days, and the average length of stay in hospital was 17.82 days.

Results of the Sample of Professionals
This section shows the results obtained after the assessment performed by the professionals involved in the
implementation of the programme. See Figure 5.
Taking into account the professional experience of those who have participated in the Orthogeriatrics
Programme in UHNSC, we can state that all of them found it a useful device due to the results obtained. In this
sense, they stated that “it improves the quality of patient care when they return home…” (P1) and (P3) since it
enables “the patient’s recovery from a global approach…” (P5), (P2) and (P7). As regards the degree of compliance
with the programme, we could observe a high level of satisfaction, although some professionals pointed out the
need to improve “…the coordination among the members of the team, especially at a medical and rehabilitation
level…” (P1), (P3) and (P4), “…the degree of knowledge of some professionals about the programme” (P5) and
(P6), and the fulfilment of “…the time spent in the established procedures” (P1), (P4) and (P7). Furthermore, all the
professionals in the unit unanimously expressed the need to improve the processes of “communication among
those professionals involved”.
Regarding the general level of satisfaction with the programme, we can argue that it was very high. However,
we could note in the detailed analysis of the answers given by professionals a need to reflect on the issues they
have considered as weaknesses and strengths of the programme. See Table 3.
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DISCUSSION
Research has shown that this kind of programme allows us to obtain better results as regards both the period
of the patient’s hospitalisation and the waiting period before the surgical intervention (Miura, Di Piero, & Homer,
2009; Sierra et al., 2017). Our research, like other similar studies (González-Montalvo et al., 2009; Sierra et al., 2017),
has achieved a reduction in the patient’s hospital stay.
There has also been an increase in the prescription of rehabilitation for patients who, being referred to SWU,
were admitted to hospital for hip fracture. This upward trend has also been shown by studies such as that carried
out by Cruz (2016) and Miura et al. (2009), related to the improvement in the implementation of this kind of
programme focused on the patient’s recovery. Patients who were admitted to OU in UHNSC were able to walk at
the end of their hospital stay, experiencing a functional improvement at hospital discharge (Montalvo et al., 2011).
With the implementation of the programme, both the waiting period from the hospital admission up to the surgical
intervention and the discharges in social-health centres (SHC) have decreased. Moreover, patients have undergone
more rehabilitation sessions (Geriatrics and Gerontology Spanish Society, 2007). This fact allows them to recover
mobility and functionality before returning home.
This has been possible due to early commencement of the rehabilitation sessions, which have improved mobility
and autonomy, resulting in greater independence in the activities of daily life. These patient rehabilitation processes
have, as shown by the findings of this study, reduced the length of hospital stay (Marrero and Lillo-Crespo, 2015;
Sierra et al., 2017), which translates into a lower risk of potential complications from surgical interventions
(Mortimore et al., 2008) and from prolonged length of stay (Suárez et al., 2017).
The implementation of the Orthogeriatrics Programme in UHNSC has allowed us to decrease the waiting period
from the surgical intervention to the start of the rehabilitation process in those patients who are admitted to hospital
due to a hip fracture and are referred to the Orthogeriatric Unit. This waiting period has become significantly lower
to the amount of time a patient waits to receive outpatient rehabilitation (Falcón, 2014).
Nevertheless, those patients who were admitted for hip fracture and who were referred to SWU are hospitalised
in the unit more days than expected. Perhaps the fact that some patients have multiple pathologies, apart from the
specific characteristics of each fracture, may be the reason for the delay in their recovery.
Furthermore, we have proven that there is a lag in the time estimated by traumatologists to request the social
care assessment of patients who are admitted to hospital due to a hip fracture. These cases are referred to SWU.
Interconsultations in the Traumatology Service are not performed the same day the patient is admitted to hospital,
once they are verified and fulfil the admission criteria in the programme. This fact delays the social assessment
performed by SWU. This situation is perhaps an evidence of the lack of communication and coordination expressed
by some professionals, an urgent need according to the professionals who voluntarily participated in this study.

CONCLUSIONS
The assessment of the Orthogeriatrics Programme in UHNSC has allowed us to reach the following conclusions:
In relation to the patient’s profile, the average age of the women who received care was 83 years, which has
direct implications since increased longevity – according to latest research Spain and Japan now have the longest
life expectancy – will mean that public and private healthcare have to adapt their services and facilities to this new
phenomenon.
Most of them lived alone or with their children. They received good informal support and almost half of them
had previous formal support but we must prevent and anticipate those situations where their family are unable to
offer them the attention that they require.
As regards male patients, their mean age was 76 years. More than half of these patients lived with their spouses
and/or children. They received good informal support and most of them had no previous formal support, and
consideration must be given to a health education that breaks down stereotypes and social prejudice. It is far more
common for women to help each other than it is for men.
Regarding the longitudinal analysis, we can state that the days of hospitalisation decreased significantly from
52.5% of women who were in hospital from 16 to 30 days to 73% of women who were hospitalised between 1 and
15 days. 60% of men were hospitalised between 11 and 20 days, and almost 85% were in hospital between 1 and 15
days. Likewise, the number of surgical interventions also increased after the implementation of the programme
(from 92.5% to 99% surgical interventions in women and from 90% to 100% surgical interventions in men). The
obvious conclusion is that we need more planning and greater streamlining to make full use of human and financial
resources in both public and private healthcare provision.
The waiting period from the hospital admission up to the moment of the surgical intervention decreased after
the creation of the programme. Before its implementation, 60% of women had to wait 4 to 15 days and, at present,

10 / 13

EURASIA J Math Sci and Tech Ed
86% are surgically intervened between the first and seventh day after their hospital admission. 60% of men had to
wait more than 15 days. However, after the implementation of the programme, almost 87% waited 1 to 7 days.
Moreover, there has also been an increase in prescription of the rehabilitation process after the surgical
intervention. Before the implementation of the programme, only 25% of women were prescribed rehabilitation.
However, after its introduction, 78% of women received rehabilitation. As regards men, there was an increase from
50% to 85%. In short, and in all respects, there are undoubted advantages in performing rehabilitation with the least
possible delay because it means a more cost-effective use – in human and professional terms – of services without
having to increase the number of professionals.
The most relevant finding is that multidisciplinary cooperation between healthcare and education professionals
can improve treatments provided by public healthcare services. Early rehabilitation reduces costs considerably and
creates positive future expectations in the care of older people, whose numbers are on the rise throughout Europe,
especially in Spain, where average life expectancy is increasing. This has created a new field of work that brings
together cooperation, solidarity and effectiveness in the treatment of common health problems.
We should also point out a gender-related fact that clearly gives the lie to what have been called “gender-blind”
professional practices: the majority of those who benefit are women, since their lifestyle entails fewer risks.
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